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Stimulating  Assortment  of  Annual  Meeting 
Activities  Await  TMA  Doctors  In  Memphis. 

April  9-11 


Physicians  and  guests,  as  well  as  mem- 
bers of  the  Woman’s  Auxiliary  to  TMA, 
who  journey  to  Memphis,  April  9-11,  will 
find  numerous  Tennessee  Medical  Associa- 
tion annual  meeting  activities  for  social  and 
professional  enrichment. 

The  3-day  medical  meeting  will  feature  a 
number  of  outstanding  guest  speakers,  two 
general  scientific  sessions,  15  medical 
specialty  societies  conducting  their  annual 
meetings  concurrently  with  TMA,  as  well 
as  the  annual  session  of  the  Woman’s  Aux- 
iliary. Numerous  other  business  meetings, 
social  events,  breakfast  sessions,  will  take 
place.  More  than  40  technical  exhibits  will 
be  displayed  as  well  as  scientific  exhibits 
sponsored  by  physician  members. 

In  addition  to  scientific  and  business  ac- 
tivities, entertainment  features  will  include 
the  President’s  Banquet  and  social  hour  and 
dance  on  Friday  evening,  April  10.  Other 
social  hours,  banquets  and  events  will  be 
sponsored  by  the  specialty  societies  meeting 
with  the  state  medical  association.  The 
Woman’s  Auxiliary  will  conduct  its  annual 
meeting  at  the  Rivermont  in  Memphis  at 
the  same  time  that  the  TMA  annual  meeting 
will  be  presented  in  downtown  Memphis 
with  headquarters  at  the  Sheraton-Peabody 
Hotel.  Other  meetings  will  take  place  in  the 
Downtowner  immediately  across  the  street 
from  the  Sheraton-Peabody. 

The  principal  business  meetings  will  cul- 
minate in  the  sessions  of  the  House  of 
Delegates,  the  Association’s  top  policy 
making  body.  The  House  will  conduct  its 
initial  session  on  Wednesday  evening,  April 
8 at  the  Sheraton-Peabody  Hotel.  The  sec- 
ond session  of  the  House  will  convene  on 
Saturday  morning,  April  11  to  act  upon  and 
finalize  the  business  before  the  House. 

GUEST  SPEAKERS:  The  annual  meet- 
ing programs  will  include  a symposium  on 
“Modern  Treatment  of  Uremia”  with  the 


principal  topics  to  be  presented  on  the 
subjects  of  “Medical  Management  of  the 
Severely  Azotemic  Patient  Prior  to  Dialy- 
sis.” A second  symposium  will  be  on  the 
subject  of  “End  Stage  Uremia — Dialysis  and 
Transplantation.”  These  will  be  presented 
by  outstanding  authorities  in  their  field. 
A panel  on  the  subject  of  “Chemio- 
therapy  of  Leukemia  and  Other  Malignan- 
cies” will  be  presented  in  cooperation  with 
St.  Jude’s  Hospital  in  Memphis  and  the  final 
symposium  will  be  on  the  subject  of  “Pro- 
fessional Liability”  presented  by  a group  of 
outstanding  attorneys. 

In  addition,  outstanding  guest  speakers  at 
the  general  sessions  will  be  Governor 
Buford  Ellington,  speaking  on  a subject 
involving  the  public  health  program  of  the 
State  of  Tennessee.  Plans  are  being  finalized 
to  have  Dr.  Roger  Egeberg,  Assistant  Com- 
missioner of  Health,  Education,  and  Welfare 
to  address  the  membership. 

OTHER  EVENTS:  Again,  TMA  will  spon- 
sor the  public  relations  breakfast  wherein 
key  community  leaders  will  be  invited  to 
attend  on  Friday  morning,  April  10  to  hear 
what  medicine  in  the  state  is  doing  and  how 
they  are  going  about  caring  for  the  citizens 
of  Tennessee.  This  is  an  informative,  educa- 
tional type  of  program  for  community  lead- 
ers in  an  effort  to  further  inform  the  public. 
In  addition,  it  is  planned  for  IMPACT  (In- 
dependent Medicine’s  Political  Action  Com- 
mittee) to  sponsor  a breakfast  on  Saturday 
morning,  April  11. 

Francis  H.  Cole,  M.D.,  TMA  President, 
points  out  that  the  annual  meeting  is  one  of 
the  services  TMA  members  receive. 

He  stated  that  this  year’s  meeting  is 
being  tuned  to  the  times  and  there  will  be 
prominent  authoritative  speakers  on  many 
current  medical  and  economic  subjects. 
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Again  a “Disease  of  Medical  Progress.”  Only  two  of  these  five  patients  had  proven  tuberculosis. 
One  died;  the  other  iatrogenic  death  occurred  in  the  absence  of  active  tuberculosis.  The  toxic  mani- 
festations demonstrated  in  these  five  patients  have  long  been  known.  This  number  of  recognized 
untoward  reactions  points  to  a probable  greater  frequency  than  is  suspected.  Again  as  has  been 
said  over  and  over  on  the  editorial  pages,  indications  should  be  clearcut  before  exhibiting  a drug 

having  toxic  potentials. 

Jaundice  and  Death  from  Isoniazid 

LAURENCE  A.  GROSSMAN,  M.D.,  HERMAN  J.  KAPLAN,  M.D.,  and 
THOMAS  E.  BRITTINGHAM,  M.D.,*  Nashville,  Tenn. 


Introduction 

Isoniazid  is  the  most  effective  antituber- 
culotic  drug  yet  introduced.  When  admin- 
istered in  conventional  doses,  it  is  con- 
sidered to  be  “virtually  free  from  untoward 
reaction.”1  Because  of  its  therapeutic  effec- 
tiveness and  low  toxicity,  isoniazid  is 
recommended  for  the  preventive  treatment 
of  tuberculosis,  and  is  being  administered 
to  increasingly  large  numbers  of  individ- 
uals. Recently  we  have  encountered  several 
incidents  of  liver  damage  occurring  in  asso- 
ciation with  isoniazid  therapy.  Two  of  the 
5 patients  died  as  a result  of  the  liver 
disease. 

Case  Reports 

CASE  1:  A 56  year  old  white  male  post  office 
employee  was  admitted  to  Vanderbilt  University 
Hospital  on  May  13,  1968.  In  1940,  he  had  been 
found  to  have  pulmonary  tuberculosis  and  was 
managed  by  therapeutic  pneumothorax.  He  had 
been  followed  since  that  date  by  his  local  phy- 
sician. He  used  alcohol  only  occasionally,  and 
then  in  small  amounts.  On  April  9,  5 weeks 
before  admission  to  the  hospital,  he  consulted 
his  physician  for  a routine  examination.  He  felt 
“really  good”  at  that  time  and  was  without 
complaint.  The  chest  x-ray  was  unchanged  from 
those  of  previous  years. 

Because  of  the  remote  history  of  tuberculosis, 
for  which  he  had  never  received  chemotherapy, 
he  was  started  on  300  mg.  of  isoniazid  daily  on 
April  9.  Ten  days  later  he  began  to  feel  listless, 
feverish  and  anorectic.  It  was  necessary  to  stop 
working,  and  he  had  daily  fever,  chills,  and 
profuse  sweating.  On  May  2 he  was  admitted  to 
an  outlying  hospital  where  he  had  a daily  temp- 
erature of  104°.  He  continued  to  have  chills, 


*From  the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Ten- 
nessee. 


fever,  vomiting,  and  his  weight  fell  from  145  to 

122  pounds.  Initially  he  was  not  visibly  jaun- 
diced, the  bilirubin  being  1.5  mg./lOO  ml.  Four 
days  later  it  had  risen  to  10.5  mg.  with  8.1  mg./ 
100  ml.  of  the  conjugated  type.  He  became 
lethargic  and  delirious.  Viral  hepatitis  was  con- 
sidered the  likely  diagnosis,  although  there  had 
been  no  known  exposure  to  this  disease.  Re- 
peated serum  transaminase  determinations  were 

123  K.U.,  or  less.  Unbeknown  to  his  physicians, 
the  patient  had  continued  to  take  300  mg.  of  iso- 
niazid daily.  He  later  commented  that  he  took  the 
medicine  faithfully,  and  seemed  to  be  getting 
worse,  and  “the  more  I took,  the  worse  shape 
I got  in.”  Subsequently  he  received  streptomycin, 
penicillin,  and  chloramphenicol,  without  apparent 
benefit.  He  was  transferred  to  Vanderbilt  Uni- 
versity Hospital  on  May  13  because  of  deteri- 
oration in  his  general  condition. 

Examination  revealed  a thin,  icteric  man  who 
appeared  acutely  ill.  The  B.P.  was  80/50,  P.  108, 
R.  26,  and  the  T.  101.6°.  There  was  cutaneous  and 
scleral  icterus.  He  had  no  spider  telangiectasia 
nor  significant  lymphadenopathy.  There  was 
dorsal  kyphoscoliosis  with  slight  collapse  of  the 
left  side  of  the  chest.  The  liver  was  tender  and 
palpable  5 cm.  below  the  costal  margin.  The  re- 
mainder of  this  examination  was  not  remarkable. 

The  W.B.C.  count  was  15,400  with  71%  seg- 
mented P.M.N.,  8%  band  neutrophiles,  and  no 
atypical  lymphocytes.  The  SGOT.  was  67  K.U. 
(Karmen  unit),  the  SGPT.  36  K.U.,  and  serum 
alkaline  phosphatase  25  K.A.U.  (King-Armstrong 
unit) , the  cephalin  flocculation  test  was  3+,  the 
thymol  turbidity  11  units.  The  serum  cholesterol 
was  340  mg.  and  total  serum  bilirubin  7.5  mg./ 
100  ml.  The  LDH.  varied  from  260  to  290  units. 
The  chest  film  showed  a decrease  in  lung  volume 
on  the  left  with  fibrothorax.  X-ray  of  the  upper 
and  lower  gastrointestinal  tract  was  normal. 
There  was  no  visualization  of  the  gall  bladder, 
despite  a double  dose  of  the  oral  drug. 

No  specific  therapy  was  employed.  All  medi- 
cations were  stopped.  There  was  immediate  im- 
provement; he  did  not  vomit,  and  his  appetite 
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and  strength  rapidly  returned.  On  the  day  fol- 
lowing admission  he  was  afebrile,  and  remained 
without  fever  during  the  rest  of  his  hospitaliza- 
tion. By  the  5th  day  after  admission  the  serum 
bilirubin  had  fallen  to  2 mg.  He  was  discharged 
after  one  week  of  hospitalization,  and  has  re- 
mained well  to  date. 

COMMENT.  This  patient  was  well  until 
beginning  the  use  of  isoniazid.  He  was 
taking  no  other  drugs  at  the  onset  of  his 
illness.  His  first  clinical  illness  in  many 
years  occurred  within  2 weeks  after  be- 
ginning the  drug.  The  patient  himself  at- 
tributed his  illness  to  isoniazid.  Promptly, 
with  the  discontinuance  of  isoniazid,  the 
jaundice  and  fever  cleared.  His  age,  the 
absence  of  recognized  exposure  to  viral 
hepatitis,  and  the  persistently  low  serum 
transaminase  values  made  hepatitis  an 
improbable  diagnosis. 

CASE  2:  A 67  year  old  Negro  woman,  entered 
Vanderbilt  University  Hospital  on  Nov.  18,  1967. 
Since  a bout  of  influenza  3 months  earlier,  she 
had  noted  shortness  of  breath  and  a cough, 
intermittently  productive  of  thick,  yellow  spu- 
tum. She  worked  as  a cleaning  woman  in  a 
local  office  building  until  the  day  of  admission. 

Examination  revealed  a T.  of  99°,  and  B.P.  of 
160/100.  The  examination  of  the  abdomen  was 
negative.  No  abnormal  physical  findings  were 
detected,  and  there  was  no  evidence  of  liver 
disease. 

The  serum  bilirubin  was  0.5  mg./lOO  ml.,  the 
SGOT.  21  K.U.,  and  the  alkaline  phosphatase  11 
K.A.U.  The  chest  film  showed  scattered  nodular 
densities  in  both  upper  lung  fields,  bilateral  hilar 
adenopathy,  and  a small  right  pleural  effusion. 
There  was  some  cardiomegaly  which  was  pre- 
dominantly left  ventricular  in  type.  The  inter- 
mediate P.P.D.  and  old  tuberculin  (1: 1000,  1: 100) 
skin  tests  were  negative.  Bronchoscopy  revealed 
generalized  inflammation  and  edema  of  the 
bronchial  tree.  Bronchial  biopsy  showed  granu- 
lomatous inflammation  with  many  Langhans 
giant  cells,  but  no  acid-fast  organisms  were 
seen.  The  pleural  fluid  had  a protein  of  5.4  gm. 
per  100  ml.  Pleural  biopsy  sections  showed  only 
minimal  chronic  inflammation.  Cultures  of  spu- 
tum, gastric  washings,  bronchial  washings  and 
pleural  fluid  were  obtained  for  fungi  and  tu- 
bercle bacilli.  The  T.  never  rose  above  100.2° 
during  the  hospitalization.  She  was  discharged 
after  11  days,  feeling  well  and  anxious  to  return 
to  her  job. 

Because  tuberculosis  had  not  been  excluded, 
isoniazid  was  started  in  daily  dosage  of  300  mg. 
on  Nov.  29.  Except  for  digitalis,  she  received 
no  other  medications.  When  seen  on  Dec.  20, 
she  was  feeling  well. 

Shortly  thereafter  she  developed  progressive 
weakness,  anorexia,  nausea  and  vomiting.  On 


Jan.  23,  1968,  she  was  markedly  icteric  and 
hospitalization  was  advised,  but  refused.  She 
had  never  used  alcohol  and  had  no  known  ex- 
posure to  hepatotoxins  other  than  isoniazid. 
However,  isoniazid  was  not  discontinued.  On 
Feb.  5,  she  was  readmitted  to  Vanderbilt  Uni- 
versity Hospital,  deeply  icteric  and  in  shock, 
with  a systolic  B.P.  of  50  mm.  of  Hg.  The  liver 
was  palpable  at  the  costal  margin.  The  serum 
bilirubin  was  32.3  mg.  with  19.4  mg.  per  100  ml. 
of  the  conjugated  variety,  the  alkaline  phos- 
phatase was  26  K.A.U.  The  SGOT.  was  700 
units  and  the  LDH.  620  units.  Her  condition 
rapidly  deteriorated  and  she  died  8 hours  after 
admission. 


Fig.  1 (A.)  Most  of  the  liver  cells  have  been  re- 
moved, leaving  triadal  areas  (T)  amidst  chronic 
inflammatory  tissue  (Bottom,  Fig  1).  Numerous 
groups  of  surviving  cells  (N)  are  scattered 
throughout,  usually  around  central  veins.  (H  & 
E x 34) 


(B.)  Areas  between  surviving  nodules  of  liver 
showed  numerous  bile  passages,  condensation  of 
stroma,  and  collections  of  lymphocytes,  mono- 
cytes, and  polymorphonuclear  leucocytes.  (H.  & 
E x 750) 
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Postmortem  examination  revealed  the  liver  to 
weight  800  gm.  On  microscopic  study  there  was 
massive  hepatic  necrosis  (Fig.  1).  There  were 
disseminated  granulomas  involving  the  lungs, 
pericardium,  liver,  spleen  and  lymph  nodes,  but 
the  liver  contained  only  a few  granulomas.  The 
massive  necrosis  of  the  liver  was  indistinguish- 
able from  acute  yellow  atrophy  seen  in  viral 
hepatitis. 

COMMENT.  This  patient  died  of  massive 
liver  necrosis  only  2 months  after  beginning 
isoniazid.  There  was  no  evidence  of  liver 
disease  before  the  drug  was  started.  She 
received  no  other  antituberculotic  chemo- 
therapy. The  autopsy  findings  of  massive 
hepatic  necrosis  are  equally  consistent  with 
either  drug  or  viral  hepatitis.  The  latter 
diagnosis,  although  not  absolutely  excluded, 
is  unlikely  in  a 67  year  old  woman  whose 
only  known  exposure  occurred  during  an 
11-day  stay  in  the  hospital.  The  temporal 
relationship  between  the  use  of  isoniazid 
and  the  appearance  of  jaundice  strongly 
suggests  isoniazid  toxicity. 

CASE  3:  A 35  year  old  Negro  woman  was 
examined  on  May  19,  1968.  She  had  been  found 
to  have  pulmonary  tuberculosis  on  a routine  pre- 
employment chest  x-ray  in  March,  1968.  Sputum 
culture  was  positive  for  Mycobacterium  tu- 
berculosis. Two  months  before  the  examination 
antituberculosis  chemotherapy  was  instituted 
with  isoniazid  (300  mg.  daily)  and  Para-amino- 
salicylic acid  (PAS)  (12  gm.  daily).  Six  weeks 
later  she  complained  of  nausea  and  vomiting. 

On  May  7 she  was  admitted  to  a local  hospital 
with  chills  and  fever.  Physical  examination 
there  showed  a T.  of  103°.  There  was  a wide- 
spread generalized  rash.  The  liver  was  not 
palpable,  and  the  abdominal  examination  was 
not  remarkable.  The  Hgb.  was  14  gm.  The 
W.B.C.  count  was  7,500  with  80%  segmented 
P.M.N.  A chest  x-ray  showed  fibroexudative 
disease  in  both  upper  lungs.  No  liver  function 
tests  were  performed.  On  the  day  of  admission 
the  patient  had  voided  incontinently  at  home, 
and  the  family  had  noticed  that  the  urine  caused 
a brown  stain  on  the  sheets.  She  had  mentioned 
to  her  family  that  she  thought  the  pills  she  was 
taking  for  tuberculosis  were  making  her  ill. 

At  the  hospital  admission  on  May  7,  isoniazid 
and  PAS  were  not  ordered.  After  4 days  she 
seemed  to  be  doing  quite  well,  the  maximum 
temperature  that  day  being  99.2°.  She  was 
thought  to  have  had  a viral  infection  and  seemed 
to  be  recovering.  On  May  12  isoniazid  and  PAS 
were  again  ordered.  Later  that  day  she  had  a T. 
of  103.8°;  the  following  day  this  rose  to  104.8°. 
She  complained  of  severe  headache,  began  to 
vomit,  developed  frank  chills,  and  urticaria  was 
noticed.  Mental  confusion  was  evident.  On  May 
17,  jaundice  was  observed  and  the  serum  bi- 


lirubin was  20  mg./lOO  ml.  The  cephalin  floc- 
culation test  was  then  3+,  and  the  BUN.  12  mg. 
The  cerebral  spinal  fluid  was  normal.  L.E.  prep- 
arations were  negative.  The  serum  transaminase 
and  alkaline  phosphatase  were  not  determined. 
On  May  18  she  was  unresponsive.  The  icterus 
deepened  rapidly.  She  became  hypotensive,  the 
pupils  were  fixed,  and  she  lapsed  into  hepatic 
coma.  She  died  on  May  20,  1968. 

Autopsy  revealed  cavitary  tuberculosis  of  the 
upper  lobes  of  both  lungs.  There  was  no  tu- 
berculosis elsewhere.  Microscopic  sections 
showed  numerous  acid-fast  organisms  in  the 
upper  lung  areas.  The  liver  weighed  700  gm. 
Microscopic  sections  revealed  massive  areas  of 
atrophy  with  the  parenchymal  cells  being  small 
to  absent  (Fig.  2).  A heavy  lymphocytic  infil- 


Fig.  2 A triadal  area  (T)  and  adjacent  tissue  is 
infiltrated  with  lymphocytes  and  mononuclear 
cells.  No  hepatocytes  could  be  identified  in  nu- 
merous sections  of  the  liver.  The  stroma  seemed 
loose,  and  was  heavily  infiltrated  with  mono- 
nuclear phagocytes.  Some  proliferation  of  bile 
passages  (B)  was  noted.  (H  & E x 500) 

trate  was  present.  The  anatomic  diagnosis  was 
massive  hepatic  atrophy,  consistent  with  the 
picture  of  acute  yellow  atrophy  and  viral  hepa- 
titis. 

COMMENT.  The  absence  of  any  known  ex- 
posure to  hepatitis  virus,  the  presence  of 
chills  with  temperature  elevations  almost 
to  105°,  the  generalized  skin  rash  with 
urticarial  features,  the  patient’s  voiced 
suspicion  that  her  antituberculosis  drugs 
were  responsible  for  her  illness,  the  im- 
provement manifested  within  4 days  after 
discontinuing  isoniazid  and  PAS,  and  the 
marked  exacerbation  of  her  illness  when 
antituberculosis  chemotherapy  was  re- 
sumed, all  suggest  that  this  patient’s  illness 
was  due  to  drug  hepatitis  rather  than  a 
viral  hepatitis.  Both  isoniazid  and  PAS 
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were  employed.  It  cannot  be  stated  with 
certainty  that  the  hepatitis  was  caused  by 
isoniazid  or  by  PAS.  In  view  of  the  previ- 
ous case  reports,  it  is  likely  that  isoniazid 
was  the  dominant  factor  in  her  fatal  hepatic 
necrosis. 

CASE  4:  A 63  year  old  white  female  depart- 
ment store  buyer,  was  admitted  to  Vanderbilt 
University  Hospital  because  of  jaundice  on  June 
16,  1969.  The  past  history  disclosed  bronchiectasis 
of  the  left  lower  lobe  in  1953,  mild  hypertension, 
and  sensitivity  reactions  to  a sulfonamide  prep- 
aration and  to  chlorothiazide.  There  was  no 
history  of  liver  disease,  intake  of  alcohol,  trans- 
fusions, or  recent  injections. 

In  January,  1969,  she  noted  malaise  and  sus- 
pected low-grade  fever.  In  April  her  T.  was 
recorded  as  high  as  103°,  and  she  had  had  fever 
intermittently  since  that  date.  On  May  13,  she 
was  hospitalized  at  another  Nashville  hospital 
for  evaluation  of  the  fever.  Many  laboratory 
tests,  including  axillary  lymph  node  biopsy  and 
culture,  were  unrevealing  as  to  the  cause  of  her 
fever.  The  T.  reached  a maximum  of  101°  orally 
during  this  period  of  hospitalization.  Neither  the 
liver  nor  the  spleen  was  palpable.  The  serum 
transaminase  was  23  K.U.  and  the  LDH.  100 
units.  The  alkaline  phosphatase  was  normal, 
and  the  serum  bilirubin  was  0.3  mg./lOO  ml. 
The  tuberculin  skin  test  was  negative.  After 
two  weeks  of  hospitalization  she  was  discharged 
with  the  diagnosis  of  fever  of  unknown  origin. 

On  May  23,  prednisone  (15  mg.  daily)  and 
isoniazide  (300  mg.  daily)  were  started.  No  other 
drugs  were  prescribed.  On  June  12,  she  noticed 
dark  urine,  a light  color  to  the  stools,  anorexia, 
nausea,  and  abdominal  discomfort.  The  follow- 
ing day  a “measles  rash”  appeared  over  the  head 
and  neck  and  there  was  swelling  in  the  peri- 
orbital areas.  All  medications  were  discontinued. 
Because  of  the  jaundice  she  was  admitted  to 
Vanderbilt  University  Hospital  on  June  16. 

Examination  revealed  a tender,  smooth  liver, 
enlarged  4 finger-breadths  below  the  costal  mar- 
gin. The  W.B.C.  count  was  11,100  with  a normal 
differential  count.  The  serum  bilirubin  was 
11.9  mg.  with  7.1  mg.  per  100  ml.  of  the  conju- 
gated type.  The  serum  transaminase  was  2,000 
K.U.,  the  SGPT.  2,160  K.U.,  and  the  alkaline 
phosphatase  33  K.A.U.  A liver  scan  was  normal. 

The  drugs  were  discontinued.  The  liver  func- 
tion tests  rapidly  returned  to  normal.  Ten  days 
after  admission  the  SGOT.  was  31  K.U.  and  the 
alkaline  phosphatase  16  K.A.U.  A week  later,  the 
SGPT.  was  26  K.U.  Four  weeks  after  admission 
the  serum  bilirubin  was  1.2  mg.  with  0.4  mg./ 
100  ml.  conjugated  type.  Cholecystogram  on  July 
7,  revealed  a normally  functioning  gall  bladder 
without  stones.  Liver  biopsy  on  July  11  showed 
minimal  nonspecific  abnormalities  compatible 
with  a resolving  viral  hepatitis.  At  the  time  of 
discharge  she  continued  to  have  fever,  often 
with  a daily  rise  to  102°. 


COMMENT.  This  woman  was  known  to 
have  normal  liver  function  tests  before 
starting  isoniazid.  She  had  a history  of 
sensitivity  reactions  to  other  drugs.  Three 
weeks  after  treatment  with  isoniazid,  she 
developed  a skin  rash,  facial  edema,  and 
jaundice  with  very  high  levels  of  serum 
transaminase.  Within  a month  after  the 
discontinuance  of  isoniazid,  the  jaundice  had 
cleared  and  the  transaminase  had  returned 
to  normal. 

The  preceding  4 patients  recalled  to  one 
of  us  (T.E.B.)  a patient  seen  many  years 
earlier. 

CASE  5:  A 36  year  old  Negro  woman  devel- 
oped left  cervical  lymphadenopthy  in  September, 
1956.  A lymph  node  biopsy  disclosed  tuberculous 
lymphadenitis.  On  Nov.  10  isoniazid  (300  mg. 
daily),  and  PAS  (12  mg.  daily)  were  started.  On 
Dec.  6,  she  developed  chills  and  fever.  One 
week  later  an  erythematous,  pruritic  skin  rash 
was  noticed.  She  was  admitted  to  Barnes  Hos- 
pital in  St.  Louis,  Missouri,  on  Dec.  18,  1956. 

Examination  revealed  a confused  woman  com- 
plaining of  nausea  and  blurring  of  vision.  The 
T.  was  104.8°  rectally.  Bilateral  cervical,  axillary 
and  inguinal  nodes,  some  more  than  2.0  cm.  in 
diameter,  were  present.  Her  lungs  were  clear. 
The  liver  was  palpable  4 cm.  below  the  right 
costal  margin.  The  spleen  was  felt  3 cm.  below 
the  costal  margin.  There  was  demonstrable 
ascites.  When  examined  in  the  clinic,  before 
beginning  antituberculous  chemotherapy,  the 
abdominal  examination  had  been  negative,  and 
there  was  no  history  of  liver  disease  or  alcoholic 
intake. 

Laboratory  studies  showed  a remarkable 
W.B.C.  count  of  45,200  with  22%  segmented 
P.M.N.,  58%  lymphocytes  (of  which  more  than 
one-half  were  young  and  plasmacytoid) , 6% 
band  neutrophiles,  2%  monocytes,  11%  P.M.E. 
and  1%  P.M.B.  The  serum  bilirubin  was  6.4  mg. 
with  3.1  mg./lOO  ml.  conjugated  type.  The  alka- 
line phosphatase  was  8.5  B.U.  (Bodansky  unit), 
the  cephalin  flocculation  3-f,  the  thymol  tur- 
bidity 16.4  MacLagan  units,  the  serum  trans- 
aminase 300  K.U.,  the  serum  cholesterol  78  mg., 
the  total  serum  protein  was  6.9  gm.,  with  2.4  gm. 
of  albumin  and  4.5  gm./lOO  ml.  of  globulin.  The 
Hgb.  was  11.7  gm.  Bone  marrow  aspirate  re- 
vealed cellular  marrow,  and  contained  11% 
eosinophiles  and  13%  plasma  cells.  The  fasting 
blood  sugar  was  22  mg.  on  the  day  of  admission, 
and  36  mg.  2 days  later. 

Both  isoniazid  and  PAS  were  immediately  dis- 
continued. She  was  given  prednisone,  Benadryl, 
glucose  solution  intravenously,  and  streptomycin. 
The  T.  returned  to  normal,  and  remained  so. 
The  bilirubin  rose  to  10.5  mg./lOO  ml.  shortly 
after  admission,  and  then  rapidly  diminished  so 
that  by  Dec.  31,  13  days  after  admission,  it  was 


January,  1970 


JAUNDICE  AND  DEATH  FROM  ISONIAZID — Grossman,  Kaplan,  and  Brittingham 


27 


less  than  1 mg.  Other  liver  function  tests,  the 
fasting  blood  sugar,  the  leukocytosis  with 
atypical  lymphocytosis,  improved  concomitantly. 
The  rash  disappeared,  as  did  the  lymphade- 
nopathy.  The  hepatosplenomegaly  regressed,  and 
neither  liver  nor  spleen  could  be  felt.  Strep- 
tomycin was  discontinued  because  of  tinnitus. 

Further  antituberculous  therapy  seemed  neces- 
sary. On  Jan.  15,  1957  she  was  given  50  mg. 
of  isoniazid.  Within  2 hours  she  awakened  with 
a hard  chill  and  a T.  of  103.1°.  Two  days  later 
the  peripheral  blood  showed  43%  eosinophiles. 
The  eosinophilia  descreased  to  6%  within  a week, 
and  the  patient  again  felt  well  and  was  afebrile. 

Because  of  skepticism  as  to  the  existence  of 
severe  sensitivity  to  isoniazid,  it  was  decided  to 
again  administer  this  drug,  with  the  author  in 
constant  attendance,  checking  vital  signs  at  15 
minute  intervals.  On  Jan.  25,  the  patient  was 
given  50  mg.  of  isoniazid.  Prior  to  the  adminis- 
tration of  the  drug  she  felt  quite  well.  After  2V2 
hours  she  had  chilly  sensations,  then  a severe, 
shaking  chill,  followed  by  a T.  of  102.2°  orally. 
Four  hours  after  the  isoniazid  administration 
she  appeared  agitated,  tremulous,  very  thirsty, 
had  auditory  hallucinations,  was  hyperventilat- 
ing, and  appeared  psychotic.  Samples  of  her 
spontaneous  speech  included,  “I’m  tired,  I’m 
tired,”  “I  don’t  want  to  be  bad,”  “Noise,  noise, 
noise,  everytime  I get  quiet,”  “I  just  want  to 
get  out  of  here  and  be  left  alone,”  “I  heard  them 
making  their  plot  last  night,”  “Thank  you,  Jesus, 
thank  you,  Jesus.”  She  became  acutely  ill  with 
a T.  of  103.8°,  a tachycardia  of  158,  and  R.  of  50/ 
minute.  However,  12  hours  after  the  adminis- 
tration of  the  drug  she  rapidly  improved,  be- 
came afebrile,  and  her  mentation  was  normal. 
COMMENT.  This  woman  developed  a life- 
threatening  illness  with  hepatitis  while 
taking  isoniazid  and  PAS.  Severe  hypersen- 
sitivity to  isoniazid  was  subsequently 
proven  with  a development  of  a tempera- 
ture of  103.8°  orally,  and  a transient 
psychosis  after  the  administration  of  a 
single  50  mg.  dose  of  the  drug.  She  was 
never  subsequently  challenged  with  PAS. 
It  is  likely  that  her  hepatitis  and  psychosis 
were  caused  by  isoniazid. 

Discussion 

Jaundice  due  to  isoniazid  is  uncommon. 
By  1966,  only  14  cases  of  jaundice  had  been 
reported  in  patients  receiving  average 
therapeutic  doses  of  isoniazid.2  One  addi- 
tional patient  has  since  been  reported.3  The 
5 patients  herein  described  suffered  severe 
liver  disease,  most  likely  related  to  their 
isoniazid  therapy.  Four  of  these  were  seen 
in  a period  of  less  than  18  months.  It  is 
likely  that  isoniazid  hepatitis  exists,  and 


is  much  more  common  than  had  previously 
been  suspected.  At  times  it  is  erroneously 
attributed  to  viral  hepatitis  or  to  PAS  tox- 
icity. 
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FIGURE  3. 

Iproniazid,  the  iso-propyl  derivitive  of 
isoniazid  is  well  established  as  a cause  of 
hepatitis.  (Fig.  3)  It  is  therefore  not  sur- 
prising that  isoniazid  should  occasionally 
cause  liver  disease.  Rosenblum  and 
associates,4  in  a review  of  90  cases  of  severe 
iproniazid  hepatitis  (most  patients  had 
serum  bilirubin  values  greater  than  18  mg. 
/ 100  ml.),  found  the  disease  was  “indistin- 
guishable biochemically  and  pathologically 
from  viral  hepatitis.”  The  liver  biopsy  in 
Case  4 was  reported  as  compatible  with 
viral  hepatitis.  Post-mortem  examination  of 
the  liver  in  Cases  2 and  3 were  reported 
to  be  consistent  with  acute  yellow  atrophy 
resulting  from  viral  hepatitis.  Transaminase 
values  of  more  than  2,000  units  were  re- 
corded in  some  of  the  patients  having 
iproniazid  hepatitis  reported  by  Rosen- 
blum, though  others  had  transaminase 
values  of  only  100  to  300  units  in  the  pres- 
ence of  deep  jaundice.  Transaminase  values 
of  only  100  to  300  units  are  most  unusual 
in  severe  viral  hepatitis.  Our  patients 
receiving  isoniazid  showed  a striking  varia- 
tion in  the  peak  serum  transaminase  values, 
the  latter  ranging  from  123  to  2,  160  Kar- 
men units.  Interestingly,  the  patient  with 
the  highest  transaminase  value  was  the 
least  ill  of  the  5 patients.  Rosenblum  and 
collaborators4  considered  iproniazid  jaun- 
dice to  be  of  the  hepatocellular  type,  rather 
than  choleostatic.  These  5 patients  suggest 
that  isoniazid  jaundice  is  also  of  the  hepato- 
cellular type.  The  use  of  isoniazid  carries 
risks  in  addition  to  the  production  of  liver 
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disease.  We  have  seen  a number  of  patients, 
such  as  typified  by  Case  5 with  high  fever 
occurring  in  association  with  isoniazid 
therapy,  and  in  whom  the  reproduction  of 
fever  occurs  with  subsequent  oral  adminis- 
tration of  a single  50  mg.  dose  of  isoniazid. 
Olsen  and  Torning5  documented  a high  inci- 
dence of  psychologic  changes  and  impair- 
ment of  memory  in  patients  taking  this 
drug.  Many  of  our  patients  have  also  had 
difficulty  with  mentation  while  taking 
isoniazid.  The  widespread  use  of  isoniazid 
may  also  be  promoting  an  increasing  inci- 
dence of  isoniazid-resistant  tuberculosis. 
Thus,  the  noxious  side  effects  of  this  drug 
are  undoubtedly  much  greater  than  has 
previously  been  thought  to  exist. 

It  is  common  practice  to  advise  treatment 
for  one  year  with  isoniazid  in  asymptomatic 
persons  found  to  be  tuberculin  reactors 
during  mass  surveys.  Such  a therapeutic 
program  is  recommended — for  example,  by 
the  Tennessee  State  Health  Department. 
Similarly,  in  this  large  group  of  positive 
tuberculin  reactors  isoniazid  therapy  was 
advocated  by  The  National  Communicable 
Disease  Center  “Because  persons  who  are 


positive  tuberculin  reactors  comprise  the 
reservoir  of  future  tuberculosis  in  this 
country,  special  priority  on  preventing  this 
progression  from  latent  to  active  disease 
should  be  an  essential  element  in  modern 
tuberculosis  programs.” 

We  believe  indications  for  the  use  of 
isoniazid  should  be  restricted  because  of  the 
multiplicity  of  side  effects. 
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From  the  FDA 


For  the  past  several  years  the  FDA  has  been 
concerned  about  the  changing  role  of  systemic 
sulfonamides  in  the  treatment  of  infections.  The 
increasing  frequency  of  bacterial  resistance  and 
the  development  of  newer  and  more  effective 
drugs  have  sharply  limited  the  therapeutic  use- 
fulness of  systemic  sulfonamides  in  many  dis- 
ease conditions  for  which  they  have  been  widely 
used  in  the  past. 

The  National  Academy  of  Sciences-National 
Research  Council  has  evaluated  most  of  the  cur- 
rently marketed  short-acting  systemic  sulfon- 
amides (sulfachlorpyridazine,  sulfadiazine, 
sulfaethidole,  sulfamerazine,  sulfamethizole, 
sulfamethoxazole,  sulfisomidine,  sulfisoxazole, 
and  combinations  of  sulfadiazine  and  sulfamera- 
zine with  and  without  sulfamethazine) . The 
FDA  has  considered  the  Academy’s  comments 
and  other  available  data  and  has  concluded  that 
these  short-acting  systemic  sulfonamides  are 
indicated  only  in  the  following  conditions: 

1.  Chancroid 

2.  Trachoma 

3.  Inclusion  Conjunctivitis 


4.  Nocardiosis 

5.  Uncomplicated  urinary  tract  infections  due 
to  susceptible  organisms  such  as  E.  coli, 
Klebsiella-Aerobacter,  Staphylococcus  au- 
reus, Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris. 

6.  Toxoplasmosis,  as  adjunctive  therapy  with 
pyrimethamine. 

7.  Malaria  due  to  chloroquine-resistant  strains 
of  Plasmodium  falciparum  when  used  as 
adjunctive  therapy. 

8.  Meningococcal  meningitis  where  the  organ- 
isms have  been  demonstrated  to  be  sus- 
ceptible. 

9.  Hemophilus  influenzae  meningitis  as  ad- 
junctive therapy  with  parenteral  strepto- 
mycin. 

10.  Prophylaxis  of  rheumatic  fever,  as  an  al- 
ternative to  penicillin:  only  sulfadiazine 
has  been  demonstrated  to  have  substantial 
evidence  of  effectiveness. 
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The  authors  attempted  an  evaluation  of  epidemic  infectious  hepatitis  as  related  to  the  incidence  of 
mongolism.  Others  have  believed  there  might  be  a relationship  of  this  viral  disease  to  the  birth  of 
mongol  infants.  Though  it  is  impossible  to  relate  such  births  to  epidemic  hepatitis,  itself,  it  seems 
possible  that  this  infection  might  have  an  effect  upon  the  ovum. 

Epidemics  of  Infectious  Hepatitis:  Their 
Relationship  to  the  Incidence  of  Down’s 
Syndrome  in  Memphis 

MARK  KASHGARIAN,  M.D.,  ROBERT  C.  RENDTORFF,  Sc.D,  M.D., 
and  EUGENE  W.  FOWINKLE,  M.D.,  Memphis,  Tenn. 


Introduction 

Exogenous  factors  as  a cause  of  Down’s 
syndrome  (mongolism)  received  renewed 
interest  in  1965  when  Stoller  and  Collman1 
reported  an  association  of  the  Down’s  syn- 
drome in  births  with  epidemics  of  infectious 
hepatitis  in  Australia.  An  interest  in  con- 
genital malformations  led  Stoller  and  Coll- 
man to  study  the  temporal  patterns  of 
distribution  of  such  cases.  Noticing  a 
marked  clustering  of  cases  of  Down’s  syn- 
drome in  certain  years  they  studied  further 
the  temporal  patterns  of  various  reportable 
communicable  diseases.  Only  in  the  case 
of  infectious  hepatitis  did  they  discover  a 
remarkable  similar  pattern  where  peaks  of 
infectious  hepatitis  activity  were  followed 
nine  months  later  by  peaks  in  the  births  of 
Down’s  syndrome.  More  recent  epidemio- 
logic investigations,  however,  have  not  sub- 
stantiated the  associations  of  Stoller  and 
Collman’s  report.2'5 

Investigations  of  Lejeune  and  associates8 
reported  in  1954  have  shown  that  persons 
with  Down’s  syndrome  possess  an  extra 
chromosome.  G21-trisomy  and  partial  tri- 
somy due  to  translocation  abnormalities  in 
the  ova  suggest  that  Down’s  syndrome  may 
have  multiple  causes.  Chromosomal  aber- 
rations could  occur  either  during  meiosis 
or  during  mitosis,  that  is  either  before  or 
after  the  fertilization  of  the  ovum.7  Also, 
recently  it  has  been  shown  that  leukocytes 
cultured  from  patients  with  infectious  hepa- 
titis develop  chromosomal  aberrations.8 
This  information,  however,  does  not  reveal 
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what  factor  or  factors  are  responsible  for 
the  etiology  of  this  syndrome. 

Considerable  data  from  Memphis  and 
Shelby  County,  Tennessee,  already  had  been 
collected  in  regard  to  the  epidemiology  of 
infectious  hepatitis.  This  along  with  the  his- 
torical background  of  Down’s  syndrome 
prompted  the  preparation  of  a registry  of 
births  with  this  syndrome.  This  was  done 
to  add  more  epidemiologic  evidence  from 
another  geographic  area  in  an  attempt  to 
determine  a possible  etiologic  relationship 
between  infectious  hepatitis  and  Down’s 
syndrome. 

Materials  and  Methods 

All  individual  case  reports  of  infectious 
hepatitis,  exclusive  of  serum  hepatitis,  in 
Memphis-Shelby  County  from  January  1, 
1955  to  the  present  were  entered  on  data 
processing  cards.  These  represent  physi- 
cians’ reports  by  the  date  of  onset  of  illness. 
Case  reports  prior  to  1955  were  not  ob- 
tainable although  monthly  incidence  figures 
from  1952-55  were  available.  A registry  of 
Down’s  syndrome  births  was  compiled  from 
various  sources.  The  records  of  five  Mem- 
phis hospitals  where  the  vast  majority  of 
births  occurred  were  first  surveyed.  Births 
of  infants  diagnosed  with  Down’s  syndrome 
were  tabulated  in  resident  women  since 
January  1,  1955.  Births  prior  to  this  time 
were  not  considered  since  the  data  in  re- 
gard to  race,  sex  and  age  of  patients  having 
infectious  hepatitis  were  not  available  for 
correlations.  Since  the  diagnosis  of  Down’s 
syndrome  is  occasionally  not  made  at  birth 
and  since  perhaps  a very  few  births  do 
not  occur  within  the  hospitals,  further  infor- 
mation was  sought.  Cases  of  Down’s  syn- 
drome were  obtained  from  the  city  schools 
who  had  corrective  classes  for  such  children, 
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from  a survey  of  death  certificates,  and  from 
letters  sent  to  pediatricians,  specialized 
schools,  institutions  for  the  mentally  re- 
tarded, child  guidance  and  development 
centers.  Information  was  also  obtained 
from  public  health  nurses  who  might  know 
of  cases  not  referred  to  the  institutions  sur- 


veyed. All  nonresident  cases  were  elimi- 
nated from  the  study. 

Results  and  Discussion 

The  incidence  of  infectious  hepatitis  and 
the  frequency  of  births  with  Down’s  syn- 
drome are  given  in  table  1.  The  number 


Table  I 

SEMI-ANNUAL  INCIDENCE  OF  INFECTIOUS  HEPATITIS  AND 


BIRTHS  OF  CHILDREN  WITH  DOWN’S  SYNDROME  IN 
MEMPHIS-SHELBY  COUNTY 

Infectious  Hepatitis  Births  with 


Year 

Down’s  syndrome 

(6  month 

Number  of 

Rate  per 

Number  of 

Rate  per 

periods) 

Cases 

million 

Cases 

thousand 

live  births 

1955 

24 

44 

9 

1.07 

27 

49 

11 

1.31 

1956 

37 

66 

4 

0.48 

22 

39 

6 

0.72 

1957 

47 

81 

10 

1.18 

25 

43 

9 

1.06 

1958 

17 

29 

3 

0.36 

20 

34 

6 

0.73 

1959 

17 

28 

3 

0.36 

55 

90 

6 

0.71 

1960 

74 

118 

4 

0.49 

73 

116 

2 

0.24 

1961 

164 

254 

6 

0.71 

175 

271 

16 

1.89 

1962 

157 

246 

13 

1.58 

92 

138 

8 

0.97 

1963 

63 

92 

9 

1.09 

43 

63 

18 

2.18 

1964 

56 

80 

7 

0.88 

58 

83 

9 

1.13 

1965 

49 

68 

9 

1.22 

55 

76 

10 

1.36 

1966 

61 

83 

8 

1.11 

68 

92 

6 

0.83 

Total 

1,479 

192 
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of  cases  and  rates  are  reported  by  six 
months  periods  for  several  reasons.  If  an- 
nual rates  had  been  used,  peaks  of  infectious 
hepatitis  would  have  been  bisected  since 
this  disease  occurs  chiefly  in  the  winter 
months.  If  births  of  children  with  Down’s 
syndrome  are  due  in  any  way  to  hepatitis 
infection,  the  peaks  of  the  births  should 
follow  the  peaks  of  hepatitis  nine  months 
later  since  the  prevailing  evidence  is  that 
the  ovum  would  have  to  be  affected  shortly 
before  or  after  fertilization.  However,  nine 
months  would  be  unsatisfactory  because  of 
the  seasonal  distribution  of  hepatitis.  The 
use  of  three  month  periods  would  seem  ideal 
to  present  these  data,  but  because  of  the 
small  number  of  births  with  Down’s  syn- 
drome the  curve  becomes  too  erratic.  The 
best  compromise  was  the  use  of  six  month 
periods,  a method  which  does  not  distort 
the  data  nor  alter  the  conclusions  to  be 
made. 

The  rates  of  hepatitis  in  the  table  were 
calculated  from  population  estimates  based 
on  decennial  census  figures  for  Memphis- 
Shelby  County.  The  total  population  varied 
from  507,000  in  1952  to  738,000  in  1966. 

The  rates  for  children  with  Down’s  syn- 
drome were  calculated  by  dividing  the  num- 
ber of  births  in  any  six  month  period  by 
one-half  the  number  of  live  births  in  that 
year.  Stillbirths  are  not  included  since  no 
stillbirth  certificates  with  the  diagnosis  of 
Down’s  syndrome  were  found.  The  num- 
ber of  live  births  in  Memphis-Shelby  Coun- 
ty varied  from  16,845  in  1955  to  14,411  in 
1966  with  a peak  of  16,940  in  1957. 

Figure  1 shows  the  semi-annual  incidence 
of  infectious  hepatitis  with  Down’s  syn- 
drome births  on  scales  made  compatible  so 
that  the  peaks  could  be  compared.  Data 
for  the  births  were  not  collected  prior  to 
1955.  The  figure  discloses  distinct  peaks  of 
infectious  hepatitis  in  1953  and  1961  which 
are  similar  to  national  figures.  The  curve  of 
the  births  of  the  Down’s  syndrome  children 
seems  complex  and  difficult  to  interpret  but 
none  the  less  shows  some  interesting  corre- 
lations. Perhaps  it  should  be  stated  first 
that  we  have  been  hesitant  to  apply  any 
complex  statistical  analysis  to  our  data 
since  we  recognize  certain  inaccuracies  both 
in  the  reporting  of  infectious  hapatitis  and 
the  registry  of  Down’s  syndrome  births. 


Fig.  1.  Semi-annual  incidence  of  infectious 
hepatitis  and  Down’s  syndrome  (mongoloid 
births)  in  Memphis-Shelby  County. 


Despite  these  deficiencies  it  would  appear 
from  the  figure  that  births  of  children  with 
Down’s  syndrome  seem  to  occur  in  time 
clusters  irrespective  of  their  relationship  to 
the  epidemics  of  infectious  hepatitis.  Clus- 
tering of  Down’s  syndrome  births  was  first 
recognized  by  Pleydell9  in  Northampton- 
shire (England)  and  was  confirmed  by  the 
studies  of  Stoller  and  Collman1,10  in  Victoria 
(Australia)  and  by  Heinricks  and  associ- 
ates.11 (South  Dakota) . However,  others 
have  denied  the  existence  of  clustering  in 
the  case  of  Down’s  syndrome  births.  The 
statistical  analyses  and  conclusions  pre- 
sented by  Stark  and  associates.2'12  (Mich- 
igan), Leek3  (Birmingham,  England),  Ko- 
gan and  associates.4  (Seattle-King  County, 
Washington)  and  Baird  and  Miller.5  (Brit- 
ish Columbia,  Canada)  all  denied  the 
existence  of  clustering. 

The  Memphis  data  indicate  a minor  clus- 
tering of  Down’s  syndrome  births  in  1955 
and  1957  and  major  peaks  in  the  curve 
during  the  1961  and  1963  six  months  periods. 
The  other  minor  peaks  in  the  curve  are 
perhaps  too  minimal  to  be  considered  sig- 
nificant. Indeed  it  is  even  difficult  properly 
to  evaluate  the  1955  to  1957  peaks  in  Down’s 
syndrome  births.  However,  the  birth  peak 
of  1961  is  strikingly  parallel  to  the  1961 
hepatitis  peak  but  would  seem  too  soon. 
That  is,  if  our  original  association  is  correct 
that  the  birth  of  the  affected  child  would 
occur  nine  months  after  hepatitis  infection 
of  the  mother,  the  peak  of  births  should 
have  appeared  later  in  1962.  Instead  there 
is  a distinct  trough  in  1962  followed  by  a 
second  distinctly  higher  peak  in  1963  which 
seems  far  too  late  to  be  associated  with  the 
epidemic  of  infectious  hepatitis.  On  the 
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other  hand,  the  high  persistence  of  the 
hepatitis  rates  after  1961  and  a similar  per- 
sistence of  the  Down’s  syndrome  birth  rates 
after  this  time  would  again  strengthen  the 
correlation.  It  would  appear  from  the  Mem- 
phis data  that  while  there  are  certain  inter- 
esting rough  correlations  between  births  of 
Down’s  syndrome  and  infectious  hepatitis 
the  answer  to  this  problem  probably  will 
lie  in  prospective  studies  based  on  advanc- 
ing knowledge  of  both  conditions  rather 
than  on  an  extensive  statistical  analysis  of 
the  current  data. 

It  is  interesting  to  speculate,  however, 
on  the  various  possibilties  appearing  in  the 
current  Memphis  data.  The  first  possibility 
is  that  enumeration  of  the  births  of  children 
with  Down’s  syndrome  was  inaccurate  and 
the  low  rates  or  troughs  are  due  to  under- 
enumeration because  of  difficult,  inadequate 
case  finding  procedures  or  inadequate  diag- 
nosis. If  underenumeration  has  happened 
it  should  be  most  marked  in  the  later  years 
of  the  study  since  children  whose  diagnosis 
was  missed  at  birth  would  be  apt  to  be 
detected  when  they  are  older  and  reach 
school  age.  As  indicated  in  the  figure,  the 
rates  actually  have  been  appreciably  higher 
in  the  later  years  of  the  study  and  not  lower 
as  expected  with  underenumeration.  Also 
the  average  rate  for  Down’s  syndrome,  0.98 
per  1000  births  in  Memphis,  compares  fa- 
vorably with  Stark’s12  data  of  0.89  births  in 
Michigan. 

Leek’s3  data  from  Birmingham,  England 
showed  rates  of  1.62  per  1000  births,  but 
the  higher  incidence  in  England  might  pos- 
sibly be  a reflection  of  the  differences  in 
the  age  distribution  of  mothers.  Since  ad- 
vanced maternal  age  is  associated  with  an 
increased  risk  of  bearing  a child  affected 
with  Down’s  syndrome,  a predominance 
of  elderly  women  having  children  could  ac- 
count for  differences  between  populations. 
Still  further  evidence  that  underenumera- 
tion did  not  occur  is  shown  by  a study  of 
the  subpopulations  of  white  and  Negro 
children  with  Down’s  syndrome  in  Mem- 
phis. The  white  rate  was  0.95  per  1000 
births  based  on  100  children  with  Down’s 
syndrome  and  the  Negro  rate  was  1.02  per 
1000  births.  This  similarity  of  rates  does 
not  suggest  underenumeration  since  the 
different  races  were  for  the  most  part 


handled  by  different  medical  facilities  dur- 
ing the  period  under  study.13 

A second  possibility  is  that  peaks  of 
births  with  Down’s  syndrome  are  not  re- 
lated to  infectious  hepatitis  but  are  related 
to  another  exogenous  factor,  or  a nonen- 
vironmental  factor,  such  as  the  advanced 
age  of  mothers  of  children  with  Down’s 
syndrome  who  for  some  reason  give  birth 
in  time  clusters.  These  problems  were  not 
investigated  since  they  seem  highly  im- 
probable. The  birth  curves  of  children  with 
Down’s  syndrome  have  been  compared  with 
all  other  reportable  infectious  diseases  in 
Memphis-Shelby  County  and  no  relation- 
ship was  found  with  any  of  these  diseases 
excepting  infectious  hepatitis. 

Finally,  it  is  possible  that  the  hepatitis 
epidemic  and  Down’s  syndrome  births 
curves  are  not  related  since  different  age 
groups  are  involved.  We  know  that  the 
hepatitis  epidemics  consisted  chiefly  of 
clinical  cases  among  those  under  30  years 
of  age.11  Furthermore,  there  has  been  no 
evidence  that  Down’s  syndrome  is  in  any 
way  related  to  clinical  infectious  hepatitis. 
If  Down’s  syndrome  is  due  to  infectious 
hepatitis,  the  mothers  must  have  had  a sub- 
clinical  infection.  We  would  assume  that 
subclinical  hepatitis  is  directly  proportional, 
or  nearly  so,  to  clinical  reported  disease 
during  epidemic  periods.  This  being  the 
case,  mothers  over  30  years  of  age  would 
be  subjected  to  more  subclinical  infectious 
hepatitis  during  epidemic  periods.  It  may 
be  that  this  along  with  other  factors  related 
to  age,  perhaps  a greater  tendency  for 
chromosomal  aberrations,  is  a combination 
of  factors  that  may  produce  more  births  af- 
fected with  Down’s  syndrome.  There  is  evi- 
dence that  chromosomes  are  affected  by  a 
factor  present  in  the  blood  of  hepatitis 
patients.  Mella  and  Lang8  have  shown  that 
there  is  an  in  vitro  inhibition  of  mitosis  in 
leukocytes  of  hepatitis  patients  and  that 
chromosomal  abnormalities  are  present  in 
the  leukocytes  of  convalescent  hepatitis 
patients. 

It  would  appear  from  the  Memphis  data 
that  some  kind  of  relationship  actually 
may  exist  between  infectious  hepatitis  and 
births  of  children  with  Down’s  syndrome. 
Kogen  and  associates4  have  suggested  more 
extensive  epidemiologic  studies  are  needed 
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to  solve  this  problem.  Further  epidemio- 
logic study  is  indeed  indicated  and  perhaps 
prospective  studies  based  on  advanced 
knowledge  of  both  conditions  may  give  the 
final  solution  to  this  problem. 

Summary 

Incidence  rates  of  infectious  hepatitis  are 
compared  to  birth  rates  of  children  born 
with  Down’s  syndrome  from  1955  to  1966 
in  Memphis-Shelby  County,  Tennessee. 
There  were  1,479  cases  of  reported  hepa- 
titis and  192  cases  of  Down’s  syndrome 
during  this  12  year  period.  Both  diseases 
occurred  with  distinct  epidemic  peaks  and 
troughs,  hepatitis  being  epidemic  during 
1961-1962  and  an  aggregation  of  Down’s 
syndrome  occurring  in  1961  and  again  in 
1963.  The  first  aggregation  of  births  seemed 
too  soon  and  the  second  seemed  too  late  to 
be  correlated  with  the  expected  interval  of 
9 months  following  the  peak  of  the  hepatitis 
epidemic.  However,  the  hypothesis  that  sub- 
clinical  hepatitis  may  act  upon  the  ovum 
before  or  after  fertilization  to  cause  Down’s 
syndrome  cannot  be  rejected  since  tenden- 
cies in  aggregations  of  cases  between  the 
two  diseases  do  appear  to  exist. 
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The  family  reported  here  illustrates  the  hereditary  aspects  of  this  disease  and  its  serious  nature, 

important  in  genetic  counseling. 
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Reese1  has  defined  angiomatosis  retinae, 
or  von  Hippel’s  disease,  as  a congenital 
mesodermal  malformation  which  possesses 
neoplastic  traits  and  occurs  in  the  neu- 
roectadermal  tissue  of  the  retina. 

Historically,  this  lesion  was  first  recog- 
nized and  described  from  its  clinical  ap- 
pearance by  von  Hippel2  in  1895.  He  fol- 
lowed this  with  a pathologic  description 
and  thus  gave  his  name  to  this  entity. 

In  1926,  Lindau3  correlated  the  frequency 
of  the  association  of  von  Hippel’s  disease 
with  hematogenous  cyst  of  the  cerebellum, 
kidney,  liver,  and  pancreas.  This  combina- 
tion has  thus  been  recognized  as  von  Hippel- 
Lindau  disease. 

Angiomatosis  of  the  retina  is  a relatively 
rare  disease.  The  majority  of  reported  cases 
are  discovered  in  the  third  decade  of  life, 
with  the  earliest  case  reported  having  been 
found  in  a premature  infant,  and  the  latest 
found  in  a man  of  50  years  of  age.1 

There  is  a male  predominance  of  2: 1 with 
50%  of  the  reported  cases  having  bilateral 
involvement.2  Twenty  percent  have  a fa- 
milial tendency. 

The  basic  pathologic  lesion  is  an  ab- 
normal capillary  bed.  The  tumor  mass 
represents  the  malformed  capillary  bed  and 
may  be  regarded  as  an  angioblastic  or  capil- 
lary hemangioma.  An  anastomosis  between 
an  artery  and  a vein  is  thought  to  represent 
the  primary  change  leading  to  the  forma- 
tion of  a retinal  nodule. 

However,  Gamper4  reported  a case  in 
which  he  recognized  the  angioma  in  the 

*Read  before  the  Tennessee  Academy  of 
Ophthalmology  and  Otolaryngology  April  14, 
1967,  Memphis,  Tennessee.  (Submitted  for  pub- 
lication September  12,  1969). 

fFrom  the  Department  of  Ophthalmology,  Uni- 
versity of  Tennessee  College  of  Medicine,  Mem- 
phis, Tennessee. 
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form  of  a red  nodule  which  was  followed 
over  a 3-year  period  before  the  vessels 
showed  a characteristic  enlargement  and 
tortuosity. 

The  vascular  changes  are  followed  by 
glial  proliferation  as  a secondary  reaction. 
Eventually,  hemorrhage  and  exudate  dom- 
inate the  picture  and  are  followed  by  de- 
tachment of  the  retina  and  secondary  glau- 
coma. 

Multiple  tumors  are  frequently  found  in 
the  same  eye,  and  the  differentiation  of 
arteries  and  veins  is  often  quite  difficult 
due  to  the  mixing  of  arterial  and  venous 
blood.  Hypertrophy  of  the  walls  of  the  vein 
also  adds  to  the  confusion. 

Hemangiomas  involving  other  organs 
represent  the  systemic  aspect  of  the  disease 
with  25%  having  intracranial  lesions. 

The  clinical  diagnosis  is  dependent  chiefly 
upon  the  ophthalmoscopic  appearance  of 
the  fundus;  the  absence  of  a visible  angioma 
makes  the  diagnosis  difficult.  The  dif- 
ferential diagnosis  includes  Coat’s  disease, 
Eales’  disease,  multiple  retinal  aneurysms, 
and  racemase  hemangioma  of  the  retina.6 

The  treatment  of  the  retinal  lesion  has 
been  by  radiation,  electrosurgery,  and  pho- 
tocoagulation. Photocoagulation  appears  to 
be  the  method  of  choice  when  there  is  no 
retinal  detachment.  Treatment  is  directed 
exclusively  to  the  tumor. 

The  most  important  complication  is  ex- 
tensive retinal  detachment  (detachment 
fugax)  which  occurs  a few  hours  after  the 
treatment.  The  mechanism  of  this  detach- 
ment is  unknown,  and  spontaneous  reat- 
tachment usually  occurs  in  a period  rang- 
ing from  one  week  to  several  months. 

Success  with  electrosurgical  treatment 
was  reported  by  Lewis6-7  in  1943  and  1947. 
Vail8  followed  47  cases  over  an  11-year  peri- 
od and  reported  that  70%  of  the  patients 
treated  were  cured.  The  usual  procedure 
is  to  apply  surface  diathermy  over  and 
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around  the  involved  area  with  micropunc- 
tures into  the  tumor. 

Radiation  therapy  in  general  is  indicated 
only  in  diffuse,  extensive,  and  multiple 
lesions. 

Clinical  Cases 

A family  with  angiomatosis  retinae  in 
which  the  affection  has  been  transmitted 
as  a dominant  characteristic  from  the 
mother  to  at  least  4 of  her  5 offspring  has 
been  studied  (Fig.  1).  The  mother,  who  has 
6 siblings  and  5 half-brothers  and  half  sis- 
ters, has  thus  far  been  the  only  one  of  her 
generation  to  show  any  symptoms  of  the 
disease.  Both  of  her  parents  are  now  de- 
ceased having  had  no  apparent  manifesta- 
tion of  the  disease  prior  to  their  death  at 
advanced  ages. 


Case  1.  The  mother  had  a total  retinal  detach- 
ment in  the  left  eye  which  had  progressed  until 
it  was  impossible  to  recognize  any  detail.  She 
gave  a history  of  first  noting  a decrease  in  visual 
acuity  at  the  age  of  36  years. 

The  first  recorded  ophthalmoscopic  examina- 
tion was  made  8 months  later  by  a neurosurgeon 
whom  she  consulted  because  of  signs  and  symp- 
toms of  increased  intracranial  pressure.  He 
found  that  the  left  fundus  had  about  4 diopters 
elevation  of  the  disc  margin  consistent  with 
papilledema  and  marked  retinal  exudate,  but 
without  hemorrhages.  The  right  fundus  was 
reported  to  show  no  papilledema,  and  the  retinal 
vessels  appeared  to  be  within  normal  limits.  The 
remainder  of  the  neurologic  loss  consisted  of  a 
right  7th  cranial  nerve  loss  of  the  central  type, 
and  increased  deep  tendon  reflexes  on  the  right. 
A craniotomy  was  performed  with  a preopera- 
tive diagnosis  of  meningioma  of  the  petrous  por- 
tion of  the  temporal  bone  on  the  right. 

The  pathologist  reported  the  biopsy  of  the 
lesion  as  metastatic  papillary  adenocarcinoma  of 
the  thyroid  (Fig.  2) . The  patient  was  treated 
with  cobalt — 20  treatments  over  the  next  22  days. 
She  was  then  discharged  to  be  readmitted  2 


Fig.  2.  (Case  1).  Biopsy  specimen  of  petrous 
portion  of  temporal  bone.  (H  & E x 100.) 


months  later  for  a total  thyroidectomy.  Patho- 
logic examination  of  the  thyroid  following  the 
thyroidectomy  failed  to  reveal  the  presence  of 
the  carcinoma,  and  the  patient  has  remained  free 
of  the  disease  for  the  past  9 years. 

The  pathologist,  on  reviewing  the  slides  (Fig. 
2),  thought  that  the  tissue  more  closely  re- 
sembled that  of  choroid  plexus,  which  would  be 
essentially  the  same  picture  as  an  heman- 
giomatous  cyst.  Thus,  we  conclude  that  this 
patient  had  the  classical  von-Hippel-Lindau  syn- 
drome. We  believe  that  the  choked  left  disc  was 
a manifestation  of  the  retinal  lesion,  and  not  of 
increased  intracranial  pressure.  The  possibility 
of  a lesion  of  the  right  temporal  fossa  producing 
a unilateral  left  papilledema  with  a completely 
normal  right  fundus  must  be  extremely  remote, 
if  at  all  possible. 

Case  2.  In  1956,  two  years  before  the  onset  of  the 
mother’s  problems,  the  left  eye  of  the  first  af- 
fected offspring  was  enucleated  following  the 
development  of  absolute  glaucoma  at  the  age  of 
12  years.  Examination  of  the  specimen  at  the 
Armed  Forces  Institute  of  Pathology  resulted  in 
a diagnosis  of  von  Hippei’s  hemangiomatosis 
retinae  (Fig.  3). 


Fig.  3.  (Case  2).  Enucleation  specimen.  (H  & 
E x 43.) 


36 


ANGIOMATOSIS  RETINAE  (von  Hippel's  Disease) — Grizzard,  et  al 


January,  1970 


Case  3.  In  1965,  the  second  offspring  also  had  her 
left  eye  enucleated  following  the  development  of 
absolute  glaucoma  at  age  20.  The  pathologic 
diagnosis  was  von  Hippel’s  angiomatosis  (Fig. 
4) . This  patient  has  developed  a small  nodule  in 
the  remaining  right  eye  which  thus  far  has  re- 
quired no  treatment  other  than  careful  observa- 
tion. 


Fig.  4.  (Case  3).  Enucleation  specimen.  (H  & 
E x 43.) 


Cases  4 and  5.  Examination  of  the  remaining 
children  revealed  a boy  (age  16)  with  marked 
retinopathy,  exudate,  hemorrhage,  and  2 an- 
giomatous masses  in  his  left  eye.  A sister  (age 
13)  has  one  localized  angiomatous  mass  in  the 
left  eye.  The  third  sister  (age  20)  is  free  of 
lesions  at  this  time. 


Comments 

It  is  of  interest  that  the  abnormal  genes 
first  appeared  in  the  mother.  All  other 
members  of  her  same  family  or  previous 
generations  examined  thus  far  have  been 
free  of  the  disease.  The  cases  in  her  off- 
springs show  a dominant  pattern  and  also 
anticipation  (e.g.  the  disease  has  mani- 
fested itself  at  an  earlier  age  in  the  offspring 
than  in  the  mother). 

It  is  interesting  also  that  the  left  eye  of 
each  affected  member  was  the  one  initially 
involved,  and  that  the  lesions  were  in 
similar  areas  of  the  eye. 

Soeb3  has  emphasized  that  when  the  trait 
shows  such  a dominant  pattern,  the  affected 
members  should  be  counseled  not  to  have 
children.  As  one  can  see  by  the  pedigree, 
one  of  these  patients  already  has  3 young 
children  in  whom  the  potential  for  angioma- 
tosis retinae  is  extremely  high. 

We  have  elected  to  treat  the  2 younger 


children  with  photocoagulation.  The  girl 
has  shown  dramatic  response  with  her 
visual  acuity  returning  to  20/25  in  the  left 
eye.  The  boy,  in  whom  the  lesion  was  much 
more  advanced,  has  shown  some  reabsorp- 
tion of  the  exudate  but  will  require  addi- 
tional treatments.  He  demonstrated  detach- 
ment fuglax  within  several  hours  after  the 
initial  treatment  but  had  spontaneous  re- 
attachment over  the  next  4 days. 

We  believe  that  three  errors  in  the  man- 
agement of  this  family  have  occurred.  First, 
the  family  should  have  been  informed  of  the 
significance  of  the  pathologic  diagnosis  of 
von  Hippel’s  disease  following  the  enuclea- 
tion of  the  first  child’s  eye  which  would 
have  enabled  them  to  furnish  this  informa- 
tion to  other  examiners.  Secondly,  there 
was  a misinterpretation  of  the  tissue  from 
the  brain  biopsy  with  subsequent  needless 
thyroid  surgery.  Thirdly,  there  was  a 
failure  to  counsel  the  patients  as  to  the 
potential  danger  in  any  future  offspring  of 
incurring  the  disease. 

References 

1.  Reese,  A.  B.:  Tumor  of  the  Eye,  second  ed., 
New  York,  Harper  and  Rowe,  1963. 

2.  Rados,  Andrew:  Hemangioblastoma  of  the 

Retina,  Arch  Ophthal  43:43,  1950. 

3.  Soeb,  J.  A.:  Von  Hippel-Lindau’s  Disease, 

Acta  Ophthal  30: 129,  1952. 

4.  Gamper,  F.:  Ein  klinischer  und  histolog- 

ischer  Beitrag  zur  Kenntnes  der  angiomatosis 
retinae,  Klin  Mbl  Augenheilk  61:525,  1918. 

5.  Ballantyne,  A.  J.  and  Michaelson,  I.  D.: 
Textbook  of  the  Fundus  of  the  Eye,  Edinburgh 
and  London,  E.  and  S.  Livingstone,  Ltd.,  1962. 

6.  Lewis,  P.  M.:  Angiomatosis  Retinae:  Report 
of  Successful  Treatment  in  One  Case,  Arch 
Ophthal  30:250,  1943. 

7.  Lewis,  P.  M.:  Diathermy  Treatment  of 

Angioma  of  the  Retina,  Amer  J Ophthal  31:829, 
1948. 

8.  Vail,  D.:  Angiomatosis  Retinae  Eleven  Years 
after  Diathermy  Coagulation,  Trans  Amer  Oph- 
thal Soc  55:217,  1957. 

9.  Duke-Elder,  W.  S.:  Text-Book  of  Ophthal- 
mology, St.  Louis,  C.  V.  Mosby  Co.,  1943,  Vol  3. 

10.  Moller,  P.  M.:  Another  Family  with  von 
Hippel-Lindau  Disease,  Acta  Opthal  30:155,  1952. 

11.  Guillaumat,  L.  and  Mereie,  J.:  Therapeutic 
Consideration  in  von  Hippel’s  Disease,  Acta 
Ophthal  12:265,  1952. 

12.  Bedell,  A.  J.:  Angiomatosis  Retinae,  Amer 
J Ophthal  14:389,  1931. 


January,  1970 


CONSIDERATIONS  ABOUT  TRACH  EOSTOMY— Gros 


37 


The  author  reviews  the  indications  for  tracheostomy  and  the  technical  details  of  the  operation, 

thereby  avoiding  possible  serious  complications. 

Considerations  About  Tracheostomy* 

J.  C.  GROS,  M.D.,**  Memphis,  Tenn. 


Among  life-savings  operations,  trache- 
ostomy takes  one  of  the  first  ranks.  The 
principle  of  the  operation,  was  known  since 
early  time  in  medicine.  In  1826,  it  is  said 
that  Pierre-Fidel  Bretonneau  of  Tours, 
France,  well  known  for  his  research  in  ty- 
phoid fever  and  diptheria,  used  tracheosto- 
my for  the  first  time  in  children  with 
laryngeal  Diphtheria  and  demonstrated  its 
value  in  the  treatment  of  this  disease.1  His 
pupils,  Trousseau  and  Velpeau,  popularized 
the  operation  and  soon  afterward  it  was 
used  in  all  instances  of  laryngeal  obstruc- 
tion. 

In  1943,  after  papers  by  Galloway  and 
Seifert2  concerning  tracheostomy  and 
anoxia,  the  operation  was  widely  applied 
in  patients  with  neurologic  and  pulmonary 
disorders,  coma  of  varying  etiology,  and 
trauma,  because  the  tracheal  cannula  facili- 
tated the  oxygen  therapy  and  the  me- 
chanical aspiration  of  bronchial  secretions. 

Other  procedures  have  been  used  as  a 
substitute  for  tracheostomy  in  its  life- 
saving role.  Between  1910  and  1930,  la- 
ryngeal intubation  with  the  O’Dwyer  tubes 
became  very  popular,  and  during  this 
period  tracheostomy  was  indicated  as  a 
paliative  treatment  in  cases  of  advanced  la- 
ryngeal cancer  or  with  bilateral  midline 
paralysis  of  the  vocal  cords.  Today,  tracheal 
intubation  is  frequently  used  instead  of 
tracheostomy  in  instances  of  respiratory 
distress.  Its  ease  of  technic  has  made  the 
procedure  attractive.  However,  unexpected 
complications  which  do  not  fall  into  the 
scope  of  this  paper,  have  lead  to  the  belief 
by  many  that  tracheal  intubation  in  cases 
of  respiratory  distress  should  be  used  only 
as  a preliminary  step  to  tracheostomy,  with 
the  purpose  to  permit  a quiet  and  anatomic 
operation,  without  the  risks  of  brisk  and 

*Read  at  the  meeting  of  the  Cuban  Society 
of  Otolaryngology  in  Exile,  Chicago,  October  12, 
1969. 

**From  the  Department  of  Otolaryngology 
and  Maxillofacial  Surgery,  the  University  of 
Tennessee,  College  of  Medicine,  Memphis,  Tenn. 


dangerous  one-minute  trancheostomies, 
which  sometimes  are  followed  by  fatal 
accidents. 

Tracheostomy  is  not  an  innocent  opera- 
tion; it  has  an  operative  and  postoperative 
mortality  estimated  as  3 to  3.4%  and  late 
postoperative  complications  in  30  to  49.3% 
of  cases.3,1 

To  remember  the  risks  and  to  discuss 
the  means  which  may  be  taken  to  prevent 
complications  is  the  purpose  of  this  paper. 

Complications 

The  operative  and  postoperative  cause  of 
death  has  been  profuse  hemorrhage  in  the 
majority  of  cases.  In  patients  suffering 
with  dyspnea  for  a prolonged  period,  as 
in  patients  with  laryngeal  cancer,  the  quick 
oxygenation  when  there  is  a high  carbon 
dioxide  tension  and  acidosis,  may  result 
in  hyperkalemia,  cardiac  arrest  and  death.3 
In  similar  cases  the  sudden  change  may 
eliminate  stimulus  to  the  respiratory  cen- 
ter resulting  in  apnea  without  cyanosis 
and  which  may  lead  to  death  if  artificial 
respiration  is  not  used  immediately.  Alarm- 
ing subcutaneous  emphysema  of  the  head 
and  neck  is  another  immediate  and  serious 
complication  occurring  in  patients  with  a 
long  history  of  pulmonary  emphysema,  es- 
pecially if  there  is  a strong  cough  reflex. 

Better  known  complications  are  those 
appearing  late  in  the  postoperative  period — 
tracheo-esophageal  fistula,  laryngeal  ste- 
nosis, tracheal  stenosis,  pneumomediasti- 
num and  pneumothorax.  These  complica- 
tions are  more  frequent  in  children. 

Many  tracheostomies  in  children  with 
acute  laryngeal  inflammation,  as  epiglottitis 
or  subglottic  laryngitis  can  be  avoided  to- 
day by  the  use  of  steroids  if  the  patient 
is  seen  in  time  to  try  the  medication. 

Indications  and  Methods 

The  history  and  an  appraisal  of  the  situ- 
ation in  detail  is  essential.  The  position 
taken  by  the  patient  to  improve  his  breath- 
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ing,  opisthotonus  in  congenital  vascular 
anomalies,  flexion  of  the  neck  in  laryngo- 
tracheal obstruction  may  be  important. 
Palpation  and  auscultation  of  the  neck  for 
the  possibility  of  an  anomalous  vessel,  as 
a horizontal  innominate  artery,  or  the  thy- 
roid ima  artery,  a supernumerary  thyroid 
artery  present  in  7 to  10%  of  people  accord- 
ing to  some  anotomists,5  is  essential.  Direct 
laryngoscopy  in  children  and/or  indirect 
laryngoscopy  in  adults  may  detect  laryn- 
geal disease.  The  esophagogram  rules  out 
the  possibility  of  a double  aortic  arch.  At- 
tention must  be  given  to  these  several  tests 
before  making  a decision  to  do  a tracheos- 
tomy. 

One  cannot  wait  for  extreme  asphyxia 
before  deciding  upon  the  operation,  but 
even  if  placed  in  an  embarrassing  position 
we  may  attempt  to  avoid  an  emergency 
tracheostomy  on  the  ward.  In  children 
intratracheal  intubation  or  a bronchoscope 
passed  through  the  glottis  will  transform 
an  urgent  tracheostomy  into  a normal  op- 
eration. In  adults,  if  respiratory  distress  is 
alarming,  we  have  in  addition  to  intuba- 
tion the  cricothyroid  laryngotomy.6 

The  introduction  of  a flat  cannula  through 
the  cricothyriod  membrane  after  a short 
horizontal  incision  above  the  cricoid  carti- 
lage does  not  damage  the  laryngeal  carti- 
lages in  adults  and  solves  the  respiratory 
emergency.  We  have  several  models  of 
cannulas  for  this  operation,  and  have  used 
the  so-called  Butlin-Poirier  trocar  with  ex- 
cellent result.  However,  any  curved  plastic 
tube  No.  18-20  may  be  introduced  by  this 
route  into  the  subglottic  space  and  upper 
trachea,  providing  the  necessary  relaxation 
for  an  immediate  satisfactory  tracheostomy. 

In  analyzing  the  operation  step  by  step, 
one  will  realize  that  the  neck  may  conceal 
pitfalls  which  may  spoil  the  most  beautiful 
and  well  conducted  operation,  and  that 
there  are  some  apparently  unimportant  de- 
tails in  the  technic  that,  if  overlooked,  may 
lead  us  to  a late  complication. 

First  of  all — the  incision.  I do  not  be- 
lieve the  horizontal  incision  is  the  most 
convenient  in  children,  especially  in  those 
below  5 years  of  age.  The  diameter  of  the 
trachea,  which  in  the  new-born  is  6 mm., 
may  during  the  first  5 years  reach  1 cm.7 
The  trachea  is  a vertical  and  mobile  organ, 


displaced  vertically  during  deglutition; 
the  tracheal  cannula  must  follow  this  mo- 
tion. With  the  horizontal  incision,  the  can- 
nula is  submitted  to  two  opposite  forces:  — 
the  trachea  pulls  upward  when  the  patient 
swallows,  and  the  skin  stops  the  outer  end 
of  the  cannula.  The  result  will  be  a pos- 
terior displacement  of  the  cannula,  which 
at  this  age  may  injure  the  posterior  trache- 
al wall  favoring  the  production  of  granula- 
tion tissue  which  later  will  produce  scarring 
and  possible  stenosis  (Fig.  1,  A). 


Fig.  1:  (A.)  The  risk  of  posterior  displace- 

ment of  the  tracheal  cannula  with  an  horizontal 
incision.  (B.)  The  risk  that  the  first  tracheal  ring 
above  the  tracheal  opening,  becomes  depressed 
with  an  ill-fitted  cannula. 

Classically  tracheostomy  has  been  classi- 
fied as  high,  medial  and  low,  according  to 
the  place  where  the  cannula  is  introduced, 
that  is — above,  at  the  level,  or  below  the 
thyroid  isthmus.  In  adults  the  location  of 
the  cannula  is  not  very  important,  except  in 
instances  where  the  patient  is  to  have  an 
operation  later  on  the  larynx.  Then  the 
tracheostomy  should  be  low.  By  contrast  in 
children,  due  to  the  small  diameters  of  the 
larynx  and  trachea,  the  laryngeal  cartilages 
must  go  uninjured,  since  chondritis  of  the 
cricoid  cartilage  will  lead  to  subglottic 
stenosis.  Therefore  it  is  generally  agreed 
that  in  children  tracheostomy  should  be 
at  the  level  of  the  3rd  to  5th  tracheal  rings, 
i.e.  below  the  isthmus  of  the  thyroid  gland. 

While  dissecting  the  neck  to  expose  the 
trachea,  the  possibility  of  a vascular 
anomaly  must  be  kept  in  mind.  These 
anomalies  have  been  the  cause  of  all  the 
possible  catastrophic  accidents  in  the  course 
of  tracheostomy.  The  anomalies  may  be 
congenital  or  acquired. 
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Holinger8  has  described  the  great  variety 
of  congenital  vascular  anomalies — a double 
aortic  arch  is  the  most  frequent;  anomalies 
of  the  innominate  artery  producing  tracheal 
compression  and  respiratory  distress  may 
be  suspected  after  careful  examination. 

In  older  people,  vascular  anomalies  in  the 
neck  are  produced  following  vascular 
disease.9  An  enlarged  aortic  arch  with  dila- 
tation of  the  ascending  aorta,  elevates  the 
dome  of  the  arch  causing  vascular  mal- 
positions which  are  asymptomatic  and,  of 
course,  unexpected.  The  change  from  a 
normal  to  an  abnormal  state  has  been 
gradual;  the  trachea  is  well  developed,  even 
may  be  ossified,  and  thus  there  is  no  tracheal 
compression  and  respiratory  symptoms  have 
not  been  produced  by  the  change  in  the 
normal  anatomy.  In  some  anatomic  speci- 
mens (Fig.  2),  the  vessels  are  shown  to 
cross  in  front  of  the  anterior  surface  of  the 
trachea,  or  may  be  located  so  high  that 
they  are  exposed  to  and  may  be  damaged 
by  the  cannula.  This  is  the  cause  of  the 


Fig.  2:  Abnormal  position  of  the  right  innominate 
artery  possibly  displaced  after  acquired  vascular 
disease.  (Modified  from  Jarvis9.) 


hemorrhage  occurring  one  or  two  weeks 
after  the  operation. 

Once  the  trachea  is  exposed,  the  dissection 
of  the  pretracheal  fascia  should  be  limited 
to  the  area  where  the  cannula  is  to  enter; 
an  approach  to  make  a thorough  dissection 
of  this  fascia  exposing  the  whole  anterior 
wall  of  the  trachea  and  its  flanks,  is  un- 
necessary and  dangerous.  This  is  what  is 
done  when  one  opens  the  gate  to  the  medi- 
astinum for  mediastinoscopy.10 1 believe  that 
such  dissection  of  the  pretracheal  fascia  is 
the  cause  of  many  pneumomediastinums  ob- 
served after  tracheostomy.  This  has  been 
commented  upon  also  by  Putney.11 

I believe  the  best  way  to  open  the  trachea, 
is  to  create  in  its  anterior  wall  a round 
window  of  the  same  diameter  as  the  can- 
nula selected  for  the  case.  Checking  con- 
stantly, at  this  moment,  the  lumen  of  the 
cannula,  it  is  not  difficult  to  make  a tracheal 
hole  of  the  same  size;  thus  the  possibility 
of  air  leaking  around  the  cannula  is  con- 
siderably diminished. 

Ordinarily,  cannulas  are  metallic,  and 
each  surgical  department  should  have  a 
complete  set  of  all  the  models  and  sizes 
available  for  choice  of  the  more  convenient, 
according  to  the  length  and  width  of  the 
neck  and  the  distance  between  the  skin  and 
the  trachea.  The  cannula  should  be  aligned 
with  the  lumen  of  the  trachea.  Sometimes 
a too  long  and  curved  cannula  erodes  the 
anterior  wall  of  the  trachea  and  a subjacent 
blood  vessel  resulting  in  fatal  hemorrhage. 

After  the  cannula  has  been  placed  and 
is  found  to  transmit  pulsations,  it  will 
herald  the  need  for  a change  to  a shorter 
cannula,  otherwise  there  is  a risk  of  an 
accident. 

In  an  attempt  to  prevent  tracheal  injury, 
less  rigid  cannulas  have  been  made.  Nylon 
reinforced  Latex  tubes  No. 00  have  been 
used  in  cases  of  tetanus  neonatorum,  which 
may  permit  connection  with  the  intermit- 
tent positive  pressure  Breather  (IPPB) 
through  a T-tube  connection.12  Cannulas 
used  in  newborns  have  a length  of  6.65  cm., 
but  only  4 cm.  of  its  length  enters  the 
trachea. 

Another  type  of  cannula  very  useful  in 
children  with  respiratory  diseases  is  the 
Atkins-Cannard  cannula,13  which  is  ideal  for 
the  use  of  IPPB.  This  cannula  has  an  in- 
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flatable  cuff  which  the  authors  say  does  not 
injure  the  tracheal  mucosa;  the  inner  tube 
has  a connection  for  the  Foregger  device. 
Cuffed  cannulas  have  been  used  with  care; 
some  authors  consider  the  cuff  as  poten- 
tially dangerous  for  the  tracheal  mucosa 
especially  in  children. 

In  children  needing  tracheostomy  for 
laryngeal  obstruction,  I prefer  the  model 
introduced  by  Holinger,  having  a rectan- 
gular plate  and  a scroll  to  secure  the  inner 
tube.  This  model,  even  if  displaced  from 
its  correct  position,  does  not  press  the  neck 
above  the  tracheostoma.  Fearon  and 
Whalen7  have  added  to  this  model  a device 
in  the  inner  tube  to  be  attached  to  a 
respirator  when  assisted  ventilation  is 
needed. 

Models  with  the  plate  shaped  like  a clover 
or  in  triangle,  which  was  the  first  model 
introduced  by  Krishaber  may  be  used  in 
children  above  7 years  or  in  adults.  In 
younger  children  the  pressure  made  by  the 
plate,  if  it  is  not  in  the  proper  position,  may 
sink  the  first  tracheal  ring  above  the 
tracheostoma,  resulting  tracheal  stenosis 
decannulation  is  made  difficult.  (Fig.  IB) 


Fig.  3:  (A.)  A short  cannula  well  placed  during 
Tracheostomy,  is  partially  displaced  soon  there- 
after provoking  a small  pneumomediastinum. 


This  is  why  ill-fitted  cannulas  must  be 
changed  for  another  better  adjusted  to  the 
anatomic  proportions  of  the  trachea. 

Nothing  is  more  useful  than  lateral  radi- 
ography of  the  neck  using  soft  tissue  pene- 
tration as  soon  as  the  general  condition  of 
the  patient  permits  it.  I follow  this  rule 
made  many  years  ago  by  the  Jacksons.14 
The  lateral  view  provides  evidence  of  the 
real  position  of  the  cannula  in  the  trachea. 

An  apparent  well  fitted  cannula  selected 
for  the  operation  may  be  a little  short  and 
after  a while,  because  of  movements  of  the 
neck  or  because  the  cannula  is  tied  too 
loosely,  it  may  partially  come  out  of  the 
trachea  and  cause  pneumomediastinum 
(Fig.  3). 

It  has  been  said  that  pneumomediastinum 
is  overlooked  until  it  becomes  massive,  and 
that  in  the  early  stages  of  this  complication 
only  a routine  x-ray  examination  may  dis- 
cover it.  Thus,  if  there  is  a fault  in  the 
fitting  of  the  cannula  one  has  time  to  make 
the  correction.  After  the  operation  the 
patient,  if  a child,  must  be  placed  under  the 
tent  with  a croupette,  and  the  adults  with 
a vaporizer  in  the  vicinity. 


(B.)  the  defect  disappears  when  a longer  can- 
nula is  properly  fitted  into  the  tracheal  lumen. 
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The  inner  tube  of  the  cannula  must  be 
observed  periodically  to  remove  it  for 
cleaning  as  soon  as  signs  of  obstruction 
appear.  The  outer  tube  and  the  plate  should 
be  thoroughly  tied  around  the  neck  to  elim- 
inate the  possibility  that  the  cannula 
becomes  loose  or  is  expelled.  When 
changing  the  external  cannula  every  two 
or  three  days,  the  nurse  must  be  taught  to 
keep  ready  at  hand,  a substitute  cannula 
of  the  same  model  and  size,  for  introduction 
as  soon  as  the  other  is  removed.  More  than 
one  child  has  died  on  the  ward  because 
these  rules  have  not  been  followed  to  the 
letter. 

Summary 

Tracheostomy  is  an  interesting  operation. 
With  a general  appraisal  of  all  the  problems 
which  might  appear  in  any  case,  its  present 
mortality  and  complications  should  de- 
crease. We  have  to  make  it  not  only  a life- 
saving but  a safe  operation. 
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ARE  PHYSICIANS  DRUG-DUMB? 

Do  physicians  continue  to  prescribe  certain 
drugs — year  after  year — even  though  these  drugs 
are  ineffective  and/or  unsafe? 

I’d  have  to  answer  Yes — if  I agreed  with  the 
Food  and  Drug  Administration’s  recent  stepped- 
up  drive  against  drugs  which  practicing  phy- 
sicians have  been  prescribing  for  years. 

FDA’s  drive — largely  against  the  products  of 
research-oriented  companies — comes  at  a time 
when  the  federal  government  has  announced 
that  the  National  Institutes  of  Health  is  reducing 
its  research  grants.  Such  cuts  threaten  to  close 
down  a number  of  medical  research  centers. 
Certainly,  this  is  not  the  time  to  pull  the  rug 


out  from  under  pharmaceutical  companies  that — 
the  record  shows — have  been  pioneers  in  re- 
search. 

Or  . . . could  it  be  that  the  FDA  is  100% 
correct  and  the  nation’s  doctors  are  not  familiar 
with  the  drugs  they  prescribe?  I find  it  hard  to 
believe  that  a physician  would  continue  to  use 
drugs — year  after  year — if  these  drugs  did  not 
help  his  patients.  Yet,  in  net  effect,  that’s  what 
the  FDA  says  has  been  happening. 

I don’t  believe  that  doctors  are  drug-dumb! 
My  vote  of  confidence  goes  to  the  nation’s  prac- 
ticing physicians  and  their  experience  with 
drugs! 

Irving  Rubin,  R.Ph.  Editor.  (Reprinted  from 
Pharmacy  Times,  November,  1969 
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Vanderbilt  University  Hospital* 
Post-Mature  Pregnancy  and  the  Pelvic 
Delivery  of  a Hydrocephalic  Infant 

DR.  ANGUS  M.  G.  CROOK:  The  case  to 
be  presented  today  represents  a dual  com- 
plication of  post-maturity  and  hydro- 
cephalus and  will  be  presented  by  Dr. 
Robert  Smith. 

DR.  ROBERT  SMITH:  (VUH  # 47  04  94)  A 
21  year  old  primigravida,  was  first  seen  in  the 
Obstetrical  Outpatient  Clinic  on  July  28,  1969. 
Her  last  menstrual  period  was  Oct.  5,  1968,  and 
she  had  received  no  prenatal  care.  At  the  time 
of  her  initial  visit  she  was  therefore  42  weeks 
by  gestational  dates.  History  revealed  a 25  pound 
weight  gain.  The  patient  noted  the  onset  of 
fetal  movement  sometime  in  the  month  of 
February.  Her  past  surgical  and  medical  history 
and  family  history  were  unremarkable. 

Examination  revealed  a well  developed  and 
well  nourished  white  woman  in  no  acute  dis- 
tress. B.P.  was  130/80.  Examination  of  the  abdo- 
men revealed  a term  size  uterus  with  a fetus 
in  oblique  presentation.  The  presenting  part  was 
floating.  Examination  revealed  a pelvis  adequate 
for  delivery.  Fetal  heart  tones  were  heard  in 
the  right  lower  quandrant  at  a regular  rate  of 
140  beats  per  minute.  The  cervix  was  2 cm.  in 
length;  it  was  long  and  closed.  Laboratory 
studies  revealed  a PCV  of  34%.  The  blood  type 
was  B positive  and  the  antibody  screen  was 
negative. 

The  patient’s  menstrual  dates  were  vague,  and 
she  was  accordingly  followed  at  weekly  intervals. 
The  cervix,  however,  remained  closed  and  un- 
changed during  the  subsequent  3 weeks.  She 
was  at  this  time  evaluated  for  the  induction 
of  labor. 

DR.  CROOK:  The  patient  at  this  point 
was  referred  to  Dr.  Goss  for  evaluation  as 
a candidate  for  possible  induction  of  labor. 

DR.  DONALD  GOSS:  In  our  clinic  pop- 
ulation it  is  extremely  difficult  to  establish 
an  accurate  expected  date  of  confinement 
as  many  patients  have  only  vague  recollec- 
tions of  the  date  of  their  last  menstrual 
period.  Correlation  of  uterine  size  and  the 
onset  of  quickening  are  perhaps  our  most 


*From  the  Department  of  Obstetrics  and  Gyne- 
cology, Vanderbilt  University  School  of  Medi- 
cine, Nashville,  Tenn. 


significant  parameters  in  managing  many 
patients.  Most  primigravidas  note  the  onset 
of  quickening  during  the  19th  or  20th  week 
of  gestation,  and  multigravidas  may  note 
quickening  a week  or  two  earlier.  X-ray 
examination  for  the  presence  of  the  distal 
femoral  epiphysis  in  estimating  fetal  age 
is  occasionally  of  value  in  term  pregnancies. 
In  the  primigravida,  however,  progressive 
effacement  of  the  cervix,  descent  of  the 
presenting  part  and  dilitation  of  the  cervix 
represents  one  of  the  more  significant  pa- 
rameters of  imminent  labor.  A vast  majority 
of  patients  who  present  themselves  to  our 
clinic  with  descriptive  dates  of  post- 
maturity are  in  reality  2 to  3 weeks  before 
term  rather  than  candidates  for  the 
classification  of  post -maturity.  It  is  ex- 
tremely rare  for  us  to  see  post-maturity, 
and  if  induction  of  labor  were  indis- 
criminantly  performed  on  all  patients  who 
presented  with  dates  of  post-maturity 
we  would  no  doubt  see  a higher  incidence 
of  neonatal  morbidity  associated  with 
hyaline  membrane  disease  and  other  com- 
plications associated  with  premature  induc- 
tions. It  is  also  important  to  evaluate  the 
patient’s  menstrual  cycle  in  calculating  her 
expected  date  of  confinement.  The  standard 
method  of  calculating  expected  date  of  con- 
finement is  based  on  a 28  day  menstrual 
cycle.  Patients  with  a prolonged  but  ovula- 
tory cycle  would  be  normally  expected  to 
deliver  later  than  the  calculated  EDC  by 
Nagele’s  rule.  We  have  been  impressed, 
however,  that  an  ominous  sign  in  an  unde- 
livered patient  is  the  onset  of  lactation,  as 
this  is  very  often  correlated  with  post- 
maturity and  impending  placental  failure. 
Analysis  of  the  urinary  excretion  of 
estriol  and  amniotic  fluid  creatinine  have, 
however,  placed  our  ability  to  evaluate  the 
patient  with  questionable  dates  on  a more 
scientific  basis.  Increased  utilization  of 
these  laboratory  determinations  will  in 
large  part  eliminate  the  confusion  related 
to  calculating  these  patients’  status. 

DR.  DAVID  PERRAS:  The  salient  fea- 
ture in  the  management  of  post-maturity  is 
the  detection  of  the  patients  who  have  asso- 
ciated placental  insufficiency.  It  has  been 
well  established  that  estriol  determinations 
are  an  aid  in  selecting  the  fetus  at  risk.  For 
example,  in  several  large  series,  20  to  30 % 
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of  patients  with  post-maturity  by  gesta- 
tional dates  presented  with  low  estriols.  Of 
these,  60%  developed  evidence  of  placental 
insufficiency.  Conversely,  25%  with  normal 
estriol  levels  had  evidence  of  placental  in- 
sufficiency in  labor. 

At  term,  and  beyond,  a level  of  7 to  12 
mg.  per  24  hours  is  considered  low,  and  4 
mg.  per  24  hours  is  indicative  of  severe 
distress.  Beware  of  placing  too  much  em- 
phasis on  a single  isolated  specimen:  opti- 
mal use  consists  of  three  determinations  24 
hours  apart.  A decrease  of  50%  is  sig- 
nificant. The  validity  of  estriol  levels  is 
enhanced  if  coupled  with  amniocentesis  to 
detect  muconium  staining. 

One  may  therefore  say  that  induction  is 
not  needed  in  patients  with  high  and  stable 
levels  of  estriol.  Those  with  low  borderline 
levels  should  be  considered  for  induction 
with  monitoring  in  labor.  In  patients  with 
severely  depressed  levels,  especially  when 
associated  with  muconium  stained  fluid,  de- 
livery by  cesarean  section  is  recommended. 

DR.  SMITH:  Twenty-four  hour  urine  estriols 
were  obtained  on  two  occasions;  the  values  were 
5.5  and  4.3  mg./24  hours,  respectively.  These 
values  are  considerably  below  those  anticipated 
in  the  3rd  trimester  in  a normal  pregnancy. 
Because  the  patient  had  a clinically  unfavorable 
cervix  and  an  unengaged  presenting  part,  she 
was  admitted  to  the  hospital,  and  a plain  film 
of  the  abdomen  revealed  a huge  hydrocephalic 
fetus  presenting  as  a floating  breech.  Pelvimetry 
evaluation  of  her  pelvis,  clinically  and  by  x-ray, 
revealed  adequate  pelvic  dimensions.  It  was  the 
recommendation  of  the  consultants  that  pelvic 
delivery  be  pursued.  Following  admission  and 
cross-match  of  blood,  induction  was  started  with 
oxytocin  (Pitocin)  intravenously.  In  addition,  the 
patient  received  20  mg.  of  conjugated  estrogens 
(Premarin)  intravenously  in  an  effort  to  facili- 
tate softening  of  the  cervix.  The  membranes  rup- 
tured spontaneously,  and  she  proceeded  rapidly 
to  full  dilitation.  Following  a IY2  hour  second 
stage  of  labor,  the  patient  was  taken  to  the 
operating  room  where  extraction  of  the  pre- 
senting breech  was  performed  under  general 
anesthesia.  Delivery  of  the  infant  could  be 
effected  only  as  far  as  the  scapulas.  A retractor 
was  placed  under  the  bladder  to  protect  the 
anterior  vaginal  wall  and  bladder,  and  a 15 
gauge  needle  was  passed  through  the  foramen 
magnum.  Approximately  1100  ml.  of  cerebral 
spinal  fluid  was  drained  off,  following  which  the 
vertex  was  easily  delivered  through  the  ma- 
ternal pelvis.  Exploration  of  the  uterus  follow- 
ing delivery  of  the  stillborn  infant  revealed  no 
defects  within  the  uterine  wall.  The  patient’s 


postpartum  course  was  entirely  unremarkable 
except  for  bladder  atony  which  required  an  in- 
dwelling catheter  for  24  hours. 

DR.  GOSS:  The  diagnosis  of  hydrocepha- 
lus was  not  entertained  in  this  patient 
until  definitive  x-ray  diagnosis  was  estab- 
lished. Pelvic  delivery,  however,  with  a 
stillborn  infant  is  the  indicated  method  of 
delivery  in  most  instances  of  hydrocephalus. 
Cesarean  section  to  obtain  a live  born  infant 
with  this  congenital  anomaly  is  not  indi- 
cated in  modern  obstetrics  and  presents  the 
family  with  severe  financial  and  medical 
problems.  Hydrocephalus  may  be  produced 
by  a block  in  the  cerebral  spinal  canal  in 
several  areas  from  the  lateral  ventricle  to 
the  more  common  point  of  obstruction  in 
the  aqueduct  of  Sylvius.  Feeney  and  Barry 
report  a series  of  304  hydrocephalic  de- 
liveries in  England  with  an  incidence  of 
2.5  per  1,000  deliveries.  Sixty-seven  percent 
of  their  patients  presented  as  vertex;  29% 
presented  as  breech;  6%  presented  as  trans- 
verse lies  and  3%  were  brow  presentations. 
Two-thirds  of  the  infants  were  described 
as  having  mild  hydrocephalus  and  40% 
presented  spontaneously  without  operative 
reduction  of  the  hydrocephalic  vertex. 
Sixty  percent,  however,  required  drainage 
of  the  cerebral  spinal  fluid  to  reduce  the 
vertex  size  for  delivery.  It  is  of  interest 
that  the  diagnosis  of  hydrocephalus  was  not 
made  until  following  delivery  in  120  cases; 
in  the  vast  majority  of  the  remainder  the 
diagnosis  was  not  made  until  a prolonged 
labor  had  prompted  increased  scrutiny  and 
x-ray  examination  of  the  fetus  in  utero.  In 
the  series  reported,  there  were  9 ruptured 
uteri  and  9 maternal  deaths. 

The  predelivery  diagnosis  of  hydrocephal- 
ic infant  may  present  some  difficulty. 
Even  with  x-ray  examination,  a definitive 
diagnosis  may  be  difficult  except  in  cases 
where  the  vertex  obviously  is  distended 
excessively.  Vaginal  delivery  is  the  method 
of  choice;  when  the  vertex  presents  a trocar 
needle  can  be  passed  between  the  widely 
separated  sutures  or  through  the  thin 
calvarium  as  soon  as  the  cervix  is  a few 
centimeters  dilated.  This  will  effect  reduc- 
tion in  the  dimensions  of  the  fetal  vertex 
and  allow  delivery  with  decreased  risks  to 
the  mother.  In  breech  presentation,  the 
proper  course  is  to  allow  spontaneous  or 
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assisted  delivery  of  the  extremities  and 
body  of  the  infant  and  then  drain  the 
distended  vertex  by  puncture  of  the  vertex 
through  the  foramen  magnum.  In  infants 
who  have  an  associated  spina  bifida  or 
meningomyelocele,  drainage  may  be  ef- 
fected by  inserting  a metal  catheter  through 
the  spinal  canal  into  the  distended  vertex 
and  effect  drainage  in  this  manner.  The 
majority  of  infants  will  be  stillborn.  Since 
the  prognosis  for  infants  with  severe  hydro- 
cephalus is  extremely  poor,  one  is  rarely,  if 
ever,  advised  to  perform  a cesarean  section 
to  deliver  a live,  severely  hydrocephalic 
infant. 

DR.  JOHN  ZELENIK:  It  is  of  interest  in 
the  present  case  that  this  patient  presented 
with  a syndrome  of  post-maturity  and  low 
values  of  estriol.  Low  estriol  levels  are 
characteristically  present  in  anencephalic 
pregnancies  and  in  these  infants  the  adre- 
nals are  markedly  atrophic.  A correlation 
of  low  estriols  with  hydrocephalus  is,  to  the 
best  of  my  knowledge,  not  yet  reported. 
The  pituitary  and  adrenal  glands  of  the 
fetus  presented  today  were  studied  micro- 
scopically and  were  found  to  be  entirely 
normal.  It  is  possible  that  the  hydrocephalic 
fetus  fails  to  stimulate  his  adrenals  to 


function  in  their  vital  role  in  the  production 
of  pregnancy  estriol. 


Fig.  1.  Plain  film  of  abdomen  revealing  hydro- 
cephalic fetus. 


TMA  Physicians  Attend  Denver  AMA  Meeting 


The  23rd  AMA  Clinical  Convention  was  held  in  Denver,  Colorado  November  30  to  December  3. 
The  following  is  a list  of  Tennessee  physicians  who  attended  the  meeting  as  furnished  by  the  Rec- 
ords Department  of  AMA: 


Arthur  R.  Anderson,  M.D. 
Nashville,  Tennessee 

John  H.  Burkhart,  M.D. 
Knoxville,  Tennessee 

Ralph  J.  Cazort,  M.D. 
Nashville,  Tennessee 

Francis  H.  Cole,  M.D. 
Memphis,  Tennessee 

Ray  E.  Curie,  M.D. 
Memphis,  Tennessee 

Wallace  T.  Dooley,  M.D. 
Nashville,  Tennessee 

J.  C.  Gaw,  M.D. 
McMinnville,  Tennessee 

Howard  B.  Hasen,  M.D. 
Memphis,  Tennessee 


Alvin  J.  Ingram,  M.D. 
Memphis,  Tennessee 

David  H.  Knott,  M.D. 
Memphis,  Tennessee 

K.  M.  Kressenberg,  M.D. 
Pulaski,  Tennessee 

William  F.  Meacham,  M.D. 
Nashville,  Tennessee 

Emmett  P.  Mobley,  Jr.,  M.D. 
Paris,  Tennessee 

Harmon  L.  Monroe,  M.D. 
Erwin,  Tennessee 

Tom  E.  Nesbitt,  M.D. 
Nashville,  Tennessee 

Donald  Pinkel,  M.D. 

Memphis,  Tennessee 

Ephriam  B.  Wilkinson,  M.D. 
Memphis,  Tennessee 


Clay  A.  Renfro,  M.D. 
Kingsport,  Tennessee 

Charles  R.  Riggs,  M.D. 
Memphis,  Tennessee 

John  L.  Shaw,  M.D. 
Greeneville,  Tennessee 

Charles  C.  Smeltzer,  M.D. 
Knoxville,  Tennessee 

Joe  E.  Tittle,  M.D. 

Oak  Ridge,  Tennessee 

Austin  R.  Tyrer,  Jr.,  M.D. 
Memphis,  Tennessee 

William  O.  Vaughan,  M.D. 
Nashville,  Tennessee 

Julian  K.  Welch,  Jr.,  M.D. 
Brownsville,  Tennessee 


HIGHLIGHTS  OF  BOARD  OF  TRUSTEES  MEETINGS 
OCTOBER  12  AND  SPECIAL  SESSION  OF  NOVEMBER  23 


TMA  BOARD  HOLDS  REGULAR  AND  SPECIAL  SESSION  ...  The  Board  of  Trustees 
conducted  its  fourth  quarter  meeting  on  October  12  in  Knoxville,  and 
due  to  the  excessive  amount  of  business,  a special  meeting  on  November 
23  was  held  in  Nashville  . • . Highlights  of  the  regular  meeting  in- 
cluded reports  of  activities  from  the  various  committees  of  the  Associa- 
tion and  a broad  discussion  on  the  Utilization  Review  Committee 
structure  throughout  the  state  • . • The  Trustees  designated  a committee 
within  the  Board  to  further  study  the  Utilization  issue  and  bring  a 
recommendation  in  the  form  of  a resolution  to  the  House  of  Delegates. 

$ * * * s{c 

BUSINESS  ACTIONS  • . . Authorized  the  Editor  and  the  Executive  Director  to 
contract  with  Williams  Printing  Company  of  Nashville  for  publication  of 
the  TMA  Journal  . • • Recommended  that  a resolution  be  prepared  com- 
mending Dr.  R.  H.  Hutcheson,  retired  Commissioner  of  Public  Health,  the 
resolution  to  be  presented  to  the  House  of  Delegates  at  the  annual 
session  in  April  ...  Considered  a request  for  funds  from  the  TMA 
Student  Education  Fund,  but  deferred  action. 

* # * * * 

MEDICAID  . • . Heard  a detailed  report  on  the  problems  involved  with  the 
Medicaid  program  in  Tennessee  . • .Endorsed  a report  from  the  State 
Public  Health  Council  wherein  that  body  presented  improved  objectives  of 
working  toward  a goal  of  100%  payment  to  physicians  for  usual  and  cus- 
tomary professional  charges.  Also  approved  a letter  to  be  sent  to  the 
membership  over  the  President's  signature,  bringing  physicians  up  to 
date  on  the  actions  taken  by  TMA  Board  in  the  Medicaid  problem. 

* * * * * 

AMENDMENTS  TO  CONSTITUTION  AND  BY-LAWS  ...  The  Board  considered 
numerous  amendments  to  the  Constitution  and  By-Laws  as  developed  and 
recommended  by  the  Committee  on  Planning  and  Development.  Principal 
discussion  ensued  around  the  authority  of  the  TMA  Council  and  the 
functioning  of  the  utilization  committees  through  the  county  societies 
. • • The  Board  appointed  a temporary  Committee  on  Constitution  and 
By-Laws  to  develop  strengthening  amendments  and  to  bring  these  to  the 
January,  1970  regular  meeting  of  the  trustees  for  further  study  . . . 
Also,  the  trustees  completed  the  schedule  for  officer  and  trustee  visits 
to  the  various  county  medical  societies  throughout  the  state. 

*****  r 

TENNESSEE  GENERAL  ASSEMBLY  ...  The  Board  determined  that  during  the 
1970  General  Assembly  it  would  be  beneficial  to  have  at  least  three 
doctors  present  each  day  that  the  General  Assembly  is  in  session.  This 


would  include  the  "doctor  of  the  day"  serving  at  the  First  Aid  Station 
sponsored  by  TMA  • . . Also  designated  members  of  the  staff  that  will  be 
working  in  the  General  Assembly,  and  considered  selection  of  an  attorney 
to  further  assist  in  lobbying  efforts* 

***** 

OTHER  ACTIONS  . • . Concern  was  expressed  over  the  liaison  between  the 
TMA  and  IMPACT  on  preference  of  candidates  for  the  U.S.  Congress  and 
state  legislature.  Ideas  were  presented  relative  to  developing  closer 
liaison  between  TMA  and  IMPACT  . • • Heard  a report  from  TMA's  legal 
counsel  on  the  matter  of  the  Henry  County  Hospital  where  the  case  in 
which  TMA  is  involved  has  now  been  appealed  to  United  States  Supreme 
Court.  This  was  the  case  where  an  osteopath  applied  for  privileges 
on  the  hospital  staff  • . • The  Executive  Director  reported  on  the 
universities  within  the  state  where  the  AMA  Council  on  Foods  and 
Nutrition  will  present  seminars  during  the  1969-70  academic  year  • • • 
Considered  and  turned  down  the  request  for  endorsement  of  Medi  Card 
. * . Heard  a report  concerning  the  findings  of  a survey  team  of  con- 
sultants on  the  status  of  emergency  medical  service  available  in 
Tennessee*  It  was  found  that  the  report  and  recommendations  will  in- 
volve legislation  and  the  Board  referred  the  study  to  the  Legislative 
Committee  • . . Adopted  the  1970  budget  and  approved  the  fourth  quarter 
financial  statement  • • • Reviewed  a detailed  report,  including  proposed 
drawings,  for  an  addition  to  the  TMA  headquarters  building*  Several 
proposals  were  made  and  the  action  taken  by  the  Board  was  to  authorize 
the  Executive  Director  to  proceed  with  the  plan  as  selected  to  deter- 
mine the  zoning  restrictions  • • • Approved  a drug  abuse  educational 
program  proposed  by  the  TMA  Woman* s Auxiliary,  under  the  guidance  of  the 
TMA  Advisory  Committee  to  the  Woman’s  Auxiliary* 

* * * * * 

SPECIAL  BOARD  SESSION  ...  On  November  23,  the  Board  met  in  Nashville, 
and  the  principal  business  involved  final  action  on  expansion  of  the 
headquarters  building,  as  the  result  of  obtaining  a variance  on  the 
zoning  which  will  allow  the  Association  to  construct  the  building  within 
the  limits  desired  . • * Heard  a final  report  relative  to  obtaining  an 
attorney  as  a legislative  lobbyist  for  the  1970  General  Assembly  session 
• • • Named  TMA  members  for  appointments  to  the  Mid-South  Regional 
Medical  Program  committees  and  the  Regional  Advisory  group  • • • Con- 
sidered a request  for  physician  assistance,  on  a consultant  basis,  for 
the  fiscal  intermediary  on  Medicare  and  Medicaid  . . • Received  a report 
of  a special  committee  for  expanding  the  Board  of  Trustees. 

* * * * * 

EXPERIMENTS  IN  HEALTH  CARE  FOR  THE  POOR  CONDUCTED  IN  TENNESSEE  . . . Some 
of  the  most  extensive  experiments  in  health  care  for  the  poor  are  being 
carried  out  by  Meharry  Medical  College  in  Nashville,  according  to 
Medical  News  Report*  Meharry  Medical  College  has  shifted  emphasis  to 
community  service,  helping  disadvantaged  * . • Since  then  through  the 
Meharry  Foundation,  0E0,  and  other  federal  grants  faculty  has  been 
increased,  construction  started  on  master  plan  calling  for  18  buildings. 
The  enrollment  is  now  450,  is  expected  to  reach  1,500  by  1975.  Last 
spring  the  school  had  1,080  applicants  for  72  positions.  Only  one-third 
of  applicants  were  Negro,  but  five  of  six  students  selected  were  Negroes 
. . • Meharry  now  recruits  on  campuses  all  over  the  United  States, 
taking  potential  MDs,  dentists  to  school  for  summer  coaching  on  $1,000 
scholarships.  If  they  can't  gain  admission,  they  become  technicians. 


Hadley  Williams,  Public  Service  Director 

MID-STATE  MEDICAL  ACADEMY  LOSES  ACCREDITATION  . . • The  Commissioner  of 
Public  Health,  Dr.  Eugene  W.  Fowinkle,  issued  a show  cause  order  in 
early  November  which  denies  the  Mid- State  Medical  Academy  in  Nashville 
from  continuing  to  operate  a school  for  training  medical  laboratory 
personnel.  The  Commissioner  found  from  evidence  presented  by  witnesses 
that  the  school  was  deficient  in  trained  and  experienced  teaching  staff 
and  in  teaching  aides  and  equipment.  Legal  counsel  for  the  school 
requested  permission  for  the  current  class  to  complete  their  training 
and  to  be  allowed  to  take  the  State’s  examination  for  licensure.  Dr. 
Fowinkle  granted  this  request  with  the  provision  that  no  further  stu- 
dents be  contracted  with,  enrolled  in,  or  admitted  to  the  school  without 
written  approval  of  the  Commissioner  and  that  only  students  having 
begun  classes  on  or  prior  to  September  9,  1969  will  be  allowed  to  take 
the  examination  prepared  and  graded  by  the  State.  Authority  for  such 
action  by  the  Commissioner  was  granted  as  a result  of  the  passage  of  the 
TMA  endorsed  Medical  Laboratory  Licensure  legislation  during  the  first 
session  of  the  85th  Tennessee  General  Assembly. 

5}C  2$. 

GENERAL  ASSEMBLY  BEGINS  SECOND  SESSION  ...  The  Tennessee  General 
Assembly  reconvened  January  13,  1970  for  the  second  session  of  the 
86th  Assembly.  A total  of  45  legislative  days  are  available  to  the 
legislators  during  the  year.  TMA  will  again  co-sponsor  a First  Aid 
facility  in  the  Capitol  with  the  Tennessee  Hospital  Association. 
Physicians  who  would  like  to  volunteer  their  services  to  staff  the 
station  one  day  during  the  current  session  are  urged  to  contact  TMA 
Headquarters  in  order  to  have  a day  assigned  them. 

sf? 

GOVERNOR  CALLS  FOR  CONFERENCE  ON  DRUG  ABUSE  . . . Governor  Buford 
Ellington  recently  ordered  a conference  and  workshop  on  Drug  Abuse  and 
Drug  Dependency  to  be  held  in  early  Spring.  The  purpose  of  the  meeting 
will  be  to  develop  a statewide  program  of  prevention,  treatment  and  con- 
trol. Dr.  Frank  H.  Luton,  Commissioner  of  Mental  Health,  said  planning 
for  the  conference  will  be  made  by  representatives  of  TMA,  State  Govern- 
ment and  Vanderbilt  University  and  that  the  Department  of  Mental  Health 
has  been  designated  by  the  Governor  as  the  coordinating  agency.  Top 
National  authorities  in  the  field  of  Drug  Abuse  and  Dependency  are 
expected  to  participate  and  the  program  will  be  designed  to  attract 
participants  from  all  geographical  areas,  age  groups,  career  fields,  lay 
groups  and  individuals  in  the  state.  Dr.  Frank  W.  Stevens  of  Nashville 
is  chairman  of  the  TMA  Mental  Health  Committee. 

REPORT  ON  TENNESSEE'S  EMERGENCY  MEDICAL  SERVICES  MADE  ...  The  Governor’s 
Advisory  Committee  on  Emergency  Medical  Services  has  recommended  legis- 
lation which  would  include  the  regulation  and  licensing  by  the  State  of 
public  and  private  ambulance  service,  inspection  and  certification  of 


ambulance  vehicles  and  the  training  of  ambulance  drivers  and  others  in 
emergency  medical  care.  The  recommendations  came  after  the  committee 
received  the  results  of  a statewide  survey  on  Emergency  Medical  Services 
made  by  the  University  of  Tennessee.  The  report  said  ambulances  and 
their  crews  in  the  state  are  inadequate  ; hospital  emergency  rooms  lack 
needed  equipment;  and  emergency  medical  communications  are  poor.  The 
survey  also  revealed  that  more  than  fifty  percent  of  rural  traffic 
victims  die  directly  as  a result  of  inadequate  medical  attention. 
Three-fourths  of  the  State* s ambulance  services  are  operated  by  funeral 
homes  and  the  report  found  that  ambulance  service  varies  widely,  from 
municipal  firms  employing  crews  to  a taxi  company  that  used  a cab  as  an 
ambulance.  The  Governor's  Committee  is  composed  of  21  persons,  five 
of  which  are  physicians.  TMA  members  on  the  committee  are  Drs. 

C.  Robert  Clark  of  Chattanooga,  Byron  0.  Garner  of  Union  City,  Edmund 
W.  Benz  of  Nashville,  Daniel  J.  Scott,  Jr.  of  Memphis  and  James  C.  Prose 
of  Knoxville  who  serves  as  chairman. 

$ $ $ * * 

TENNESSEE  AUXILIARY  RECEIVES  AWARD  OF  MERIT  ...  The  Woman's  Auxiliary  to 
the  Tennessee  Medical  Association  was  one  of  nine  state  associations 
to  receive  an  Award  of  Merit  during  the  July  AMA  Convention.  Also,  The 
Chattanooga-Hamilton  County  Auxiliary  was  one  of  the  seven  county 
auxiliaries  honored  for  their  achievements.  The  91,167  members  of  the 
AMA  Woman's  Auxiliaries  across  the  Nation  contributed  a record 
|1,100,000  for  AMA-ERF  and  for  loans  and  scholarships  to  young  people 
interested  in  careers  in  field  allied  to  medicine.  The  Tennessee 
Auxiliary  amassed  the  largest  per  capita  donations  in  their  membership 
category.  Mrs.  J.  Ralph  Rice  of  Nashville  is  the  current  Tennessee 
president. 

***** 

HOW'S  THIS  FOR  INCOMES?  . . • Under  new  contracts  in  New  York  for  con- 
struction workers,  a sheet-metal  worker  could  earn  $51,802  a year  if  he 
worked  as  long  as  the  average  physician,  about  60  hours  per  week. 

Medical  News  Report  says  that  even  with  a month's  vacation  he  could  earn 
$49,458.  A carpenter  could  earn  $48,973.  The  new  contract  calls  for  a 
50%  increase  for  sheet-metal  workers  over  the  next  three  years  (up 
to  $11.72  per  hour  and  $23.44  an  hour  for  overtime).  Carpenters  will 
earn  $11.08  an  hour  and  after  35  hours  overtime  pay  will  be  $22.16  per 
hour.  Labor  leaders,  often  the  most  critical  of  physician's  incomes,  are 
not  likely  to  point  out  these  figures. 

***** 

QUICK  AND  INTERESTING  FACTS  FROM  MEDICAL  NEWS  REPORTS  . . • There  now 
appears  there  will  be  no  need  for  the  doctor  draft  for  the  next  two 
years  as  Government  expects  to  obtain  military  needs  thru  regular 
procurement  programs  . . . Governor  Nelson  Rockefeller  is  said  to  be 
planning  to  urge  New  York  Legislature,  as  he  has  for  the  last  3 years, 
to  enact  a universal  state  health  insurance  plan  . • . Social  Security 
Administration  reports  total  expenditures  on  health  care  reached  $60.3 
billion  during  fiscal  1969,  a growth  of  11.9%  . • . More  new  medical 
schools  have  been  established  during  past  5 years  than  in  previous  25 
• . • Number  of  MDs  in  internships  and  residencies  have  doubled  since 
1950,  from  21,500  to  44,000  with  13,500  of  this  number  graduates  of 
foreign  medical  schools  . . . More  than  10%  of  U.S.  physicians  (29,727) 
work  for  Government  which  is  more  than  the  total  number  of  MDs  in  23 
states  . . .Over  29  million  Americans  were  admitted  to  a hospital  in 
1968  and  on  an  average  day  over  1,370,000  Americans  are  in  the  hospital. 
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As  this  issue  of  the  Journal  reaches  you,  the  1970  session  of 
the  Tennessee  General  Assembly  is  about  to  begin,  and  matters  of 
fundamental  importance  to  the  health  care  of  the  people  of  our 
State  will  be  under  consideration.  As  government  at  all  levels 
participates  increasingly  in  medical  affairs,  and  as  third-party  pay- 
ment plans  generate  larger  amounts  of  health  care  financing,  the 
yearly  flood  of  new  legislative  proposals  will  inevitably  increase. 
In  addition,  several  important  items  are  carried  over  from  the  1969 
session.  The  bill  to  require  health  insurance  funding  of  chiropractic 
manipulations  will  be  considered  early  by  the  Senate  Commerce 
Committee.  This  bill  has  already  passed  the  House,  and  its  enact- 
ment by  the  Senate  would  lend  undeserved  dignity  and  financial 
rewards  to  an  unscientific  cult. 

Certain  attempts  to  further  modify  the  Medical  Licensing  Statutes  in  favor  of  foreign 
physicians  are  likely  to  be  made,  and  a comprehensive  plan  to  improve  emergency  med- 
ical service  in  Tennessee  will  possibly  be  introduced  by  the  State  administration.  The 
progress  of  Medicaid  will  come  under  detailed  scrutiny,  an  dthe  future  of  this  massive 
program  may  well  depend  upon  the  adequacy  of  its  funding  in  this  General  Assembly. 

Optometrists,  podiatrists,  mental  health  organizations,  pro-  and  anti-abortion  re- 
form groups  . . . these  are  among  the  multitudes  of  organizations  and  individuals  who 
have  sincere  and  legitimate  concern  in  health  care  legislation,  and  who  will  exert  pres- 
sure for  action  on  bills  affecting  their  particular  interests.  Physicians  must  examine  all 
proposals  and  attempt  to  influence  legislation  in  the  interest  of  the  entire  population. 

The  central  office  staff  of  TMA  and  the  Legislative  Committee  will  keep  a close  and 
constant  vigil,  and  can  quickly  call  our  attention  to  legislation  affecting  health  care  and 
the  practice  of  medicine.  They  cannot  be  expected  to  do  more  than  this.  Physicians 
must  inform  themselves,  involve  themselves,  keep  in  close  touch  with  their  elected 
representatives,  and  present  valid  information  to  influence  the  actions  of  the  Assembly 
for  the  protection  of  health  care  in  our  State  and  the  preservation  of  the  free  enterprise 
system  under  which  we  operate. 

There  seemed  to  be  definite  anti-medicine  bias  in  last  year’s  legislative  activities, 
and  our  neighboring  states  report  the  same  attitude.  This  appears  to  be  directed  more 
at  organized  medicine,  and  the  relationship  of  individual  physicians  with  individual  legis- 
lators continues  to  be  good.  Physicians  will  be  asked  to  staff  a First  Aid  Station  again 
this  year,  and  will  also  be  urged  to  visit  the  Capitol  while  the  Assembly  is  in  session, 
to  meet  with  Mr.  Ballentine,  Mr.  Williams  and  Mr.  Windham  of  TMA  Staff,  and  with 
the  legislators.  This  is  an  educational  experience  not  to  be  missed.  Meanwhile,  ascer- 
tain the  status  of  bills  in  progress,  learn  the  TMA  position  and  the  reasons  for  the  posi- 
tion, and  translate  your  personal  relation  with  your  legislator  into  an  asset  for  your 
representative  medical  association. 


Sincerely, 


ffLA. 


M.D. 


President 
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EDITORIAL 


NATHANIEL  SHOFNER— 

PAST  PRESIDENT 

For  a third  time  in  1969  it  has  become  my 
duty  to  mark  the  death  of  a Past  President 
of  our  Association. 

“Nat”  as  he  was  known  by  his  colleagues 
was  quiet  in  demeanor,  a gentleman  in  the 
fullest  sense  of  the  term,  an  accomplished 
surgeon  and  a leader  in  the  profession, 
serving  it  not  only  as  President  of  the 
Tennessee  Medical  Association  in  1949-50, 
but  also  as  President  of  the  Nashville 
Academy  of  Medicine,  Davidson  County 
Medical  Society  in  1940. 

Though  born  in  Erin,  Tennessee,  he  grew 
up  in  Mt.  Pleasant  where  his  father  was 
president  of  a bank.  He  received  his  secon- 
dary school  education  at  the  Howard  Insti- 
tute of  Mt.  Pleasant,  entering  Vanderbilt 
University  in  1911,  to  receive  his  bachelor’s 
degree  in  1915.  During  these  years  he  was 
active  in  the  Dramatic  Club,  the  Glee  Club 


and  was  editor  of  The  Hustler,  and  held 
membership  in  the  Calumet  Club,  the  Owl 
Club  and  the  Commodore  Club.  He  received 
his  M.D.  degree  from  Vanderbilt  University 
School  of  Medicine  in  1919,  finding  time  to 
be  the  editor  of  the  1919  annual,  “Com- 
modore.” 

After  an  internship  at  St.  Thomas  Hos- 
pital, under  the  tutelage  of  Dr.  William 
Haggard  he  served  for  four  years  (1920-24) 
as  surgical  resident  at  Lakeside  Hospital  in 
Cleveland  on  the  service  of  Dr.  George 
Crile.  Upon  the  opening  of  the  Cleveland 
Clinic  Hospital  he  became  its  first  surgical 
resident,  1924-25.  This  was  followed  by  a 
year’s  travel  to  visit  clinics  of  Europe  on  a 
Crile  Scholarship. 

Dr.  Shofner  began  practice  in  Nashville 
in  1926,  bringing  to  the  city  a knowledge  of 
thyroid  disease  which  soon  established  him 
as  consultant  in  this  sphere  and  as  an  expert 
in  thyroid  surgery.  In  those  early  days  he 
contributed  much  to  Vanderbilt  University 
School  of  Medicine  both  as  Assistant  Profes- 
sor in  Anatomy  and  as  Assistant  Clinical 
Professor  of  Surgery.  Too,  as  did  so  many 
of  his  colleagues  in  those  earlier  days,  he 
devoted  many  hours  to  teaching  at  Meharry 
Medical  College.  In  addition  to  his  mem- 
bership in  the  Nashville  Academy  of  Medi- 
cine, TMA  and  the  AMA,  Dr.  Shofner  was 
a member  of  the  Nashville  Surgical  Society, 
the  Southeastern  Surgical  Society,  the 
Cleveland  Clinic  Fellowship  Association 
and  was  a Fellow  in  the  American  College 
of  Surgeons.  He  was  a member  of  the  staff 
of  each  of  Nashville’s  hospitals.  He  had 
much  interest  in  the  American  Cancer 
Society,  serving  as  a member  of  the  Board 
of  the  Nashville-Davidson  County  Unit  for 
fifteen  years. 

The  subject  of  Nat’s  Presidential  Address, 
given  in  Memphis  in  1950,  was  “The  Tennes- 
see Plan”1  He  devoted  much  time  to  this 
important  area  of  the  Association’s  activ- 
ities and  continued  to  serve  as  Chairman  of 
the  key  Prepaid  Insurance  Committee  into 
1955  when  he  relinquished  this  post  to  Dr. 
James  Kirtley. 

In  his  address  Dr.  Shofner  reviewed  the 
beginning  of  the  concept  of  voluntary  health 


1.  Shofner,  N.  S.:  The  Tennessee  Plan,  J. 

Tennessee  M.  J.  43:114,  1950. 
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insurance  in  the  1930’s,  stemming  probably 
from  the  depression  days — the  first  state- 
wide programs,  California  in  1939,  Washing- 
ton in  1940 — the  AMA’s  reports  on  these 
for  circulation  and  its  establishment  of  the 
Council  on  Medical  Service  to  facilitate 
exchange  of  data  accumulating  in  experi- 
ments of  this  nature.  He  reviewed  the  be- 
ginning study  by  TMA  in  1940,  and  the 
establishment  of  the  Prepaid  Insurance 
Committee  in  1946  to  develop  a plan.  This 
Committee,  consisting  of  four  laymen  and 
five  doctors,  offered  the  Tennessee  Plan  for 
approval  by  the  House  of  Delegates  in  1949. 

In  his  Presidential  Address,  Dr.  Shofner 
reported  the  selling  of  100,000  policies,  1600 
cooperating  doctors  and  18  insurance  com- 
panies as  underwriters.  He  recounted  much 
of  the  story  of  the  development  of  the 
Tennessee  Plan. 

I became  a member  of  the  Committee  on 
Prepaid  Insurance  that  year,  1950,  and  had 
the  opportunity  of  observing  Nat’s  con- 
tributions to  this  large  task.  His  annual 
reports  as  Chairman  to  the  House  of  Dele- 
gates give  but  an  inkling  of  the  many 
knotty  problems  which  needed  constant 
attention  for  solution — problems  encount- 
ered by  the  insurance  companies,  the 
buyers  of  prepaid  insurance,  industrial 
management  and  members  of  the  farm 
organizations,  and  the  Wage  Stabilization 
Board.  Dr.  Shofner’s  attributes  as  a gentle- 
man and  as  a diplomat  carried  him  through 
the  difficult  problems  of  adjudicating  the 
desires  and  demands  of  groups  of  our  mem- 
bers in  regard  to  fee  schedules,  and  to 
explain  the  philosophy  of  prepaid  insurance 
and  its  needs  by  the  great  mass  of  our 
people  for  whom  prolonged  or  serious  ill- 
ness could  spell  the  difference  between 
continued  modest  living  and  medical  in- 
digency. He  needed  to  control  the  im- 
patience of  certain  of  the  medical  specialties 
until  sufficient  actuarial  information  had 
accumulated  to  permit  underwriters  to 
arrive  at  rational  premium  levels. 

His  last  report  as  Chairman  of  this  impor- 
tant facet  of  TMA  activities  in  1955  revealed 
that  766,000  Tennesseans  were  enrolled 
under  the  Plan,  that  81%  of  TMA  members 
were  cooperating  in  it,  and  that  36  under- 
writers were  selling  the  Tennessee  Plan. 

In  two  decades  of  participation  in  TMA 


activities  and  as  a member  of  the  Commit- 
tee on  Prepaid  Insurance  your  Editor  judges 
this  Committee  to  have  faced  the  knottiest 
problems  confronting  individual  doctors  in 
their  heretofore  inherent  rights  to  charge 
and  collect  fees  as  they  pleased.  The 
Tennessee  Plan,  in  retrospect  was  an  educa- 
tional process  by  which  the  doctor  bowed 
to  some  voluntary  control  of  fees  through 
action  of  his  colleagues — a lull  before  the 
certain  day  of  fees  established  outside  the 
profession. 

Only  one  of  Nat  Shofner’s  temperament 
and  abilities  could  have  led  the  profession 
along  the  path  of  prepaid  health  insurance 
leveling  the  bumps  which  might  have  made 
it  a rough  journey.  It  involved  long  hours 
of  thought,  much  tact  and  diplomacy. 
Success  was  spelled  in  Nat’s  name. 

R.  H.  K. 

MAKE  YOUR  POLITICAL  VIEWS 
HEARD,  MD'S  URGED 

State  and  county  medical  society  mem- 
bers can  help  answer  a question  often  asked 
regarding  Federal  and  State  legislative 
processes:  “What  can  one  mere  citizen  do?” 

The  answer  is  that  the  so-called  “mere 
citizen”  can  do  a great  deal.  And  so  can 
physicians  in  Tennessee. 

By  writing  his  legislators  in  Washington 
and  Nashville,  the  politically-aware  physi- 
cian can  weld  considerable  political 
strength  by  making  known  his  views  on 
various  legislation. 

This  is  especially  true  today  when  Fed- 
eral and  State  legislatures  are  considering 
numerous  measures  of  great  importance  to 
the  medical  profession. 

Letters  to  political  figures  often  guide 
them  in  their  decisions  on  legislative  mat- 
ters. They  are  very  much  aware  that  the 
vox  populi  is  a most  significant  aspect  of 
legislative  procedures.  Legislators  want  to 
hear  from  their  constituents. 

A list  of  “do’s”  and  “don’ts”  for  prospec- 
tive correspondents  might  include: 

• Address  your  letter  correctly.  For 
example,  in  writing  to  a senator  in  Tennes- 
see, (if  the  Assembly  is  in  session) , send  it 
to:  The  Honorable  “John  Doe,”  Senate 

Chamber,  State  Capitol,  Nashville.  Send  it 
to  the  House  Chamber  when  writing  to 
your  state  representative. 
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Address  your  letter  to  a member  of  Con- 
gress as  follows:  The  Honorable  “John 

Doe,”  House  Office  Building,  Washington, 
D.C.  20515.  When  writing  to  a senator, 
address  it:  Senate  Office  Building,  Wash- 
ington, D.C.  20510. 

• Identify  the  legislation  you’re  writing 
about.  If  possible,  give  the  bill’s  number, 
however,  a short  title  is  adequate. 

• For  greater  impact,  be  as  pertinent  and 
brief  as  possible.  Concentrate  on  one  topic. 
Write  as  often  as  you  wish,  but  don’t  be- 
come a long-winded,  burdensome  “pen  pal” 
on  every  conceivable  subject.  Your  letter 
need  not  be  typed,  but  must  be  legible. 

Timing  Important 

• Views  and  comments  are  only  effective 
if  they  arrive  in  time  to  do  some  good, 
preferably  while  the  bill  is  in  a formative 
stage  or  “in  committee.” 

• Concentrate  only  on  your  own  legisla- 
tors. Usually,  when  they  get  letters  from 
outside  their  own  state  or  district,  the  let- 
ters are  forwarded  to  the  writers’  own 
representatives. 

• Your  own  views  in  a personal  letter 
have  far  more  value  than  your  name  on  a 
petition.  Form  letters  arriving  in  batches 
are  usually  recognized  as  such — and  often 
get  a form  reply. 

• Cite  specific  reasons  for  your  position. 

(Example:  “Bill  X is  financially  imprac- 

tical because  it  will  mean  a 15%  increase 
in  health  care  costs  for  the  needy  and 
elderly  patients  in  Tennessee.) 

• Be  constructive.  When  giving  a 
critique  on  a bill,  offer  something  just  as 
good — in  your  opinion — or  offer  something 
better.  Occasionally,  write  a “well  done” 
letter  when  your  man’s  actions  please  you. 
Don’t  just  write  when  you’re  angry  or 
upset. 

State  Your  Reasons 

• Remember  that  a conscientious  legislator 
is  rarely  intimidated  by  threats  to  campaign 
or  vote  against  him.  He  would  much  rather 
know  why  you  feel  as  you  do  about  the  bill. 
Threats  usually  generate  only  adverse  re- 
action. 

• Don’t  pretend  to  have  vast  influence. 
Legislators  generally  doubt  views  of  the 
writer  if  they  feel  he  is  a self-appointed 
spokesman  for  a profession,  or  other  groups. 


• Be  sure  your  man  has  all  the  facts 
before  asking  him  to  take  a public  stand. 
Make  sure  that  you,  too,  have  as  many  facts 
as  possible.  And  take  into  account  that 
major  legislation  usually  has  numerous 
provisions  and  your  legislator  may  be 
voting  on  a bill  as  a whole,  weighing  the 
good  and  the  bad. 

Jack  Ballentine 

Executive  Director 


MAIL 

I I 


Editor, 

Journal  of  Tenn.  Med.  Assoc. 

Nashville,  Tenn. 

Dear  Sir, 

SGOT,  HSMHA,  OEA,  UTBG,  T-3,  T-4,  RMP, 
TMA,  these  plus  many  more  initials  in  Nov. 
Journal.  I can  understand  the  Journal’s  desire 
to  conserve  space  but  M.D.’s  are  busy  too  and 
who  has  time  to  read  an  entire  article  only  to 
find  out  that  HCPOJ  means  “high  caloric  pure 
orange  juice?  Can’t  tests  and  bureaus  be  spelled 
out  in  full?  I,  for  one,  am  lost  in  a wilderness 
of  abbreviations. 

I assume  that  the  above  letter  was  written  by 
a physician.  I am  unable  to  identify  the  writer — 
it  was  written  on  plain  paper,  without  an  ad- 
dress, signed  by  initials  only,  the  whole  in  such 
scribble  that  its  transcription  may  be  in  error, 
here  and  there.  The  plain  envelope  carried  a 
Knoxville  postmark. 

Abbreviations  of  bureaus  and  agencies  repre- 
sent a carry-over  of  the  alphabetical  soup  be- 
queathed to  “My  Friends”  by  F.D.R.! 

Psychologists  studying  reading  habits  find  that 
repetition  of  long  technical  terms  act  as  barri- 
cades to  rapid  and  understandable  reading — 
entanglements  as  it  were.  Visualize  stumbling 
through  serum  glutamic  oxaloacetic  transaminase 
(SGOT)  over  and  over.  Abbreviations  in  med- 
ical literature  are  not  new:  PSP  became  ac- 

ceptable for  phenolsulfonphthalein  in  the  years 
that  followed  its  introduction  in  1910,  and  BSP 
for  bromsulphalein  after  1924.  We  just  have 
more  of  them  today,  thanks  to  the  expansion  of 
scientific  knowledge. 

The  Journal  will  continue  to  use  abbreviations 
acceptable  to  medical  dictionaries,  assuming  that 
doctors  use  dictionaries,  spelling  out  the  terms 
in  full  at  least  once  in  a given  paper  unless  it 
has  become  part  of  common  usage  as  PSP  or 
SGOT. 


Editor 
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IN  MEMORIAM 


Shofner,  Nat  S.,  Nashville.  Died  November  19, 
1969,  Age  74.  Graduate  of  Vanderbilt  University 
School  of  Medicine,  1916.  Member  of  Nashville 
Academy  of  Medicine. 

Taylor,  Roy  V.,  Lenior  City.  Died  November  9, 
1969,  Age  64.  Graduate  of  University  of  Tennes- 
see School  of  Medicine,  1934.  Member  of  Knox- 
ville Academy  of  Medicine. 

Elmore,  Jack  T.,  Halls.  Died  December  8,  1969, 
Age  48.  Graduate  of  University  of  Arkansas 
School  of  Medicine,  1951.  Member  of  Northwest 
Academy  of  Medicine. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 

The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Assn,  members. 

MEMPHIS -SHELBY  COUNTY  MEDICAL  SO- 
CIETY 

Jose  Guma,  M.D.,  Memphis 
James  E.  Hancock,  M.D.,  Memphis 
Lawrence  D.  Seymour,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

William  H.  Armes,  Jr.,  M.D.,  Nashville 
Dan  B.  Jones,  M.D.,  Nashville 
John  P.  Sutton,  M.D.,  Nashville 


Delegates  to  Tenn. 
Med.  Assn.: 

Alt.  Delegates  to 
Tenn.  Med.  Assn.: 


Nominating 

Committee: 


John  O.  Kennedy,  M.D. 
Ira  S.  Pierce,  M.D. 

Perry  M.  Huggin,  M.D. 

John  H.  Wolaver,  M.D. 
Dan  Beals,  M.D. 

John  A.  Range,  M.D. 
Robert  P.  Hornsby,  M.D. 
Felix  G.  Line,  M.D. 

Paul  L.  Jourdan,  M.D. 
Joseph  B.  Moon,  M.D. 
Lucian  W.  Trent,  M.D. 

John  H.  Burkhart,  M.D. 
Charles  G.  Peagler,  M.D. 
Vernon  H.  Young,  M.D. 


Nashville  Academy  of  Medicine 

At  the  Annual  Meeting  of  the  Nashville 
Academy  of  Medicine  on  January  13,  Dr.  Robert 
Chalfant  was  installed  as  President  for  1970.  Dr. 
Robert  McCracken  was  named  President-Elect 
and  Dr.  Russell  Birmingham  was  re-elected  as 
Secretary-Treasurer.  Drs.  John  Farringer  and 
Thomas  Haltom  were  named  to  three-year  terms 
on  the  Academy’s  Board  of  Directors  and  the 
1969  President,  Dr.  Louis  Rosenfeld  was  named 
as  Chairman  of  the  Board. 

The  following  physicians  were  elected  to  three- 
year  terms  as  regular  Delegates  to  the  Tennessee 
Medical  Association:  Luther  Beazley,  M.D.,  B.  F. 
Byrd,  Jr.,  M.D.,  Frank  Womack,  M.D.,  Russell 
Birmingham,  M.D.,  and  Louis  Rosenfeld,  M.D. 
Drs.  J.  Sumpter  Anderson,  Robert  Bomar,  James 
Fleming,  James  W.  Hays,  Armistead  Nelson, 
Richard  Ownbey,  Phillip  Porch,  Robert  Roy, 
David  Strayhorn,  Jr.,  and  Willard  Tirrill,  III 
were  named  as  Alternate  Delegates  for  one- 
year  terms. 


Memphis-Shelby  County  Medical  Society 

The  following  will  serve  as  officers  for  the 
Memphis-Shelby  County  Medical  Society  for 
1970:  President — C.  D.  Hawkes,  M.D.,  President- 
Elect — John  D.  Young,  M.D.,  Vice  President — 
Tinnin  Martin,  M.D.,  Secretary — John  K.  Duck- 
worth, M.D.,  Treasurer — W.  T.  Satterfield,  Jr., 
M.D. 


Knoxville  Academy  of  Medicine 

The  retiring  President,  Dr.  Walter  H.  Benedict, 
delivered  the  main  address  at  the  Annual  Meet- 
ing of  the  Knoxville  Academy  of  Medicine  on 
December  9.  The  following  were  installed  as 
officers  for  1970. 


President: 

President-Elect: 

Vice-President: 

Secretary: 

Treasurer: 


Travis  E.  Morgan,  M.D. 
John  E.  Kesterson,  M.D. 
Richard  L.  Whittaker,  M.D. 
J.  Marsh  Frere,  M.D. 

John  R.  Nelson,  M.D. 


The  following  were  also  elected  to  serve  dur- 
ing 1970: 

Executive  John  W.  Whittington,  M.D. 

Committee:  William  O.  Miller,  M.D. 

Joseph  W.  Harb,  M.D. 


Chattanooga-Hamilton  County 
Medical  Society 

The  officers  for  the  Chattanooga-Hamilton 
County  Medical  Society  are  President — Robert  G. 
Demos,  M.D.,  President-Elect — Robert  A.  Waters, 
M.D.,  and  Secretary — Durwood  L.  Kirk,  M.D. 

Along  with  Dr.  Demos  and  Dr.  Kirk,  Drs. 
Robert  A.  Waters,  David  P.  McCallie,  Paul  V. 
Nolan,  Harry  A.  Stone,  and  David  H.  Turner 
will  serve  as  Delegates  to  the  TMA  House. 

AMA  Nutrition  Lectures 

As  has  been  the  custom  for  some  years,  the 
AMA’s  Council  on  Foods  and  Nutrition  is  con- 
tinuing this  service  to  colleges  which  are  un- 
related to  a medical  school.  Lectures  on  nutri- 
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tion  act  as  a catalyst  in  interesting  students  in 
a life’s  work  in  health  related  professions.  The 
visiting  lecturer  usually  meets  with  interested 
students  and  faculty  advisors. 

On  February  12,  Dr.  Harold  Sandstead,  As- 
sistant Professor  of  Nutrition  at  Vanderbilt 
University  will  be  on  campus  as  the  AMA  Lec- 
turer on  Nutrition  at  the  Austin  Peay  State 
University  in  Clarksville.  On  April  14,  Dr. 
Richard  Bozian  of  the  University  of  Cincinnati 
College  of  Medicine,  will  visit  the  University 
of  Chattanooga. 


NATIONAL  NEWS 


The  Month  in  Washington 
(From  Washington  Office,  AMA) 

A Senate  subcommittee  said  that  the 
number  of  medical  malpractice  suits  prob- 
ably will  increase  and  “the  situation 
threatens  to  become  a national  crisis.”  Sen. 
Abraham  Ribicoff  (D.,  La.),  chairman  of 
the  Subcommittee  on  Executive  Reorganiza- 
tion which  has  been  reviewing  the  federal 
role  in  the  nation’s  health  care  problems 
for  nearly  two  years,  reported  eight  con- 
clusions after  an  extensive  staff  study. 
They  are: 

“1.  The  number  of  malpractice  suits  and 
claims  is  rising  sharply  in  certain  regions  of 
the  country.  The  size  of  judgments  and 
settlements  is  increasing  rapidly. 

“2.  Most  malpractice  suits  are  the  direct 
result  of  injuries  suffered  by  patients  dur- 
ing medical  treatment  or  surgery.  The 
majority  have  proved  justifiable.  These 
suits  are  the  indirect  result  of  a deteriora- 
tion of  the  traditional  physician-patient 
relationship. 

“3.  The  publicity  given  to  higher  malprac- 
tice judgments  and  settlements,  based  fre- 
quently on  new  legal  precedents,  is  likely 
to  trigger  increasing  litigation  in  other 
States.  The  situation  threatens  to  become 
a national  crisis. 

“4.  Already,  higher  judgments  and  settle- 
ments are  having  the  following  direct  re- 
sults: 

(a)  Companies  providing  malpractice 
insurance  are  increasing  the  cost 
of  coverage. 

(b)  These  costs — in  the  form  of  higher 
charges — are  being  passed  on  to 


patients,  their  health  care  insur- 
ance companies,  and  federal  health 
care  programs. 

“5.  The  rising  number  of  malpractice 
suits  is  forcing  physicians  to  practice  what 
they  call  defensive  medicine,  viewing  each 
patient  as  a potential  malpractice  claimant. 
Physicians  often  order  excessive  diagnostic 
procedures  for  patients,  thereby  increasing 
the  cost  of  care.  Moreover,  they  are  de- 
clining to  perform  other  procedures,  which 
in  themselves,  may  entail  some  risk  of 
patient  injury. 

“6.  At  present,  it  appears  that  no  one 
affected  by  the  rise  in  malpractice  suits  and 
claims  has  been  able  to  deal  with  this  prob- 
lem in  a manner  that  promises  to  alleviate 
this  situation. 

“7.  The  lion’s  share  of  the  total  cost  to 
the  insurance  companies  of  malpractice 
suits  and  claims  goes  to  the  legal  commu- 
nity. 

“8.  There  is  a definite  federal  role  in  the 
malpractice  problem.” 

Specialists  listed  as  having  “a  greater 
potential  exposure  to  malpractice  suits” 
were  orthopedic  surgeons,  general  surgeons, 
neurosurgeons,  anesthesiologists,  obste- 
tricians and  gynecologists. 

The  1150-page  report  included  responses 
from  staff  inquiries  to  the  American 
Medical  Association,  the  American  Hospital 
Association,  lawyers  and  malpractice  insur- 
ance companies. 

If  the  situation  continues  to  worsen,  the 
report  said,  the  federal  government  “may 
have  to  consider  ...  a reinsurance  pool  to 
which  it  would  contribute.” 

If  the  federal  government  moves  into  the 
malpractice  area,  the  report  said,  it  also 
should  consider: 

“.  . . whether  medical  or  surgical  injury 
to  a patient  is  a community  responsibility 
and  therefore  compensable  by  the  commu- 
nity. 

“.  . . whether  it  must  provide  legal  aid  to 
the  poor  to  help  them  seek  redress  from 
personal  medical  or  surgical  injury. 

“.  . . whether  it  will  insist  upon  creation 
of  more  effective  regulatory  devices  over 
health  professionals  and  health  facilities  to 
assure  that  those  who  are  providing  care 
are  competent  to  do  so.” 


Doctor,  after  all  we’ve 
been  through  together. . . 
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. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 
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★ 

A special  task  force  recommended  that 
the  federal  government  experiment  in  dif- 
ferent ways  of  paying  physicians  under 
medicare  and  medicaid.  In  the  first  of  a 
series  of  reports  on  medicaid,  the  task  force 
— appointed  by  Health,  Education  and  Wel- 
fare Secretary  Robert  H.  Finch  last  July — 
said:  “HEW  should  actively  program 

experiments  for  incentive  reimbursement 
under  medicare  and  medicaid,  with  new 
emphasis  on  experiments  in  payment  meth- 
ods for  physicians  as  the  key  generators  of 
health  services.  In  addition  to  experiments 
in  institutional  reimbursement,  other  ex- 
periments could  emphasize  compensation 
to  groups  of  practitioners  using  modified 
approaches  to  capitation  with  built-in  con- 
trols on  quality  and  costs.” 

The  report  said  that  states  also  should  be 
made  aware  of  options  now  available  under 
present  laws  and  regulations  in  addition 
to  the  individual  fee-for-service  basis  for 
payments  to  physicians.  The  report  listed 
“contract  payments  with  quality  controls, 
case  average  methods,  and  fee  for  time.” 
The  task  force  recommended  that  medic- 
aid funds  be  used  to  finance  group  practice, 
neighborhood  health  clinics  and  home 
health  care  programs,  particularly  in 
ghettos  and  other  low-income  areas.  The 
recommendation  was  the  core  of  a goal  “to 
effect  changes  and  improvements  in  the 
health  care  delivery  system”  of  the  nation. 

“Bringing  about  needed  major  changes  in 
the  organization  and  delivery  of  health 
services  is  a long-range  objective,  requiring 
national  commitment  and  establishment  of 
national  policy  and  priorities,”  the  task 
force  said  in  the  first  of  a series  of  reports. 

“For  the  short-range,  we  are  recommend- 
ing certain  actions  which  could  bring  about 
some  improvements  and  which  are  consis- 
tent with  long-range  objectives.” 

For  the  short-range,  it  was  recom- 
mended that  five  per  cent  of  federal 
medicaid  funds  be  earmarked  for  state 
“development  and  improvement  of  health 
care  services  and  resources.”  Consideration 
also  should  be  given  to  such  use  of  medicare 
funds,  the  report  said. 

The  federal  government  was  urged  to 
take  a more  positive  leadership  role  in  the 
medicare  program  by  first  improving  its 


own  administrative  machinery  and  then 
getting  the  states  to  make  their  manage- 
ment functions  more  efficient. 

Other  recommendations  of  the  task  force 
included: 

— Deny  federal  medicaid  funds  to  chiro- 
practors and  naturopaths. 

— Require  uniform  provisions  and  uni- 
fied state  standard-setting,  certification,  and 
consultation  functions  with  respect  to  pro- 
viders of  service  under  both  medicaid  and 
medicare. 

— Establish  eligibility  for  medicaid  ben- 
efits by  permitting  an  applicant  to  fill  out 
a simple  declaration  form. 

— Require  “profiles  at  the  state  level  of 
vendors  and  recipients  of  service,  and 
criteria  against  which  to  screen  claims  to 
identify  patterns  which  appear  to  deviate 
from  desirable  and/or  usual  behavior.” 

★ 

The  American  Medical  Association  urged 
Congress  to  give  top  priority  to  appropria- 
tions that  will  help  increase  the  number  of 
physicians.  Testifying  before  a Senate  ap- 
propriations subcommittee,  Dr.  C.  H. 
William  Ruhe,  director  of  the  AMA’s  Divi- 
sion of  Medical  Education,  said  that 
“medical  education  should  be  supported 
financially  as  fully  as  possible  to  meet  the 
pressing  need  which  exists  today  for  an 
increased  number  of  physicians.” 

“We  believe,”  he  said,  “that  in  any  ap- 
propriation priorities  established  for  all 
government  programs,  those  which  affect 
health  care  should  be  given  primary  con- 
sideration. Further,  because  of  the  special 
need  . . . for  more  physicians,  we  urge  that 
appropriations  relevant  to  the  production  of 
physicians  be  given  first  priority.” 

Concerning  decreases  in  the  Administra- 
tion budget  in  support  of  research  and 
training  grants,  fellowships,  library  grants 
and  research  facility  construction,  the  AMA 
spokesman  said:  “It  is  difficult  to  estimate 
the  effect  these  reductions  will  have  upon 
efforts  to  increase  physician  production,  but 
there  is  concern  among  many  medical  edu- 
cators that  the  growth  in  medical  school 
enrollments  will  be  inhibited.  We  believe 
that  this  effect  should  be  watched  closely 
and  corrective  measures  instituted  promptly 
if  physician  production  is  impaired.” 
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Southeastern  Regional  Medical 
Library  Program  to  begin  Services 

On  January  1,  1970,  the  Southeastern 
Regional  Medical  Library  Program  inau- 
gurated services  to  health  professionals  and 
institutions  in  the  states  of  Alabama, 
Florida,  Georgia,  Mississippi,  South  Caro- 
lina, Tennessee,  and  the  Commonwealth  of 
Puerto  Rico. 

The  12  larger  medical  libraries  in  the 
region  have  formed  a consortium  to  develop 
the  program.  Members  are  termed  Resource 
Libraries  and  include  the  University  of 
Alabama  Medical  Center  Library,  Birming- 
ham; the  University  of  Florida,  J.  Hillis 
Miller  Health  Center  Library,  Gainesville; 
the  University  of  Miami  School  of  Medicine 
Library,  Miami,  Fla.;  the  University  of 
South  Florida  School  of  Medicine  Library, 
Tampa;  the  Emory  University  School  of 
Medicine,  A.  W.  Calhoun  Medical  Library, 
Atlanta;  the  Medical  College  of  Georgia  Li- 
brary, Augusta;  the  University  of  Mississippi 
Medical  Center,  Rowland  Medical  Library, 
Jackson;  the  University  of  Puerto  Rico 
Medical  Sciences  Campus  Library,  San 
Juan;  the  Medical  University  of  South 
Carolina  Library,  Charleston;  the  Meharry 
Medical  College,  Meharry  Alumni  Library, 
Nashville,  Tennessee;  the  University  of 
Tennessee  Medical  Units,  Mooney  Memorial 
Library,  Memphis;  and  the  Vanderbilt 
University  School  of  Medicine  Library, 
Nashville. 

The  A.  W.  Calhoun  Medical  Library, 
Emory  University  School  of  Medicine,  is 
serving  as  administrative  headquarters  for 
the  Southeastern  Regional  Medical  Library 
Program.  Mrs.  Miriam  H.  Libbey,  librarian 
of  the  A.  W.  Calhoun  Medical  Library,  has 
been  chosen  by  an  advisory  council  to  serve 
as  chairman  of  a seven-member  executive 
committee  for  the  program. 

The  Medical  Library  Assistance  Act  of 
1965  of  the  U.S.  Congress  paved  the  way 
for  the  Regional  Medical  Library  Program 
which  is  designed  to  expand  and  improve 
medical  library  service  and  facilities  for  the 
health  sciences  community.  It  will  coordi- 
nate programs  in  existing  institutions, 


creating  a nationwide  biomedical  communi- 
cations network  with  the  National  Library 
of  Medicine  as  center.  Some  11  regional 
medical  libraries  are  being  designated,  in- 
cluding the  Southeastern  Regional  Medical 
Library. 

Distribution  of  regional  services  will  be 
a cooperative  endeavor,  designed  not  to 
supplant  but  to  supplement  those  services 
already  being  offered  by  member  libraries. 
These  services  are  available  (1)  to  the  pub- 
lic and  private  institutions  with  programs 
of  health  professional  education,  service,  or 
research,  and  (2)  to  individuals  engaged  in 
these  or  related  fields  who  lack  access  to 
libraries  through  which  to  obtain  services. 

Initial  plans  call  for  expanded  interlibrary 
loan  service,  including  free  photocopies  in 
lieu  of  original  material.  A union  list  of 
serials  holdings  for  the  consortium  mem- 
bers will  expedite  this  service. 

Bibliographies  can  be  formulated  from 
computer  search  through  the  National 
Library  of  Medicine’s  Medical  Literature 
Analysis  and  Retrieval  System  (MED- 
LARS). Continuing  education  programs 
will  feature  a MEDLARS  workshop  for 
librarians.  During  the  year  similar  instruc- 
tion will  be  given  user  groups.  Through  a 
newsletter  and  announcements,  close  com- 
munication will  be  maintained  for  all  health 
science  libraries  in  the  region. 

75th  Anniversary  Meeting  of  the 

Middle  Tennessee  Medical  Association 

The  75th  Anniversary  Meeting  of  the 
Middle  Tennessee  Medical  Association  was 
held  at  the  Stone’s  River  Country  Club  in 
Murfreesboro  on  November  20.  This  Asso- 
ciation, the  second  oldest  medical  society 
west  of  the  Allegheny  Mountains,  is  com- 
posed of  physicians  from  16  counties  of  the 
Middle  Tennessee  Area. 

Highlighting  the  anniversary  meeting  was 
a visit  and  address  by  Senator  Howard 
Baker,  Jr.  Dr.  Nat  Winston,  past  Commis- 
sioner for  the  State  Mental  Health  Depart- 
ment, and  presently  President  of  the 
American  Psychiatric  Hospitals,  Inc.,  was 
the  guest  speaker  for  the  evening. 

Dr.  S.  C.  Garrison,  Murfreesboro,  spoke 
on  the  evaluation  and  care  of  lung  problems 
in  the  community  hospital  and  Dr.  Paul 
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tender  loving  care 
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They  probably  would  if  you  had  the  time,  but  what  busy 
doctor  has  the  time? 

That’s  where  we  come  in.  We  give  your  investment  portfolio 
the  same  professional  care  you  devote  to  the  practice  of 
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know  the  market,  who  are  experienced  and  successful  in  the 
management  of  a variety  of  assets. 

We  are  now  serving  banks,  educational  institutions,  religious 
organizations,  corporations,  pension  funds,  and  many  doctors 
who  do  not  have  the  time  to  give  their  investments  the  time 
they  deserve. 

We  would  be  pleased  to  send  you  additional  information 
about  our  firm  and  our  service,  and  particularly  to  submit 
a specific  proposal  based  on  your  individual  needs. 
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Investment  Counsel 


UTEA 


Third  National  Bank  Bldg.,  Nashville,  Tenn.  37219,  Phone  244-9335 


January,  1970 


MEDICAL  NEWS  IN  TENNESSEE— PERSONAL  NEWS 


65 


Hutcheson,  Professor  at  Middle  Tennessee 
University,  spoke  on  the  use  of  “Computers 
in  the  Practice  of  Medicine.”  Dr.  Thomas 
G.  Pennington,  Nashville,  is  the  current 
President  of  the  Association  and  Dr.  Olin 
O.  Williams,  Murfreesboro,  is  the  President- 
Elect. 

The  Registered  Nurse 
Private  Duty  Fees 

Private  duty  registered  nurse  fees  are 
now  established  by  the  Local  districts  of 
the  Tennessee  Nurses’  Association.  The 
change  from  one  statewide  fee  was  made  at 
the  1968  TNA  Convention.  The  Private 
Duty  Section  of  TNA  established  a $25.00 
per  eight  hours  minimum  fee  at  that  time. 
Current  fees  for  RNs  doing  private  duty 
nursing  are  $30.00  per  eight  hours  in  Mem- 
phis, Chattanooga  and  the  Morristown  area. 
RNs  in  Knoxville  and  Nashville  areas  will 
move  to  a fee  of  $30.00  per  eight  hours  on 
January  1,  1970. 

According  to  Mrs.  Rebecca  Clark 
Culpepper,  TNA  Executive  Director,  the 
TNA  Headquarters  sends  notification  of  fee 
changes  to  directors  of  nursing  and  health 
care  administrators  in  those  areas  affected, 
approximately  fifteen  days  before  the 
change  in  rates.  News  releases  are  also 
sent  to  area  papers  in  advance  of  the  fee 
change. 

Additional  information  on  rates  for  pri- 
vate duty  registered  nurses  may  be  obtained 
by  writing  or  calling  TNA  Headquarters, 
1720  West  End  Building,  Room  400,  Nash- 
ville, Tennessee  37203 — Area  615  242-5612. 

Vanderbilt  University  Medical  School 

Instead  of  buying  Christmas  gifts  for  their 
customers,  the  members  of  the  Middle  Ten- 
nessee Automotive  Wholesaler’s  Associa- 
tion— local  automobile  parts  dealers — give 
an  annual  contribution  to  the  Newborn 
Nursery  at  Vanderbilt  Hospital.  Said  John 
Allman,  general  manager  of  the  NAPA 
Nashville  Warehouse,  “Other  automobile 
parts  jobbers  throughout  the  country  have 
charity  projects,  but  our  organization  in 
Middle  Tennessee  originated  the  Newborn 
Nursery  project.”  Begun  in  1965,  the  Christ- 
mas gift  has  been  of  continuing  benefit  to 
the  babies  of  Middle  Tennessee  who  are 
born  in  need  of  help  that  only  Vanderbilt 


Hospital’s  Newborn  Nursery  can  give.  It 
regularly  provides  specialized  care  for  pre- 
mature and  newborn  infants  from  the  Mid- 
dle Tennessee  area  in  which  the  Association 
members  carry  on  business.  Many  babies 
are  brought  to  Vanderbilt  from  other  hos- 
pitals in  the  Central  South  where  such  in- 
dispensable facilities  are  not  available.  Of 
the  1242  babies  admitted  to  the  Newborn 
Nursery  beween  January  1,  1969,  and  De- 
cember 15,  1969,  there  were  222  critically 
ill  babies  brought  in  from  twenty-six  Mid- 
dle Tennessee  counties. 


PERSONAL  NEWS 


Dr.  Arnold  M.  Meirowsky,  Nashville,  was 
named  Physician-of-the-Year  by  the  Middle 
Tennessee  Medical  Association  at  the  75th  Anni- 
versary observance,  held  on  November  20  in 
Murfreesboro.  Dr.  Thomas  G.  Pennington,  Presi- 
dent of  MTMA,  made  the  presentation. 

Dr.  Joseph  H.  Miller,  Memphis,  recently  made 
a slide  presentation  on  Vietnam  to  the  Memphis 
Rotary  Club. 

Dr.  Robert  S.  Sanders,  Director  of  Rutherford 
and  Cannon  County  Health  Departments,  was 
elected  Vice-President  of  the  Middle  Tennessee 
Area  of  the  Tennessee  Public  Health  Association 
at  the  Annual  Meeting  recently  held  in  Nashville. 

Dr.  James  Noonan,  Nashville,  was  a guest 
speaker  at  a November  meeting  of  the  Nashville 
Rotary  Club.  Dr.  Noonan  spoke  on  the  etiology, 
diagnosis,  and  treatment  of  heart  disease. 

Dr.  Robert  N.  Buchanan,  Nashville,  was  re- 
elected as  President  of  the  Belle  Meade  Country 
Club. 

Dr.  H.  A.  Morgan,  Director  of  the  Marshall- 
Bedford  County  Health  District,  received  a 
thirty-year  Service  Award  at  the  Annual  Meeting 
of  the  Tennessee  Public  Health  Association. 

Dr.  David  H.  McConnell,  Newport,  recently 
spoke  to  the  Newport  Kiwanis  Club  on  the 
Kiwanis  International’s  Major  Emphasis  Program 
for  1969-70,  “Operation  Drug  Alert.”  In  his  talk, 
Dr.  McConnell  pointed  out  the  importance  of 
alerting  and  educating  the  public  to  the  dangers 
of  drug  abuse. 

Dr.  Jean  Hawkes,  Memphis,  was  guest  speaker 
at  the  organizational  meeting  of  the  Johnson- 
Madison  County  Lay  Diabetic  Society. 

Drs.  Robert  W.  Quinn,  Rudolph  Kampmeier, 
K.  M.  Kressenberg,  and  Eugene  Fowinkle  were 
panel  participants  at  the  Tennessee  Public  Health 
Conference  of  Public  Health  Workers. 

Drs.  James  Appleton,  Sidney  Bicknell  and 
Robert  Bateman  have  joined  the  staff  of  the 
Jackson  Clinic.  Drs.  Appleton  and  Bicknell  will 
practice  Urology  and  Dr.  Bateman  is  associated 
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Notice  To  All  Members! 


★ Your  Memberships  in  the  Tennessee  Medical  Association  and 
American  Medical  Association,  including  subscriptions  to  The 
Tennessee  Medical  Journal  and  The  Journal  of  the  AM  A 
(with  other  AMA  publications) , expired  on  December  31. 
Here’s  how  to  renew  them: 

^ Mail  your  dues  immediately  to  the  Secretary  of  Your  County 
Medical  Society. 

^ TMA  dues  are  $80.00.  AMA  membership  dues  are  $70.00.  If  you 
don’t  know  the  amount  of  your  County  Medical  Society  dues, 
check  with  your  local  Secretary. 

^ Many  members  probably  will  want  to  send  one  check  to  cover 
local,  state,  and  national  dues.  Make  Check  Payable  To 
Your  County  Medical  Society. 

^ Your  local  Secretary  or  Treasurer  will  forward  state  and  national 
dues  for  you  and  other  members  to  the  Nashville  Office  of 
the  TMA.  That  office  will  transmit  AMA  dues  to  Chicago. 

^ Remember:  As  a part  of  the  privileges  and  services  offered  to 
all  members  of  TMA,  you  will  receive  a year’s  subscription  to 
The  Tennessee  Medical  Journal  without  cost.  Dues-paying 
members  of  the  AMA  will  receive  a year’s  subscription  to 
The  Journal  of  the  AMA,  Today’s  Health,  American  Medical 
News,  and  an  AMA  Specialty  Journal  of  choice. 

^ The  member  who  becomes  eligible  for  exemption  from  dues,  and 
wishes  to  take  advantage  of  exemption,  should  make  his 
wishes  known  to  the  secretary  of  his  County  Medical  Society. 
After  exemption  has  once  been  established,  the  member  is 
carried  over  from  year  to  year,  unless  the  status  changes 
and  notification  is  received  from  your  County  Medical  Society. 
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with  the  clinic  in  the  practice  of  Orthopedic 
Surgery. 

Dr.  C.  Robert  Clark,  Chattanooga,  served  as 
Chairman  of  a course  on  “Emergency  Care  and 
Transportation  of  the  Sick  and  Injured,”  held 
November  27-30  at  the  Read  House  in  Chatta- 
nooga. 

Dr.  John  R.  Sisk,  Harriman,  has  been  inducted 
into  Fellowship  of  the  American  College  of 
Surgeons. 

Dr.  Benjamin  F.  Byrd,  Jr.,  Nashville,  has  been 
elected  as  Delegate  Director  of  the  American 
Cancer  Society.  As  Delegate  Director,  Dr.  Byrd 
represents  the  Tennessee  Division  of  ACS  on  the 
National  Board  of  Directors. 

Dr.  S.  B.  Pinto,  Smyrna,  was  the  guest  speaker 
at  the  Smyrna  Lions  Club  October  meeting. 

Dr.  E.  C.  Tolbert,  Murfreesboro,  gave  a talk  on 
Mental  Health  to  the  Murfreesboro  Chapter  of 
the  National  Secretaries  Association,  held  on 
October  28. 

Dr.  Harvey  H.  Barham,  Bolivar,  has  been 
elected  to  the  active  membership  to  the  Ameri- 
can Academy  of  General  Practice. 

Dr.  Edward  Cutter,  Director  of  the  Health 
Services  for  Montgomery,  Houston,  Cheatham, 
and  Stewart  counties,  was  guest  speaker  at  a 
meeting  of  the  Clarksville  Branch  of  the  Ameri- 
can Association  of  University  Women.  Dr.  Cutter 
spoke  on  “Air  Pollution”  and  the  state  Medicaid 
program. 

Dr.  Bernard  M.  Zussman,  Memphis,  addressed 
the  American  Association  for  Clinical  Immu- 
nology and  Allergy  at  its  Annual  Meeting  in 
Oklahoma  City.  Dr.  Zussman  presented  a paper 
on  “Tobacco  Sensitivity  and  the  Allergic 
Patient.” 

Dr.  George  Hester,  Murfreesboro,  recently 
joined  the  staff  of  the  Murfreesboro  Medical 
Clinic  as  a specialist  in  Internal  Medicine. 

Dr.  J.  M.  Higgason  was  named  Chief  of  the 
Medical  Staff  at  the  Chattanooga  Memorial  Hos- 
pital. Dr.  Higgason  succeeds  Dr.  Dewitt  James, 
who  had  held  the  position  since  1967. 

Dr.  Robert  T.  Cochran,  Jr.  announces  the  open- 
ing of  his  office  for  the  practice  of  Neurology  and 
Internal  Medicine  in  Nashville. 

Dr.  R.  H.  Kampmeier,  Nashville,  gave  the  first 
John  Archinard  Memorial  Lecture  at  the  Ochsner 
Foundation,  New  Orleans  in  October,  entitled 
“One  Life — ‘A  Film  Shown  Backward.’  ” 


Calendar  of  Meetings,  1970 

State 

April  9-11  Tennessee  Medical  Association, 

Sheraton-Peabody  Hotel,  Mem- 
phis 


National 

Jan.  30-Feb.  1 Southern  Radiological  Confer- 


Feb. 8-9 

Feb.  14-18 
Feb.  25-March  1 

March  8-10 

March  20-21 

April  9-10 
April  10-12 
April  12-17 
April  12-18 
April  13-16 
April  27-May  2 
May  4-5 


ence,  Grand  Hotel,  Point  Clear, 
Ala. 

Congress  on  Medical  Education 
(66th  Annual),  Palmer  House, 
Chicago 

American  Academy  of  Allergy, 
Jung  Hotel,  New  Orleans 
American  College  of  Cardi- 
ology, Rivergate  Hotel,  New 
Orleans 

Atlanta  Graduate  Medical  As- 
sembly, Marriott  Motor  Hotel, 
Atlanta 

AMA  National  Conference  on 
Socio-Economics  of  Health 
Care,  (Fourth)  Palmer  House, 
Chicago 

National  Conference  on  Rural 
Health  (23rd),  Pfister  Hotel  & 
Tower,  Milwaukee 
American  Society  of  Internal 
Medicine,  W a r w i c k Hotel, 
Philadelphia 

American  College  of  Phy- 
sicians, Bellevue  Stratford 
Hotel,  Philadelphia 
American  College  of  Obste- 
tricians and  Gynecologists, 
Americana  Hotel,  New  York 
American  Academy  of  Pediat- 
rics, The  Washington  Hilton, 
Washington,  D.C. 

American  Academy  of  Neu- 
rology, Americana  Hotel, 
Miami  Beach,  Fla. 

American  Cancer  Society’s 
12th  Annual  Cancer  Seminar, 
Frontier  Hotel,  Las  Vegas, 
Nevada 


AAP  Reaffirms  Support 
For  Sex  Education  Programs 

The  American  Academy  of  Pediatrics  has 
urged  pediatricians  to  support  family  life  and 
sex  education  programs. 

In  a statement  appearing  as  a supplement  to 
the  current  (Dec.  1)  AAP  Newsletter,  the 
Academy’s  Committee  on  Youth  emphasizes  that 
pediatricians  must  make  every  effort  to  work 
through  parents,  support  public  school  officials, 
and  join  in  sponsoring  and  participating  in 
public  meetings  which  discuss  the  content  and 
goals  of  such  education  programs. 

“Pediatricians,  with  their  position  of  accep- 
tance and  trust  in  the  community,  have  an 
unusual  opportunity  and  responsibility  to  add 
their  voices  in  support  and  direction  of  family 
life  and  sex  education  programs,”  the  statement 
points  out. 

The  Academy’s  Committee  on  Youth  further 
indicates  that  an  examination  of  the  current 
scene  as  it  affects  young  people,  parents,  families 
and  the  community  at  large,  “leaves  little  doubt 
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about  the  need  for  responsible,  relevant,  and 
effective  educational  programs  in  family  life.” 

“The  American  Academy  of  Pediatrics,  with 
its  traditional  commitment  to  preventive  health 
measures  facilitating  optimum  growth  and  the 
development  of  children,  recognizes  and  encour- 
ages this  important  health  effort,”  the  AAP  state- 
ment points  out. 

The  Academy  further  emphasizes  that  the  in- 
creasing controversy  surrounding  the  introduc- 
tion of  family  life  and  sex  education  programs 
in  public  schools  now  poses  a serious  threat  to 
this  essential  segment  of  the  health  education  of 
children  and  young  people. 

“Responsible  programs  directed  toward  im- 
proving knowledge  about  sexual  development, 
which  improve  the  understanding  between 
youth  and  their  peers  and  between  youth  and 
adults,  are  being  subjected  to  strong  opposition 
stemming  from  a variety  of  sources,”  the  state- 
ment warns. 

The  statement  refers  to  previous  AAP  pro- 
nouncements which  have  expressed  a firm  com- 
mitment on  the  part  of  the  Academy  to  pro- 
grams in  public  schools,  churches,  and  other 
community  institutions  which  contribute  to  “a 
vigorous  and  healthy  social  climate  in  which 
family  life  can  flourish,  and  which  make  for 
mature  sexual  behavior  in  each  individual.” 

Doctors-Nurses  Joint  Meeting  Scheduled 

The  annual  combined  meeting  for  doctors  and 
nurses  sponsored  by  the  American  College  of 
Surgeons  will  be  held  in  Washington,  D.C.  March 
16-18.  The  meeting,  at  the  Sheraton  Park  Hotel, 
is  open  to  all  doctors  of  medicine  and  registered 
nurses. 

The  doctors’  program  will  include  sessions  in 
general  surgery  and  the  specialties  of 
gynecology-obstetrics,  neurosurgery,  ophthalmic 
surgery,  orthopedic  surgery,  otolaryngology, 
plastic  surgery  and  urology.  Topics  include  renal 
complications  of  surgery,  advances  in  chemo- 
therapy, current  status  of  surgery  in  sinus 
disease,  1970  management  of  neurogenic  bladder, 
management  of  combat  facial  wounds,  infertility 
in  the  female,  glaucoma — when  and  how  to 
operate,  cup  arthroplasty  of  the  hip  and  long- 
term results  of  lumbar  disc  surgery. 

Nurses’  sessions  will  focus  on  management  of 
thoracic  surgery  patients,  status  of  OR  tech- 
nicians and  medical  assistance,  chromosomes  and 
malignancies,  the  surgeon  looks  at  the  operating 
room  environment,  and  papers  on  arthritis  and 
electricity. 

In  addition  to  new  medical  films  for  both  pro- 


grams, some  35  industrial  exhibits  featuring  new 
materials  and  equipment  will  be  on  display. 

Cardiovascular  Scholarships  Available 

Applications  are  now  being  accepted  for  the 
E.  V.  Allen  Memorial  Scholarships,  open  to 
junior  and  senior  medical  students  attending 
medical  schools  in  the  United  States  or  Canada. 
The  scholarship  provides  three  months  of  cardio- 
vascular study  at  the  Mayo  Clinic,  Rochester, 
as  well  as  $1,000  award. 

Deadline  for  applications  is  April  1,  1970. 
Applicants  will  be  notified  by  May  1,  1970. 

Brochures  may  be  obtained  by  writing  to 
Minnesota  Heart  Association,  4701  West  77th 
Street,  Edina,  Minnesota  55435 

Refresher  Courses  for  General 
Practitioners 

A four-day  refresher  conference  for  general 
practitioners  of  medicine  will  be  held  at  the 
University  of  Iowa  Health  Center  Tuesday 
through  Friday,  February  10-13. 

In  addition  to  the  discussion  of  49  medical 
subjects  of  interest  to  general  practitioners,  the 
conference  will  offer  several  innovations  includ- 
ing clinical  movies  during  luncheons  and 
optional  “lunch  with  the  experts.” 

Each  participant  will  have  the  opportunity  to 
offer  critiques  of  the  speakers  and  advance- 
registrants  will  have  the  opportunity  to  take  a 
self-scoring  pre-  and  post-conference  quiz  to 
evaluate  the  amount  of  individual  learning  at 
the  conference.  Registrants  can  also  get  some 
additional  practice  in  “test-taking”  at  the  con- 
ference if  they  are  preparing  to  take  the  Family 
Practice  Board  examinations. 

Sessions  on  Tuesday  will  be  devoted  to  a 
Symposium  on  Emergency  Care. 

Conference  registration  forms  can  be  obtained 
by  writing:  Director,  Office  of  Medical  Educa- 

tion, The  University  of  Iowa,  245  Medical 
Research  Center,  Iowa  City,  Iowa  52240. 

February  1st  Deadline  to  Submit 
Regional  Medical  Program  Suggestions 

Readers  recently  received  a letter  containing 
recommendations  from  the  Heart  Study  Group 
of  the  Mid-South  Regional  Medical  Program  in 
Nashville.  Physicians  with  suggestions  relative 
to  the  recommendations  for  possible  RMP  proj- 
ects are  reminded  of  the  February  1,  1970  dead- 
line. Ideas  should  be  transmitted  to  an  RMP 
Area  Coordinator  or  RMP  Headquarters  in  Nash- 
ville. 
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Liability  for  Use  of  Paramedical  Personnel 

RICHARD  P.  BERGEN, f Chicago,  Illinois 


The  rising  demand  for  medical  service 
among  the  civilian  population  and  the  in- 
exorable need  for  medical  care  in  the  armed 
forces  confront  the  nation  with  a steadily 
increasing  shortage  of  medical  manpower. 
Even  the  most  visionary  expansion  of 
medical  schools  cannot  fully  supply  the 
need  for  medical  services  in  the  foreseeable 
future. 

This  manpower  shortage  has  given  rise  to 
a strong  movement  for  increased  use  of 
paramedical  personnel  to  supply  the  needed 
services.  The  argument  is  made  that  the 
only  way  in  which  the  available  number 
of  physicians  can  meet  the  increasing 
medical  demands  of  the  public  is  to  have 
more  help. 

Spectrum  of  Activities 

There  is  increasing  recognition  of  the 
concept  that  the  practice  of  medicine  en- 
compasses a broad  spectrum  of  activities 
ranging  from  those  which  are  routine  and 
repetitive  to  those  which  require  the  high- 
est degree  of  training,  skill  and  judgment. 
With  at  least  some  justification,  it  is 
asserted  that  it  is  wasteful  and  inefficient  to 
require  the  long  years  of  college,  medical 
school,  internship  and  residency  to  qualify 
a person  to  perform  routine  duties  that  can 
be  learned  to  perfection  in  a few  months  or 
years  of  specialized  technical  training. 
Already,  many  routine  medical  functions 
are  generally  delegated  to  registered  nurses, 
laboratory  technologists,  X-ray  technologists 
and  even  to  office  assistants.  Indeed,  many 
rather  complicated  and  critical  medical 
duties,  including  the  administration  of 
anesthesia,  are  currently  delegated  quite 


*Presented  at  the  Legal  Conference  for  Medical 
Society  Representatives,  sponsored  by  the  Law 
Division,  American  Medical  Association,  October 
4,  1968. 

tDirector,  Legal  Research  Department,  Ameri- 
can Medical  Association. 


frequently  to  registered  or  professional 
nurses. 

There  is  no  doubt  about  it,  paramedical 
personnel  without  the  benefit  of  medical 
school  education  can  be  trained  to  perform 
a limited  number  of  rather  complicated 
procedures  which  are  a part  of  the  practice 
of  medicine.  They  can  be  trained  to  perform 
these  procedures  as  well  as  or  better  than 
the  average  physician. 

The  difficulty  arises  from  the  fact  that  the 
health  and  well-being  of  a patient  is  not 
something  that  can  be  divided  into  nice  neat 
units.  For  a particular  patient,  even  the 
most  routine  procedure  may  sometimes  be 
of  critical  importance  for  his  life.  It  may 
cause  a crisis  which  requires  all  the  train- 
ing, skill  and  judgment  of  the  physician  to 
save  the  patient.  In  these  situations,  the 
highly  trained  technician  on  his  own,  with- 
out the  broad  medical  background  of  the 
physician,  is  lost.  Or  rather,  the  patient  is 
lost. 

MD  Supervision 

Accordingly,  for  the  protection  of  the 
patient,  medical  functions  can  be  delegated 
to  paramedical  personnel  only  if  they  are 
performed  under  the  direction  and  super- 
vision of  a physician.  Obviously,  some 
procedures  are  too  complicated,  too  delicate 
or  too  critical  to  be  performed  by  anyone 
but  a physician.  The  important  factor  is  the 
safety  of  the  patient.  If  a physician  knows 
that  a paramedical  assistant  is  well  quali- 
fied to  perform  the  particular  procedure  and 
if  it  is  performed  under  his  direction  and 
supervision  which  is  sufficiently  close  and 
detailed  to  prevent  harm  to  the  patient  in 
the  event  of  untoward  developments,  he 
may  properly  delegate  even  highly  compli- 
cated and  delicate  procedures  to  the  para- 
medical assistant.  That,  at  least,  is  the 
logical  analysis  of  the  problem. 

Physicians,  however,  are  concerned  about 
possible  increased  liability  for  damages 
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which  may  arise  from  extended  use  of  para- 
medical personnel.  The  quick  legal  answer 
is  that  a physician  who  uses  more  para- 
medical assistants  in  his  practice  and  who 
uses  them  for  more  hazardous  procedures 
will  necessarily  increase  his  risk  of  liability. 
He  will  also  increase  the  number  of  patients 
to  whom  he  can  give  medical  care  and  the 
annual  volume  of  his  professional  fees.  If 
he  is  careful  in  selecting  and  training  or 
testing  the  personnel  and  if  he  is  lucky,  he 
may  not  experience  any  increased  incidence 
of  damage  awards. 

But  physicians  want  more  specific  legal 
advice.  What  exactly  does  the  law  provide 
concerning  the  liability  of  a physician  for 
using  a new  type  of  paramedical  assistant  to 
perform  functions  previously  performed 
only  by  physicians?  For  example,  if  a 
general  surgeon  trains  a high  school  grad- 
uate who  is  not  a registered  nurse  to  assist 
him  in  surgery  on  approximately  the  same 
level  of  performance  that  might  be  permit- 
ted for  a first-year  intern  in  a teaching 
hospital,  what  is  the  outcome  when  a 
patient  is  injured  during  surgery  under 
these  circumstances? 

Let  us  examine  the  law  as  it  stands  today 
and  see  if  it  has  an  answer.  First,  it  is  well 
established  that  an  employer  physician  is 
liable  for  an  injury  caused  by  the  negli- 
gence of  his  employee,  even  if  the  employee 
is  another  physician.  This  liability,  of 
course,  extends  to  all  subordinate  levels  of 
employees  as  well.  A physician  may  also  be 
liable  for  the  results  of  the  negligence  of  a 
hospital  employee,  under  the  “borrowed 
servant”  doctrine,  if  the  employee  is  as- 
signed to  his  special  service — not  merely 
performing  the  routine  duties  of  the  hos- 
pital employment.  The  physician  is  in- 
sulated from  liability  only  if  he  delegates 
the  performance  of  the  medical  function  to 
an  independent  contractor.  In  practical  ef- 
fect, this  means  delegation  to  another 
physician.  To  establish  paramedical  per- 
sonnel as  independent  contractors,  it  would 
be  necessary  to  grant  them  rights  as  inde- 
pendent practitioners,  free  to  render  care 
to  patients  on  their  own  and  not  subject  to 
direction  and  control  by  a physician.  The 
podiatrist  is  an  example  of  paramedical 
personnel  elevated  to  the  status  of  an  inde- 
pendent practitioner. 


Intolerable  Fragmentation 

A physician  can  delegate  care  of  his 
patient,  within  the  scope  of  the  authorized 
practice  of  Podiatry,  to  a podiatrist  not  in 
his  employ  and  avoid  all  vicarious  liability 
for  any  injury  caused  by  the  negligence  of 
the  podiatrist.  Technically,  it  would  be  pos- 
sible to  establish  such  independent 
practitioner  status  for  other  classes  of  para- 
medical personnel,  such  as  nurses,  X-ray 
technologists,  physical  therapists  and  the 
like.  This  would  allow  physicians  to  avoid 
some  vicarious  liability,  but  would  result  in 
an  intolerable  fragmentation  of  medical 
practice.  It  would  also  deprive  the  phy- 
sician of  his  virtually  complete  control  over 
patient  care.  I think  it  is  better  for  the 
physician  to  accept  the  burden  of  liability 
for  his  paramedical  assistants. 

Let  us  examine  the  record  of  court  deci- 
sions relating  to  the  vicarious  liability  of 
physicians  for  acts  of  their  own  employees 
or  of  hospital  employees.  In  this  broad  area 
of  law,  there  are  innumerable  decisions. 
Most  of  them  relate  to  employees  who  have 
some  officially  recognized  status  under  the 
law,  such  as  licensed  physicians,  residents, 
interns,  registered  nurses  or  certified  tech- 
nologists. Only  a very  few  cases  deal  with 
the  physician’s  liability  for  acts  of  em- 
ployees who  lack  this  official  status.  We 
might  call  this  class  of  employees  irregular 
paramedical  assistants. 

Cases  involving  vicarious  liability  of 
physicians  for  nonphysician  employees  can 
be  traced  back  to  as  early  a date  as  1832. 
All  paramedical  personnel  in  the  early  days 
were,  of  course,  irregular  assistants.  The 
first  Nursing  Practice  Acts  were  not  enacted 
until  1903  and  licensure  or  certification  of 
other  classes  of  paramedical  personnel  did 
not  appear  until  a much  later  date.  Formal 
training  of  paramedical  personnel,  of 
course,  started  much  earlier.  The  first 
school  of  nursing  was  established  in  1873 
in  Bellevue  Hosptial  in  New  York  City. 
Hospital  schools  of  nursing  were  widespread 
before  official  registration  of  nurses  came 
into  effect. 

"Irregular  Assistant" 

In  the  65  years  since  the  first  Nursing 
Practice  Acts  established  the  first  officially 
recognized  class  of  paramedical  personnel, 
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I have  found  only  22  reported  appellate 
court  decisions  involving  the  liability  of 
physicians  for  the  conduct  of  “irregular” 
paramedical  personnel — that  is  personnel 
who  are  not  licensed,  registered  or  certified 
under  state  law.  I won’t  even  try  to  guess 
how  many  times  “irregular”  paramedical 
personnel  have  been  used  to  help  physicians 
in  the  practice  of  medicine  in  that  period. 

In  one  of  the  earliest  of  these  decisions 
in  the  Mullins  case  in  Georgia  in  1920,  a 
physician  permitted  his  Negro  servant  to 
give  treatments  to  his  patients  during  his 
absence.  I think  we  can  assume  she  was  not 
a registered  nurse,  but  no  point  was  made 
of  her  lack  of  registration.  The  physician 
fought  unsuccessfully  to  avoid  liability  on 
the  ground  that  the  servant  acted  inde- 
pendently during  his  absence.  In  what  may 
have  been  dicta,  the  court  stated  a principle 
which  still  makes  good  sense.  It  said  that  a 
physician  who  tells  a patient  that  an  office 
assistant  will  give  treatments  in  his  absence 
is,  in  effect,  assuring  the  patient  that  the 
prescribed  treatments  are  of  a character 
that  do  not  require  the  personal  service  of 
a physician  and  that  the  patient  may  safely 
receive  the  treatment  from  the  office  assis- 
tant. 

Not  until  1966,  as  far  as  I can  determine, 
did  any  court  specifically  hold  that  lack  of 
official  status  on  the  part  of  paramedical 
personnel  may,  itself,  be  proof  of  negligence. 
The  decision  of  the  Washington  Supreme 
Court  in  the  Barber  case  appears  to  be  a 
hasty,  ill  considered  and  illogical  ruling  on 
the  part  of  the  court.  The  incident  which 
gave  rise  to  the  suit  was  relatively  incon- 
sequential. A licensed  practical  nurse  in  the 
physician’s  office  was  giving  a two-year-old 
boy  a polio  booster  shot.  The  boy  suddenly 
moved  and  the  needle  was  broken  off  in  his 
buttock.  Several  attempts  were  promptly 
made  to  find  and  remove  the  needle  by 
surgery,  but  without  success.  Nine  months 
later  the  needle  was  located  and  removed. 

The  court  based  its  decision  on  a provision 
of  the  State’s  Nursing  Practice  Act  that  only 
a licensed  professional  nurse  can  give  in- 
oculations. As  a licensed  practical  nurse, 
the  office  assistant  acted  unlawfully  in 
giving  the  polio  shot.  This,  the  court  said, 
permits  an  inference  that  she  lacked  the 
knowledge  and  skill  of  a licensed  profes- 


sional nurse  in  giving  the  shot.  One  may 
hope,  at  least,  that  the  office  assistant  might 
be  given  the  opportunity  to  rebut  this 
inference. 

Lack  of  License 

The  court  did  recognize  at  least  that  lack 
of  a license  was  not  equated  with  liability. 
It  conceded  that  there  could  be  no  recovery 
of  damages  unless  it  is  proved  that  lack  of 
a license  was  the  proximate  cause  of  injury 
to  the  patient.  In  this  regard,  the  court 
authorized  consideration  of  the  fact  that  the 
child  moved  suddenly  when  stuck  with  the 
needle,  and  the  issue  of  whether  the  office 
assistant  was  negligent  in  failing  to  antici- 
pate and  guard  against  such  movement. 
Thus,  after  circuitous  reasoning,  the  case 
may  be  decided  at  a new  trial  on  the  ques- 
tion of  whether  the  office  assistant  was  in 
fact  negligent,  regardless  of  her  license. 

The  court  was  led,  perhaps,  into  logical 
pitfalls  by  the  fact  that  the  Nursing  Prac- 
tice Act  is  itself  illogical.  Although  it  pro- 
vides that  only  a licensed  nurse  may  ad- 
minister medications  treatment,  tests  and 
inoculations,  it  also  provides  that  only  a 
licensed  professional  nurse  may  delegate 
these  functions  to  other  persons  engaged  in 
nursing.  Does  this  mean  that  a professional 
nurse  can  delegate  the  giving  of  inocula- 
tions to  a practical  nurse  or  student  nurse, 
but  a licensed  physician  can’t  make  such 
delegation?  Or  does  it  mean  that  the  pro- 
fessional nurse  can  make  the  delegation,  but 
it  is  unlawful  for  the  practical  nurse  to 
perform  the  delegated  act?  Perhaps  the 
Legislature  wasn’t  thinking  very  clearly  the 
day  it  passed  that  law. 

Possession  of  a license  or  certificate  may 
be  evidence  that  the  possessor  has  acquired 
the  prescribed  training,  but  as  the  legal 
record  clearly  shows,  it  is  no  guarantee 
against  negligence.  Its  real  value  is  that  it 
allows  the  physician  employer  to  presume 
that  the  licensed  employee  is  competent  in 
his  field,  at  least  until  he  or  she  is  found 
to  be  actually  incompetent. 

If  a physician  knowingly  employs  an  in- 
competent paramedical  assistant,  he  is  him- 
self, negligent  and  liable  for  injuries  to 
patients  proximately  caused  thereby.  Apart 
from  the  presumption  in  favor  of  the 
licensed  or  registered  or  certified  assistant, 
the  physician’s  responsibility  in  selecting 
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and  retaining  employees  is  the  same — to 
see  to  it  that  his  patients  are  in  safe  hands 
when  receiving  care  from  paramedical  per- 
sonnel. 

Standards  of  Care 

A wise  physician  does  not  allow  a young 
high  school  graduate,  with  two  years’  ex- 
perience as  a nurse’s  aide,  to  remove 
sutures,  prescribe  medication  and  inject 
penicillin  in  the  physician’s  absence,  as  in 
the  Delaney  case.  He  doesn’t  allow  an  un- 
trained hospital  orderly  to  catheterize  a 
post-operative  patient,  as  in  the  White  case, 
or  permit  a layman  to  perform  amputations, 
as  in  the  Paul  case,  or  to  administer  a quack 
cancer  cure,  as  in  the  Hendrickson  case. 

If  something  goes  wrong  and  negligence 
of  the  “irregular”  assistant  causes  injury  to 
a patient,  the  physician  employer,  of  course, 
will  be  liable.  This  was  the  result  of  a 
mistaken  injection  of  adrenalin  in  the 
Schultz  case  in  Minnesota,  and  of  dispensing 
the  wrong  medication,  as  in  the  Acherman 
case  in  Wisconsin.  That  one,  incidentally, 
involved  a veterinary  assisted  by  his  son. 
Where  a class  of  paramedical  personnel  has 
been  legally  recognized,  the  “irregular”  as- 
sistant will  probably  be  held  to  the  same 
standard  of  care  as  his  or  her  license  or 
certified  counterpart.  This  is  the  message 
I read  between  the  lines  in  most  of  these 
decisions.  Indeed,  if  paramedical  personnel 
are  assigned  to  duties  ordinarily  per- 
formed only  by  a licensed  physician, 
such  as  surgery  in  the  Andrews  case,  or 
prescribing  drugs,  as  in  the  Fulton  Hospital 
case,  they  are  apt  to  be  held  to  the  same 
standard  of  care  as  a physician. 

There  are  a few  cases  which  may  have  an 
indirect  bearing  on  the  question  of  liability. 
Although  the  Andrews  and  Forrest  cases 
hold  that  lack  of  a license  is  not  proof  of 
negligence,  in  itself,  some  courts  may  follow 
the  contrary  lead  of  the  Washington  court. 
Accordingly,  decisions  in  criminal  or  li- 
censure proceedings  may  be  important.  In 
California,  the  Magit  case  and  the  O’Reilly 
case  held  that  competent  but  unlicensed 
foreign  physicians  can’t  lawfully  administer 
anesthesia,  assist  in  surgery  or  engage  in 
diagnosis  and  treatment  of  patients;  and  the 
Whittaker  case  holds,  thus  far,  that  a skilled 
former  medical  corpsman  cannot  lawfully 
be  used  as  an  assistant  in  brain  surgery  to 


cut  the  necessary  openings  in  the  patient’s 
skull.  California  presents  a particular  prob- 
lem because  it  has  a higher  number  of  of- 
ficial paramedical  classifications  than  any 
other  state  and  has  a strict  Medical  Practice 
Act.  California  is  also  noteworthy  as  the 
only  state  with  a decision,  in  the  Glesby 
case,  that  professional  liability  insurance 
does  not  cover  acts  of  “irregular”  para- 
medical employees  which  are  in  violation 
of  the  law.  I believe,  however,  that  the 
express  exclusion  of  “illegal  acts”  on  which 
this  decision  was  based  has  been  eliminated 
from  most  insurance  policies  now  in  force. 

Increased  Risks 

To  get  back  to  the  specific  question  of  the 
risks  of  liability  in  the  use  of  new  kinds 
of  paramedical  personnel  to  assist  phy- 
sicians in  new  ways,  it  seems  inevitable  that 
such  medical  innovations  must  necessarily 
increase  risks.  The  risk,  of  course,  is  les- 
sened if  the  assistant  is  thoroughly  trained 
and  carefully  supervised.  It  is  reduced  still 
further  if  a formal  training  program  is  es- 
tablished and  effectively  operated  by  a 
medical  school  or  a teaching  hospital.  It  is 
minimized  further  if  appropriate  medical 
and  specialty  societies  establish  standards 
for  training  and  a program  for  private 
certification  of  students  who  satisfactorily 
complete  the  approved  training.  Official 
state  certification  would  add  only  a little 
protection.  Compulsory  state  licensing 
would  not  further  reduce  the  risk  for  the 
employing  MD. 

To  test  the  legality  of  physician  use  of 
a new  unofficial  class  of  paramedical  per- 
sonnel, an  injection  suit  appears  to  be  the 
most  practical  procedure.  This  route  was 
followed  in  Chalmers-Francis  in  California 
and  Frank  in  Kentucky.  These  may  not 
have  been  friendly  test  cases,  but  they  do 
show  a method  for  obtaining  a legal  ruling 
without  running  the  risk  of  a damage  suit 
or  a license  revocation  proceeding. 

In  some  states,  added  protection  may  also 
be  obtained  by  amending  the  Medical  Prac- 
tice Act.  In  a few  instances,  these  laws 
grant  general  authority  to  physicians  to 
use  competent  assistants  substantially  at 
the  physician’s  discretion.  One  of  the  best 
provisions  along  this  line  is  that  in  the 
Oklahoma  Act,  as  follows: 

Nothing  in  this  article  shall  be  so  construed 
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as  to  prohibit  service  rendered  by  a physican’s 
trained  assistant,  a registered  nurse  or  a li- 
censed practical  nurse  if  such  service  be 
rendered  under  the  direct  supervision  and 
control  of  a licensed  physician. 

Statutory  Amendment 

Where  strict  compulsory  licensing  laws 
are  unreasonably  impeding  the  effective 
use  of  new  paramedical  personnel,  a statu- 
tory amendment  along  this  line  might  be 
advisable.  This  might  be  especially  helpful 
in  problem  areas  like  California. 

A final  suggestion  might  be  appropriate. 
The  history  of  professional  nursing  has 
been  one  of  steadily  expanding  paramedical 
function.  Without  any  substantial  opposi- 
tion, nurses  are  doing  today  procedures 
which  would  have  been  shocking  to  the 
medical  profession  and  the  public  10  years 
ago.  Without  any  change  in  the  Nursing 
Practice  Act,  in  most  instances,  I believe 

* 

NOTICE 

(From  the  Federal  Drug  Administration) 

This  is  to  bring  to  the  attention  of  the 
TMA  membership,  an  urgent  health  hazard 
involving  49  types  of  sterile  urethral 
catheter  trays  and  kits  produced  by  C.  R. 
Bard,  Inc.,  Murray  Hill,  New  Jersey.  All  of 
these  trays  contain  a packet  of  cleansing 
solution  or  “Detergicide.”  This  “detergi- 
cide,” also  called  “prep  solution,”  “cleansing 
solution,”  or  “antiseptic  towlette,”  has  been 
found  to  contain  bacteria  of  pseudomonas 
species,  commonly  known  as  EO-1,  a patho- 
genic organism  which  may  produce  severe 
genito-urinary  infections. 

C.  R.  Bard,  Inc.,  undertook  a voluntary 
recall  in  September  of  the  contaminated 
trays  from  its  distributors  and  from  hos- 
pitals in  the  United  States  and  Canada. 
FDA  has  determined  that  the  recall  was  not 
effective  due  in  part  to  lack  of  cooperation 
by  several  large  distributors  who  declined 
to  participate. 

FDA  attempted  to  warn  nursing  homes 
and  medical  profession  of  the  dangers  in- 
volved in  the  use  of  these  trays  by  issuing  a 
press  release  on  October  20,  1969. 

FDA  checks  on  dissemination  of  the  warn- 
ing have  revealed,  however,  that  the  major- 
ity of  nursing  and  convalescent  homes  are 
still  unaware  of  the  recall  or  the  health 
hazards  of  the  catheter  trays  containing  the 


that  delegation  to  nurses  under  physician 
supervision  can  be  made  of  virtually  any 
medical  procedure  that  does  not,  on  a 
scientifically  determined  basis,  require  the 
personal  knowledge,  skill  and  judgment  of 
a physician.  This  has  already  been  accom- 
plished with  respect  to  nurse  anesthetists 
without  the  benefit  of  any  special  statute. 
I believe  it  can  be  done  gradually  in  rela- 
tion to  many  other  important  medical  func- 
tions, provided  that  the  competence  of  the 
nurses  for  the  assigned  duty  is  assured  by 
comprehensive  special  training. 

This  sort  of  development  might  also  meet 
the  demand  among  nurses  for  greater  status 
recognition  and  more  adequate  compensa- 
tion. It  might  also  forestall  a possible  de- 
mand that  professional  nurses  be  recognized 
as  independent  health-care  practitioners. 

— Reprinted,  from  Massachusetts  Physician,  No- 
vember 1969. 

* 

contaminated  detergicide.  We  have  found 
them  still  in  use. 

Within  the  last  few  days  a marked  in- 
crease in  severe  genito-urinary  infections 
associated  with  the  use  of  the  catheter  trays 
containing  the  contaminated  detergicide  has 
been  reported  by  hospital  authorities. 

Additional  investigations  by  the  FDA 
have  also  disclosed  non-sterility  of  some  of 
the  lubricant  jelly  packs  in  the  Bard  trays. 
In  view  of  the  gravity  of  this  situation  and 
the  patient-hazard  involved,  your  assistance 
is  needed  in  alerting  all  physicians  associ- 
ated with  hospitals,  urologic  clinics,  nursing 
and  convalescent  homes,  to  take  immediate 
steps  to  check  all  stocks  of  sterile  urethral 
catheter  trays  or  kits  from  C.  R.  Bard,  Inc., 
and  arrange  for  prompt  return  to  the  sup- 
plier of  any  existing  stocks  bearing  any  of 
the  re-order  or  item  numbers  listed  below: 


7501 

8300 

8465-18 

8556-A 

7503 

8364-16 

8500 

8560-A 

7505 

8364-18 

8501 

8560 

7602 

8365-16 

8504-16 

8810 

7602P 

8365-18 

8504-18 

8816 

7604 

8400 

8505-16 

8816-A 

7610 

8401 

8505-18 

8818 

8145 

8464-16 

8505A-16 

8818A 

8214 

8464-18 

8505A-18 

8819 

8216 

8464-D-16 

8554 

4200 

8218 

8464D-18 

8556 

4210 

8220 

8465-16 

8554-A 
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The  diagnosis  of  injury  to  these  structures  and  their  management  is  essential  to  the  ultimate  out- 
come. The  author  presents  an  excellent  review  of  these  points. 

Injuries  of  the  Colon  and  Rectum 
Diagnosis  — Treatment* 

JOSEPH  J.  DODDS,  M.D.,  Chattanooga,  Tenn. 


Introduction 

Injuries  to  the  colon  and  rectum  are 
relatively  uncommon,  however,  they  do 
occur  with  sufficient  frequency  that  every 
surgeon  must  be  familiar  with  their  diag- 
nosis and  management.  These  injuries  may 
be  produced  by  penetrating  or  non-penetrat- 
ing forces  and  may  be  confined  only  to  the 
bowel,  itself,  or  may  involve  the  blood 
supply  to  the  bowel,  or  both.  Broadly 
speaking  they  can  be  classified  as  follows: 

A.  Perforations  Due  to: 

1.  Stab  wounds 

2.  Gunshot  wounds 

3.  Miscellaneous  wounds 

B.  Lacerations,  Abrasions  and  Contusions 

Produced  by: 

1.  Ingested  and  inserted  foreign  bodies 

2.  Blunt  abdominal  trauma 

Tables  1 and  2 are  composite  representa- 


tion of  several  recently  reported  series  deal- 
ing with  these  injuries.  Perforation  is  by 
far  the  most  common  variety  of  injury 
which  occurs,  and  most  of  these  are  pro- 
duced by  knives  or  guns.  The  miscellaneous 
category  includes,  primarily,  the  unique  and 
relatively  rare  forms  of  traumatic  perfora- 
tions, such  as  those  produced  by  enema  tips, 
rectal  thermometers,  ingested  foreign 
bodies,  penetration  by  bone  fragments,  as 
well  as  the  group  of  iatrogenic  perforations 
produced  by  sigmoidoscopes,  needles,  tro- 
cars, excessive  electrocautery,  surgical 
errors  and  during  the  administration  of 
barium  enemas.1"18 

Lacerations,  abrasions  and  contusions  are 
relatively  infrequent  injuries.  Injuries  of 
this  nature  have  been  produced  by  ingested 
and  inserted  foreign  bodies  and  blunt  ab- 
dominal trauma,  such  as  may  result  from 


Recently  Reported  Cases  of  Colo7iic  & Rectal  Injury 


Investigator 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

Perforations 

Stab  Wounds 

18 

34 

105 

Gunshots 

26 

68 

207 

Misc.  Wounds 

6 

1 

10 

2 

Lac.  Cont.  & Abr. 

17 

Blunt  Trauma 

7 

10 

Impalement  & Foreign  Bodies 

4 

Enema  Tip  Injuries 

1 

5 

12 

Surgical  Errors 

6 

19 
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Total  Reported  Cases  From  Previous  Slide 


Perforations  471 

Stab  Wounds  157 

Gunshot  Wounds  301 

Miscellaneous  Wounds  13 

Lacerations,  Contusions,  Abrasions  81 

Blunt  Abdominal  Trauma  17 

Impalement  & Inserted  Foreign  Bodies  4 

Enema  Tip  Injuries  18 

Surgical  Errors  19 


Table  No.  2 

falls,  straining,  coughing,  weight  lifting  and 
automobile  accidents.1,10  In  nonpenetrat- 
ing injuries  involving  the  colon,  the  site 
of  trauma  is  usually  located  near  the 
junction  of  a mobile  and  a fixed  portion  of 
the  bowel,  such  as  the  junction  of  the  sig- 
moid and  descending  colon,  the  transverse 
colon  near  either  the  splenic  or  hepatic 
flexures,  or  at  the  junction  of  the  cecum, 
with  the  ascending  colon.  Generally  speak- 
ing these  injuries  are  innocuous  and  self- 
healing,  unless  they  produce  hemorrhage 
sufficient  to  significantly  interfere  with  local 
or  systemic  circulation.  It  is  logical  to 
assume  that  this  type  of  injury  probably 
occurs  considerably  more  commonly  than  it 
is  reported. 

Diagnosis 

The  diagnosis  of  injuries  to  the  colon  and 
rectum  is  generally  arrived  at  by  the  logical 
evaluation  of  the  information  at  hand  and 
usually  with  a valid  conclusion.12  History 
is  important  in  these  cases,  since  one 
must  know  whether  the  injury  was  pro- 
duced by  a nonpenetrating  force  or 
whether  the  wound  was  made  by  an  enter- 
ing foreign  object.  The  site  of  entry,  as 
well  as  the  direction  entered,  may  give  some 
indication  as  to  the  organ  involvement. 
The  patient,  generally,  will  complain  of 
abdominal  pain  which  is  constant  and  fre- 
quently associated  with  colicky  exacerba- 
tions. In  the  event  that  peritoneal  con- 
tamination is  present,  as  the  contamination 
continues,  the  patient  will  become  progres- 
sively more  ill,  with  increase  in  degree  of 
pain.  Nausea  or  vomiting  is  frequently 
present.  The  patient  may  also  have  noted 
the  passage  of  red  blood  in  the  stool.  It  is 
unfortunate  that  some  patients  are  intoxi- 
cated at  the  time  of  injury  and  conse- 


quently, incapable  of  giving  a comprehen- 
sive description  of  what  happened.4 

Physical  examination  reveals  an  ill  in- 
dividual in  acute  pain.  In  the  case  of  a 
penetrating  object,  there  will  be  a site  of 
entry  and  there  may  or  may  not  be  a site 
of  exit.  The  patient  frequently  will  de- 
monstrate some  degree  of  shock  or  hypo- 
tension. Fever  and  tachycardia  are  usually 
present.  Examination  of  the  abdomen  will 
reveal  generalized  abdominal  tenderness 
and  frequently  rebound  and  percussion 
tenderness.  Voluntary  and  involuntary 
muscular  guarding  usually  are  present. 
Peristaltic  activity  will  be  hypoaetive  or 
absent.  Rectal  examination  may  reveal  the 
presence  of  fresh  blood  on  the  examining 
finger  and  in  some  cases  it  is  possible  to 
palpate  a rectal  injury.13  Sigmoidoscopy 
should  be  performed  on  all  individuals  since 
it  is  possible,  on  occasion,  to  see  the  offend- 
ing lesion.  It  should  be  done  delicately  to 
prevent  aggravation  of  the  existing  situa- 
tion and  preferably  without  any  patient 
preparation. 

Laboratory  investigation  should  include  a 
blood  count  to  indicate  the  presence  of 
significant  blood  loss,  as  well  as  a leukocy- 
tosis and  shift  to  the  left  indicative  of  peri- 
toneal contamination.  X-ray  studies  should 
include  upright  and  decubitus  films  of  the 
abdomen,  with  the  following  possibilities  in 
mind:  1)  the  presence  of  free  air  in  the 

abdomen,  2)  retained  metallic  foreign  ob- 
jects, 3)  unsuspected  fractures  with  frag- 
ments which  could  cause  perforation,  4) 
pararectal  extravasations  of  air  indicating 
perforation  of  the  rectum,  as  well  as  5) 
distention  of  the  small  bowel  with  air-fluid 
levels  resulting  from  existing  peritonitis 
due  to  fecal  contamination.12  Generally 
speaking,  the  use  of  contrast  media  is 
contra-indicated  in  these  patients,  partic- 
ularly barium  products,  since  in  the  event 
a perforation  of  the  colon  exists,  barium  is 
a notorious  irritant  and  will  produce  exten- 
sive adhesions.  Some  authors  have  recom- 
mended the  use  of  water  soluble  contrast 
media  in  an  attempt  to  demonstrate  the 
presence  of  rectal  injury.7 

Management 

Most  authors,  at  the  present  time,  agree 
that  a sound  aggressive  surgical  approach  is 
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necessary  in  treating  these  patients.  Some 
authors,  however,  recommend  cautious  con- 
servatism, with  respect  to  early  surgical 
intervention.16  These  are  primarily  inter- 
ested in  controlling  unnecessary  abdominal 
exploration.  It  should  be  made  plain  that 
no  rule  of  thumb  exists  in  the  treatment  of 
colonic  and  rectal  injuries,  and  that  in  each 
case  the  treatment  must  be  individualized 
to  the  patient.  Treatment  begins  before  the 
patient  reaches  the  operating  room  and 
often  an  hour  delay  to  prepare  the  patient 
and  establish  some  degree  of  vascular 
stability  will  be  a benefit,  rather  than  a 
liability.  Careful  attention  should  be  given 
to  the  preoperative  preparation  of  the 
patient.5-14  Evaluation  and  treatment  of 
shock  and  shock-like  states,  blood  and  fluid 
replacement  if  indicated,  the  judicious  use 
of  antibiotics  and  tetanus-gas  gangrene  pro- 
phylaxis are  essential.  There  are  multiple 
procedures  currently  being  employed  in  the 
treatment  of  this  type  of  injury.  The  three 
most  commonly  recommended  methods  are: 
1)  primary  closure  with  or  without  divert- 
ing colostomy;  2)  primary  resection  with 
or  without  diverting  colostomy;  and  3) 
exteriorization  procedures.5’ 14  Primary  de- 
finitive procedures,  such  as  simple  closure 
or  resection  should  be  the  first  choice  of  all 
surgeons.  Generally  speaking,  if  the  wound 
is  recent  and  not  extensive,  simple  debride- 
ment followed  by  a two-layer  anatomic 
closure  is  generally  satisfactory.  In  more 
extensive  wounds,  assuming  that  the  patient 
is  physically  capable  of  withstanding  the 
procedure  and  if  it  is  possible  to  remove 
all  devitalized  tissue  by  resection,  resection 
with  anastomosis  is  the  preferred  method  of 
treatment.  Any  time  that  there  is  a ques- 
tion whether  a primary  closure  or  resection 
will  leak  or  extensive  contamination  has 
occurred  which  could  conceivably  com- 
promise the  repair,  a diverting  proximal 
colostomy  is  indicated.  Exteriorization 
procedures  generally  are  reserved  for  cases 
in  which  extensive  segments  of  the  bowel 
wall  are  destroyed,  making  repair  difficult 
if  not  impossible,  or  when  the  patient’s 
general  condition  is  so  tenuous  as  to  pro- 
hibit a more  extensive  procedure.  Ex- 
teriorization procedures  when  performed 
are  not  without  complications,  since  mul- 
tiple further  surgical  procedures  will  gen- 
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erally  need  to  be  done  and  the  exposed 
segments  of  segments  of  bowel  create 
handling  problems  postoperatively.  In 
rectal  and  perianal  injuries  it  is  extremely 
important  to  remember  to  repair  any  rent 
that  occurs  in  the  splincter  apparatus.12 
At  the  time  of  operation,  exploration  of  the 
abdomen  is  essential  since  a large  percent- 
age of  patient’s  will  have  associated  other 
organ  involvement.5  In  addition  cultures 
should  be  taken  for  sensitivity  studies  and 
appropriate  drainage  established  before  the 
wound  is  closed.  Depending  upon  the  de- 
gree of  abdominal  contamination  considera- 
tion should  be  given  to  irrigation  of  the 
peritoneal  space  with  appropriate  antibiotic 
solution.  Postoperatively  these  patients 
should  be  managed  according  to  accepted 
surgical  techniques  and  the  use  of  anti- 
biotics should  be  individualized  to  suit  the 
patient.  The  most  commonly  encountered 
postoperative  complications  are:  1)  wound 
infection,  2)  intra  peritoneal  abscesses,  3) 
anastomotic  leaks,  4)  intestinal  obstruction, 
5)  fistula  formation,  and  6)  renal  failure.5'9 

Summary 

Injuries  to  the  colon  and  rectum  can  be 
a real  challenge.  Early  definitive  surgery  is 
generally  felt  to  be  the  treatment  of  choice. 
Generally  speaking,  the  indications  for 
operation  are:  1)  an  acute  abdomen,  2)  the 
presence  of  intra  peritoneal  free  air,  3) 
unexplained  or  persistent  shock,  and  4) 
proctorrhagia. 
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The  authors  describe  bizarre  neuropathic  alterations  and  behavior  under  this  combination  of  drugs. 


Observations  on  Chloroamphenicol  with 
Pentobarbital  Anesthesia  in  Animals 

JAMES  W.  PATE,  M.D.,  and  ARTHUR  BOOTH,  M.D.,*  Memphis,  Tenn. 


While  studying  the  problem  of  renal 
transplantation  involving  mongrel  dogs  un- 
der pentobarbital  anesthesia  and  receiving 
chloroamphenicol  intravenously,  it  was 
noted  that  the  postoperative  course  was  bi- 
zarre. The  animals  were  being  mechanically 
ventilated  with  a cuffed  endotracheal  tube 
and  the  only  variation  in  this  group  of 
animals  and  a large  “control”  group  of 
animals  was  the  addition  of  50  mg/kg  of 
chloroamphenicol  intravenously  over  ap- 
proximately a 2 hour  period.  Of  8 animals, 
the  outcome  can  be  summarized  as  follows: 


(1)  Three  animals  never  regained  con- 
sciousness and  died  within  the  first  18  hours 
after  operation  for  no  obvious  reason. 

(2)  Four  animals  were  blind  for  the 
first  3 to  4 days  after  operation.  One  of 
these  animals  also  had  a hind  quarter 
paralysis  and  was  subsequently  sacrificed. 
One  of  the  animals  became  extremely 
vicious  and  required  sacrifice  several  days 
later.  Another  animal  again  became  so 
vicious  that  he  could  not  be  evaluated 
neurologically.  Preoperatively,  these  ani- 
mals were  pets,  very  gentle  and  docile. 
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FIGURE  I: 


"Sleeping  time"  administration  of  pentobarbital  and  pentobarbital  plus  chloroamphen- 
icol in  dogs  and  rats. 
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This  phenomenon  was  investigated  in 
more  detail. 

Rats.  Twelve  adult  white  rats  of  about  750 
gm  weight  were  given  pentobarbital  intra- 
peritoneally  at  a dose  of  25  mg/kg.  Six  of 
these  animals  were  given  chloroamphenicol 
50  mg/kg  intraperitoneally.  Sleeping  time 
was  determined  by  ability  of  the  animal  to 
voluntarily  stand.  Results  are  shown  in 
figure  1. 

Mice.  Chloroamphenicol  succinate  sodium 
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FIGURE  2:  "Sleeping  Time"  after  varying  doses  of  chloroamphenicol  following  pentobarbital  anes- 
thesia in  mice.  Mortality  indicated. 
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salt  was  used.  The  durations  of  anesthesia 
(“sleeping”  times)  in  mice  were  recorded 
from  the  time  of  intraperitoneal  injection  to 
the  time  when  the  animals  could  stand 
when  stimulated.  Chloroamphenicol  was 
given  intramuscularly  and  simultaneously 
pentobarbital  sodium  was  injected  intra- 
peritoneally.  The  anesthetic  doses  of  pento- 
barbital was  50  mg/kg;  100  mg/kg  and  200 
mg/kg.  Eighteen  animals  were  used  at  each 
dose  level.  Results  are  shown  in  figure  2. 
Experiment  C-2.  Adult,  apparently  healthy 
mongrel  dogs  were  anesthesized  with  intra- 
venous pentobarbital  anesthesia  at  a dose 
of  25  mg/kg  of  body  weight.  Cuffed  endo- 
tracheal tubes  were  inserted  and  mechanical 
ventilation  with  air  was  established. 

Group  I.  Animals  had  cannulae  in- 
serted into  the  femoral  artery.  The  follow- 
ing were  monitored  for  2 hours:  pulse  rate, 
arterial  blood  pressure  curves,  pupillary 
response  and  corneal  reflex.  A Burroughs- 
Wellcome  Block- Aid  electrical  stimulator 
was  used  to  determine  neuromuscular  ac- 
tivity. Blood  was  withdrawn  at  intervals 
and  the  oxygen  saturation  determined, 
using  an  American  Optical  Reflectance 
Oxymeter.  Chloroamphenicol  (50  mg/kg) 


was  injected  intravenously  at  15  min.,  30 
min.,  1 hour  or  2 hours  after  the  pentobar- 
bital. “Sleeping”  time  was  taken  from  time 
of  induction  of  anesthesia  to  the  time  that 
the  animal  voluntarily  raised  his  head.  The 
time  interval  from  anesthesia  to  injection 
of  chloroamphenicol  was  of  no  apparent 
influence  on  “sleeping  time.” 

After  12  hours,  there  no  abnormality  was 
noted  in  these  dogs. 

Group  II.  Two  dogs  were  given  the  same 
dose  of  pentobarbital  and  observed  by  same 
parameters  as  above.  Chloroamphenicol  (50 
mg/kg)  was  given  in  200  cc.  of  D5W  in- 
travenously over  a 20  minute  period. 

Group  III.  These  experiments  were 
exactly  as  in  above  groups,  except  that  an 
extra  dose  of  Nembutal  (50  mg)  was  given 
three  hours  after  the  original  dose.  Results 
of  experiments  in  Groups  I,  II  and  III  are 
summarized  in  figure  1 and  table  1.  Varying 
methods  of  administration  of  chloroamphen- 
icol showed  no  marked  differences. 
Experiment  D.  Adult  mongrel  dogs  were 
anesthetized  with  pentobarbital  at  above 
doses.  A continuous  intravenous  drip  of 
D5W  was  given,  300  cc.  in  8 hours.  Blood 
was  withdrawn  at  indicated  times  (table 
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2)  and  levels  of  pentobarbital  determined 
by  ultraviolet  spectrophotometry.  Results 
demonstrate  no  significant  effect  of  chlo- 
roamphenicol  on  blood  clearance  (detoxi- 
fication and/or  excretion)  of  pentobarbital 
(4  dogs). 

Summary 

(1)  Intravenous  chloroamphenicol  (50 

mg/kg)  given  to  dogs  under  pentobarbital 
anesthesia  was  associated  with:  (a)  pro- 

longed anesthesia  time  (b)  cerebellar  ataxia 
(c)  “personality”  changes  and  (d)  lack  of 
response  to  muscle  stimulation  (electrical) . 
There  was  no  significant  effect  on:  (a) 

pulse  rate  (b)  arterial  pressure  curves  (c) 
arterial  oxygen  tensions  or  (d)  pupillary 
or  corneal  reflexes.  The  changes  are 
dramatic,  last  over  18  hours  and  seem  exag- 
gerated by  repeated  doses  of  pentobarbital 
subsequent  to  the  initial  parenteral- 
chloroamphenicol. 

(2)  In  the  dog,  there  was  no  effect  of 
chloroamphenicol  on  rate  of  removal  of 
pentobarbital  from  the  circulating  blood. 
Marked  abnormalities  were  seen  in  dogs 
who  had  received  chloroamphenicol  at 
blood  levels  of  pentobarbital  identical  with 
those  of  awake,  alert  and  apparently  normal 
dogs  who  had  not  received  chloroamphen- 
icol. 

(3)  In  rodents  (rats  and  mice)  given  pen- 
tobarbital IP,  there  is  an  increase  in  “sleep- 
ing” time  that  is  related  to  dosage  of 
chloroamphenicol  given  intraperitoneally. 

(4)  Further  studies  on  the  effects  of  chlo- 
roamphenicol when  given  with  pentobar- 


bital, as  well  as  with  other  anesthetic 
agents,  is  clearly  indicated.  Until  this  prob- 
lem is  elucidated,  it  might  be  wise  to  avoid 
this  combination  of  drugs. 

Table  I 

Results — Dogs 

Changes  from  control  levels  after 
Chloroamphenicol 

Early  Observations 

a)  Oxygen  saturation,  arterial  blood  — no 
change 

b)  Blood  pressure — no  change 

c)  Cardiac  rate — no  change 

d)  Neuromuscular  activity — before  chloro.-4+ 
in  all 

15  min.  after  chloro.  0 to  2+ 

30  min.  after  chloro.  2+  to  3+ 

60  min.  after  chloro.  1+  to  2+ 

120  min.  after  chloro.  2+ 

e)  Pupillary  response — no  marked  change 

f)  Corneal  reflex — no  change 

g)  “Sleeping  time”  controls — 4±0.5  hr. 

experimental — 10±2  hr. 

Late  Observations 

a)  Control  Animals 

All  control  animals  normal  at  12  hr.  after 
anesthesia 

b)  Experimental  Animals 

Twelve  to  fourteen  hours  after  induction 
of  anesthesia.  All  experimental  dogs  un- 
able to  raise  head,  semicomatose,  varying 
cerebellar  ataxia  and  contorted  positions. 
Random  jerking  in  some.  Some  blind. 

Twenty-four  hours  “personality”  changes. 
Slight  to  marked  ataxia.  Some  unable  to 
swallow.  Signs  worse  in  two  dogs  receiving 
an  extra  dose  of  pentobarbital  (Group  III). 

Forty-eight  hours — essentially  normal. 


Table  2 


Barbiturate  Blood  Levels 


Control 

Chloroamphenicol  50  mg/kg.  IV 

Dog# 

Control  period 
+90  minutes 
+ 8 hours 

1 

2.78  mg% 
82% 

73% 

2 

3.60  mg% 
86% 

60% 

3 

3.24  mg% 
71% 

66% 

4 

2.78  mg% 
83% 

66% 

5 

2.78  mg% 
96% 

66% 

6 

2.60  mg% 
75% 

71% 

( % of  control  value) 
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Emergency  Treatment  of  Facial  Injuries 
By  General  Practitioners  and  General  Surgeons 

WILLIAM  M.  KEELING,  M.D.,  Knoxville,  Tenn. 


Massive  face  injuries  are  potentially  fatal. 
Immediate  skilled  treatment  may  be  life 
saving.  In  this  age  of  high  speed  travel, 
terrible  injuries  to  the  face  are  common. 
Treatment  should  be  planned  to  save  life 
and  limb,  minimize  morbidity  and,  if  pos- 
sible, obviate  secondary  operations.  Patients 
with  injuries  are  first  treated  by  house  of- 
ficers, general  physicians,  general  surgeons 
and  orthopedic  surgeons.  Often  these  phy- 
sicians have  little  training  in  the  care  of 
face  injuries.  Rarely  is  a plastic  surgeon 
available  for  primary  care. 

When  the  physician  is  presented  with  a 
patient  with  massive  injuries  he  must:  (1) 
assure  an  airway;  (2)  start  treatment  of 
shock;  (3)  stop  bleeding;  (4)  make  an  ac- 
curate and  complete  diagnosis  of  all  the 
patient  as  there  may  be  one  injury  which 
takes  precedence;  and  (5)  make  treatment 
as  definitive  as  possible. 

Maintenance  of  an  airway  and  treatment 
of  shock  are  urgent.  Many  persons  having 
massive  facial  injury  have  severe  airway 
obstruction.  In  such  cases  a mechanical  air- 
way should  be  put  in  place  and  the  oro- 
pharynx and  nasopharynx  cleaned  thor- 
oughly. An  endotracheal  tube  may  be 
placed  if  an  operator  experienced  in  its 
use  is  available.  Tracheostomy  is  often 
needed.  Oxygen  is  given  if  available. 

As  soon  as  the  airway  is  assured,  major 
bleeding  should  be  controlled  by  applica- 
tion of  hemostats  and  pressure  dressings, 
and  simultaneously  the  treatment  of  shock 
by  fluid  replacement  is  started. 

Many  patients  with  severe  trauma  to  the 
face  have  lost  a considerable  part  of  the 
circulating  blood  volume.  The  amount  of 
blood  lost  is  frequently  underestimated.  As 
soon  as  a patient  with  significant  trauma 
is  presented  for  treatment,  two  large  gauge 
needles  or  catheters,  preferably  16  gauge 
or  larger,  should  be  placed  in  appropriate 
veins  and  lactated  Ringer’s  solution  or  other 
fluid  suitable  for  volume  replacement  be 
administered  until  crossmatched  blood  can 
be  obtained. 


When  these  things  have  been  done  the 
patient  is  under  at  least  temporary  control. 
A rapid  but  complete  examination  should 
be  carried  out.  A note  should  be  made  as 
to  movement  of  the  extremities.  A complete 
blood  count  and  urine  anaylsis  should  be 
done.  The  hematocrit  often  is  normal  as  it 
may  take  several  hours  for  the  hemodilu- 
tion  to  cause  the  hematocrit  to  fall.  If  the 
patient  is  unable  to  void,  a Foley  catheter 
should  be  placed.  Electrocardiograms  and 
chest  x-ray  examination  should  be  done  as 
collapsed  lung  and  myocardial  contusion 
are  frequent. 

Patients  with  massive  facial  injuries  fre- 
quently have  injuries  to  other  parts  of  the 
body.  Thus,  a collapsed  lung  must  be  ex- 
panded, a ruptured  viscus  repaired  or  re- 
moved, and  a broken  bone  aligned  and  im- 
mobilized. Procedures  to  effect  these  re- 
pairs may  take  precedence,  or  can  often  be 
done  concurrently  with  the  facial  surgery. 

A patient  with  severe  face  injuries  should 
be  taken  to  the  operating  room;  anesthesia 
is  usually  endotracheal,  sometimes  local;  be- 
fore anesthesia  is  started,  shock  should  be 
under  control;  the  stomach  should  be  emp- 
tied by  a large  gauge  stomach  tube.  (Figs. 
1 and  2) 

After  anesthesia  is  satisfactory,  the 
wounds  should  be  cleansed  thoroughly.  I 
have  found  that  washing  the  skin  with  a 
sudsy  solution  of  saline  and  Phisohex  (city 
tap  water  and  Dial  soap  can  be  used  if 
necessary) , a gentle  cleansing  of  the  wound 
itself,  followed  by  copious  irrigation  of  the 
wound  with  cool  sterile  saline  or  sterile 
water  gives  excellent  asepsis.  Hot  solutions 
damage  tissue;  one  should  use  solutions  at 
room  temperature  or  cooler.  Hot  solutions 
have  no  place  in  the  operating  room. 

Any  bleeders  previously  clamped  should 
now  be  tied  with  very  fine  plain  catgut, 
4-0  usually  is  satisfactory.  Prep  gloves  and 
gowns  should  be  discarded,  the  surgeon  re- 
dresses and  places  appropriate  drapes. 

Debridement  should  now  be  carried  out. 
Any  dead  tissue  must  be  removed.  All  ac- 
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Fig.  1 — This  40  year  old  male  was  injured  in  an  automobile  accident.  When  first  seen  he  was  suf- 
fering from  severe  hemorrhagic  shock.  After  resusciation  his  injuries  were  repaired  using  local 
anesthesia  of  2%  Xylocaine.  Although  a small  part  of  the  ear  was  lost,  the  patient  did  not  wish 
any  further  surgery  and  was  satisfied  with  the  cosmetic  result. 


Fig.  2 — A 16  year  old  male  with  a windshield  type  injury.  Primary  repair  was  done  under  1% 
Xylocaine  local  anesthesia  with  a good  cosmetic  result. 


cessible  foreign  bodies  should  be  removed. 
Hemostasis  must  be  obtained.  All  viable 
tissue  must  be  preserved  until  the  details 
of  the  repair  are  decided  upon. 

Some  wounds  will  be  incised  at  right 
angles  to  the  skin  and  need  no  revision. 
Many  will  be  jagged,  ragged  and  beveled. 
These  latter  can  often  be  revised  to  surgi- 
cally acceptable  incisions.  Frequently,  with 
a little  care,  natural  wrinkles  and  folds  can 
be  utilized  at  the  time  of  the  initial  opera- 
tion. 

Deep  layers  should  be  built  up  carefully 


by  approximating  tissue,  using  sutures  of 
4-0  or  5-0  plain  catgut.  The  skin  is  then 
carefully  approximated  using  a slightly 
everting  stitch  of  5-0  nylon  without  tension. 
Prominent  anatomic  landmarks  should  be 
approximated  first  for  each  layer  to  assure 
proper  alignment. 

The  most  common  severe  bony  injuries 
are  fractures  of  the  maxilla  and  mandible, 
nose  and  zygoma.  Fractures  of  the  nose 
usually  can  be  reduced  by  elevation  with 
a hemostat  and  moulding  with  the  fingers, 
and  reduction  held  with  packing  and  ex- 


122 


EMERGENCY  TREATMENT  OF  FACIAL  INJURIES— Keeling 


February,  1970 


ternal  splinting  with  an  aluminum  splint. 
An  open  fracture  of  the  zygoma  can  often 
be  replaced  and  fixed  in  place  with  one  or 
two  sutures.  A closed  injury  frequently 
can  be  reduced  with  towel  clip  traction. 
A shattered  mandible  can  be  stabilized  with 
a Kirschener  wire  or  wire  sutures  if  neces- 
sary. Definitive  fixation  of  the  jaws  by 
intraoral  wiring,  et  cetera,  should  be  de- 
ferred until  the  condition  of  the  patient 
becomes  stabilized. 

With  even  the  most  massive  facial  in- 
juries, significant  skin  loss  is  rare.  When 
it  occurs,  a flap  frequently  can  be  turned 
from  a nearby  area.  If  this  is  not  practical, 
a split  thickness  skin  graft  can  be  placed. 
If  this  is  not  possible,  then  raw  surfaces 
should  be  dressed  with  a fine  mesh  gauze 
for  delayed  closure  as  soon  as  possible. 

Debridement  about  the  eyelids  should  be 
minimal.  The  lids  heal  kindly  if  they  have 
any  chance  at  all,  as  demonstrated  in  Figs. 
3 and  4. 

I prefer  not  to  put  dressings  on  face 
wounds.  A coating  of  Aureomycin  oint- 
ment is  placed  on  each  suture  line  and  the 
wounds  are  left  exposed.  Alternate  sutures 
are  removed  48  hours  after  operation,  half 
the  remainder  at  72  hours,  and  all  are  out 
at  96  hours.  The  use  of  broad  spectrum 
antibiotic  coverage  postoperative  is  usually 
indicated,  and  appropriate  tetanus  immuni- 
zation is  a must. 

Surgical  procedures  as  outlined  above 
adds  a little  to  the  time  required  for  mini- 
mal surgery  for  severe  facial  injuries. 


When  it  is  feasible  to  take  this  time  (and 
it  usually  is,  as  the  patient’s  condition 
improves  as  the  operation  proceeds  and 
resuscitation  continues)  it  is  rare  for  the 
patient  to  request  cosmetic  surgery  at  a 
later  date. 

Of  course,  there  are  times  when  the  gen- 
eral condition  of  the  patient  and  the  neces- 
sity of  treating  more  serious  injuries  else- 
where make  it  necessary  to  do  a very  rapid 
facial  repair  which  will  need  to  be  revised 
later.  The  patient’s  life  must  not  be  jeopar- 
dized for  a cosmetic  result. 

Summary 

Emergency  management  of  massive  facial 
trauma  includes: 

(1)  Establish  an  airway: 

a.  Mechanical  airway  and  suction. 

b.  Tracheostomy. 

(2)  Stop  bleeding  and  treat  shock: 

a.  Canulate  two  veins  with  16 
gauge  needles. 

b.  Give  lactated  Ringer’s  solution; 
give  blood  as  soon  as  possible. 
Hypovolvemia  is  almost  always 
underestimated. 

(3)  Make  accurate  and  complete  diag- 
nosis of  all  injuries.  Treat  in  order 
of  importance. 

(4)  Use  good  surgical  principles  and 
make  repair  of  the  wounds  as  de- 
finitive as  possible. 

Adherence  to  a regimen  of  this  type  will 
minimize  morbidity  and  mortality,  and  the 
necessity  of  later  revision. 


Fig.  3 — This  30  year  old  male,  involved  in  an  automobile  accident,  sustained  multiple  injuries  in- 
cluding brain  concussion,  a fractured  lumbar  vertebra,  fractured  pelvis,  ruptured  urinary  bladder, 
ruptured  gall  bladder  and  the  facial  injury  shown  in  A.  B shows  immediate  postoperative  appear- 
ance, and  C the  final  result.  Tracheostomy  was  done  at  completion  of  repair  of  the  face. 
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Fig.  4 — A 16  year  old  male  with  face  lacerations,  contused  chest,  contused  brain,  and  near  amputa- 
tion of  the  tongue.  A large  piece  of  skin  was  missing  from  the  medial  portion  of  the  right  upper 
lid.  Under  general  anesthesia,  a flap  was  turned  to  fill  the  defect.  An  excellent  cosmetic  result 
was  obtained  and  the  patient  recovered  completely  from  the  other  injuries. 
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The  authors  review  the  probable  trends  in  the  care  of  the  mentally  retarded.  It  will  involve 

more  individualization  and  less  institutionalization. 

State  Hospitals  for  the  Mentally  Retarded  — 

Circa  1975 

GEORGE  TARJAN,  M.D.,  and  CHARLES  V.  KEERAN,  M.S.W.f 

Los  Angeles,  Calif. 


In  the  recent  past  one  of  us  wrote 
“.  . . the  programs  of  the  traditional  institu- 
tions will  undergo  major  changes.  They 
will  establish  a new  role  for  themselves  and 
will  remain  a key  element  in  the  continuum 
of  care.”1  More  recently  other  documents 
emphasized  the  desperate  plight  of  the  in- 
stitutionalized mentally  retarded  in  the 
United  States  and  implied,  if  not  overtly 
stated,  that  the  traditional  system  of  resi- 
dential care  in  its  present  form  is  about 
bankrupt.2-4  There  appears  to  be  reasonable 
agreement:  (a)  that,  historically,  resi- 

dential programs  represented  the  main  if 
not  the  only  component  in  the  organized 
effort  to  care  for  the  retarded;  (b)  that 
institutions  are  still  a significant  element  in 
the  overall  program;  (c)  that  major  im- 
provements must  be  forthcoming  if  the 
traditional  residential  settings  are  to  be 
labeled  as  therapeutic,  developmental,  ed- 
ucational, rehabilitative,  and  humanistic; 
and  (d)  that  even  a minimal  level  of  prog- 
ress on  a nationwide  basis  requires  major 
increases  in  capital  and  operational  expen- 
ditures.5 

The  needs  for  the  roles  of  the  traditional 


* Presented  at  the  dedication  of  the  Arlington 
Hospital  and  School  for  the  Retarded,  Arlington, 
Tenn.,  June  6,  1969. 

tFrom  the  Neuropsychiatric  Institute,  The 
Department  of  Psychiatry,  School  of  Medicine 
and  School  of  Public  Health,  UCLA  Center  for 
the  Health  Sciences,  760  Westwood  Plaza,  Los 
Angeles,  Calif.  90024. 

The  work  of  the  authors  is  supported  in  part 
by:  (a)  the  National  Institute  of  Child  Health 
and  Human  Development  Grant  HD-04612:  Men- 
tal Retardation  Research  Center,  Neuropsychi- 
atric Institute,  UCLA;  (b)  the  National  Institute 
of  Mental  Health  Grant  MH-08667:  Socio-Be- 
havioral  Study  Center  for  Mental  Retardation, 
Pacific  State  Hospital,  Pomona,  California;  and 
(c)  the  U.  S.  Public  Health  Service  Grant  MH- 
10473:  Postgraduate  Medical  Course  in  Mental 
Retardation,  Neuropsychiatric  Institute,  UCLA. 


large  and  multi-purpose  residential  institu- 
tions are  under  constant  debate,  often  pro- 
ducing more  heat  of  emotionality  than  light 
of  wisdom.  The  dedication  of  the  Arlington 
Hospital  and  School  for  the  Retarded  offers 
a good  opportunity  for  review  of  some  of 
the  issues.  The  establishment  of  the  hos- 
pital represents  a large  capital  investment 
in  nearly  700  beds,  a long  term  commitment 
in  support,  and  a major  step  in  the  care  of 
the  retarded  in  the  State  of  Tennessee.  The 
magnificent  buildings  bespeak  permanence. 
Is  this  permanence  justified?  Will  the  beds 
and  the  program  still  be  needed  a decade 
hence?  We  plan  to  address  ourselves  to 
these  questions  in  this  paper.  We  shall 
write  primarily  from  a nationwide  view- 
point and  make  only  few  references  to 
Tennessee.  We  will  start  with  some  general 
ideas,  continue  with  reflections  on  the  re- 
cent past,  comment  on  current  trends,  and 
conclude  with  selected  predictions.  The 
speed  with  which  changes  occur  today  pre- 
vent long  term  predictions,  therefore  we 
chose  1975  as  our  target  year. 

We  shall  attempt  to  master  reasonable 
objectivity  in  writing  about  an  emotionally 
charged  subject,  and  admit  our  biases  in 
advance.  Because  our  professional  identities 
originate  from  clinical  work  in  child 
psychiatry  and  psychiatric  social  work,  we 
are  apt  to  place  a higher  priority  on  per- 
sonality growth  and  development  than  on 
buildings  and  other  physical  arrangements. 
Since  both  of  us  spent  a considerable  period 
of  time  in  professional  work  in  a hospital 
for  the  mentally  retarded,  we  are  inclined 
to  think  in  the  medical  context.  Finally,  as 
former  administrators  in  a large  institu- 
tion, over  nearly  two  decades,  we  find  it 
difficult  to  separate  our  thoughts  and  con- 
cepts from  our  varied  experiences  there — 
both  good  and  bad. 

Hospitals  for  the  retarded  are  often  sub- 
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sumed  under  the  more  generic  term:  insti- 
tutions. It  seems  advisable  therefore  to 
start  with  attempting  to  define  what  we 
mean  by  an  “institution  for  the  mentally 
retarded.”  It  is  a place,  usually  operated 
by  a state,  in  which  a sizable  number  of 
mentally  retarded  individuals,  who  are 
highly  diverse  in  age,  symptomatology,  and 
severity  of  mental  retardation,  are  cared  for 
over  a prolonged  period.  In  this  framework 
a “hospital”  differs  from  other  institutions 
only  by  the  fact  that  planning,  program- 
ming, patient-management  and  administra- 
tion are  conceptualized  in  a medical 
context.  Similar  institutions  are  adminis- 
tered under  other  philosophies,  and  are  then 
called  schools,  homes,  colonies,  training  or 
residential  facilities.  We  will  use  these 
terms  interchangeably  in  this  paper. 

Hospitals  for  the  retarded  vary  substan- 
tially in  size  and  in  programs.  As  men- 
tioned, only  a few  decades  ago  these  institu- 
tions were  the  only  major  resource  for  the 
care,  treatment,  education,  and  rehabilita- 
tion of  the  retarded.  Individuals  came  soon 
after  the  diagnosis  was  made;  the  few  ex- 
ceptions were  those  for  whom  there  was  no 
space  in  the  institutions.  Most  stayed  for  a 
long  time,  often  for  life.  They  were  “out  of 
sight  and  out  of  mind”  of  the  public,  often 
even  of  their  families.  They  came  whether 
they  needed  medical  care  or  education,  and 
frequently  stayed  simply  because  there 
were  no  other  places  for  them  to  go.  Insti- 
tutions had  several  characteristics  in  com- 
mon. They  were  usually  overcrowded,  un- 
derstaffed, under  budge  ted,  and  were 
plagued  by  long  waiting  lists  for  admission. 
Yet  in  most  of  them,  devoted  and  highly 
motivated  persons,  with  few  resources,  per- 
formed endless  tasks  for  the  retarded. 

In  recent  years,  with  increasing  fre- 
quency, strong  opinions  have  been  voiced, 
demanding  the  immediate  abolishment  of 
these  institutions.  Some  persons  joining 
this  clamor  are  new  on  the  mental  retarda- 
tion scene  and  know  relatively  little  about 
the  struggles  of  the  last  decade;  they  be- 
lieve that  without  much  planning,  simply 
by  edict  or  magic,  institutions  can  be  made 
to  disappear.  They  often  overlook  some 
important  facts:  (a)  there  are  approxi- 

mately 200,000  people  in  the  institutions  in 
the  United  States  today,  (b)  this  figure  has 


risen  by  an  average  of  4,000  each  year  dur- 
ing the  last  decade,  (c)  it  is  projected  that 
the  number  will  reach  nearly  250,000  by 
1975,  (d)  the  number  of  patients  per 

100,000  population  is  also  on  the  rise,  with 
the  figure  being  approximately  100  today 
and  projected  to  reach  110  by  1975,  and 
(e)  the  number  of  institutions  is  also  in- 
creasing with  over  one-third  of  the  present 
institutions  having  been  opened  during  the 
last  12  years.6 

What  is  the  situation  in  Tennessee  in 
these  respects?  Statistics  show  that  the 
State  is  below  the  national  average:  (a)  in 
public  institutional  beds  for  the  mentally 
retarded  per  100,000  civilian  population, 
(b)  in  the  rate  of  annual  admissions,  (c)  in 
releases  (alive  and  through  death)  per  1,000 
average  resident  patients,  and  (d)  in  daily 
maintenance  expenditures  per  patient  under 
treatment.8  Some  of  these  statistics  might 
be  interpreted  as  advantageous  for  the  re- 
tarded of  Tennessee,  but  most  professionals 
would  consider  several  as  being  disadvan- 
tageous. 

During  the  last  two  decades,  particularly 
during  the  past  10  years,  rapid  shifts  oc- 
curred in  most  programs  relevant  to  mental 
retardation.  Changes  have  been  slower  in 
coming  in  the  institutions  but  the  develop- 
ments in  the  overall  programming  indi- 
rectly have  resulted  in  significant  trends  in 
the  hospital  systems.  A number  of  forces 
contributed  to  the  changes.  They  included 
the  deep  concerns  of  three  presidents  and 
several  congressmen  in  mental  retardation; 
the  dynamic  leadership  of  the  parents  or- 
ganizations; the  recommendations  of  the 
President’s  Panel  (President  Kennedy’s 
Panel  on  Mental  Retardation,  1961-62),  of 
the  Special  Assistant  to  the  President 
(Stafford  L.  Warren,  M.D.,  1963-65),  and 
of  the  President’s  Committee  (President 
Johnson’s  and  President  Nixon’s  Committee 
on  Mental  Retardation,  1966-) ; the  con- 
tinued involvement  of  important  federal 
agencies;  the  new  vitality  acquired  by  the 
American  Association  on  Mental  Deficiency; 
the  growing  commitments  to  retardation  of 
other  professional  organizations;  the  con- 
tributions of  the  Joseph  P.  Kennedy,  Jr. 
Foundation;  and  the  implementation  of  key 
recommendations  of  the  various  advisory 
groups,  e.g.,  state  by  state  comprehensive 
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planning  for  mental  retardation,  the  estab- 
lishment of  community  facilities,  and  the 
development  of  research  centers  and  of 
university  facilities. 

Probably  the  most  important  change  in 
the  general  approach  to  the  care  of  the  re- 
tarded involved  the  growing  emphasis  on 
community  care,  treatment,  education,  re- 
habilitation, and  employment.  The  growth 
of  community-based  programs  significantly 
influenced  institutional  admissions  and  the 
length  of  stay  of  certain  types  of  patients. 
The  establishment  of  classes  in  the  public 
schools  is  a good  example. 

Some  of  the  trends  clearly  noticeable  to- 
day in  the  institutional  programs  are  of 
major  significance  for  any  projections  for 
the  future.  A listing  of  examples  must  cer- 
tainly focus  at  least  on  the  following.  Those 
related  directly  to  patients  are:  (a)  Mildly 

retarded  children  and  adolescents  of  school 
age  are  rarely  admitted  to  a residential 
setting  for  the  primary  purpose  of  educa- 
tion. Today,  the  institutionalization  of  this 
group  usually  results  from  the  presence  of 
superimposed  physical  or  emotional  prob- 
lems. (b)  The  proportion  of  younger  and 
more  severely  retarded  children  has  been 
increasing  among  the  admissions,  (c)  The 
prevalence  of  multiply  handicapped 
patients  is  on  the  rise  in  the  hospitalized 
population.  Sensory,  physical,  emotional 
and  behavioral  disabilities  are  usually  in- 
volved among  the  multiple  handicaps  in  a 
variety  of  combinations.  As  a consequence, 
institutional  programs  have  become  more 
complex,  multifaceted  and  multidisciplin- 
ary. (d)  Contacts  between  the  institutional 
staff  and  patients  and  their  families  are 
established  before  actual  admission.  Pre- 
admission programs  are  becoming  the  rule, 
not  the  exception,  (e)  Hospitals  are  ori- 
ented increasingly  toward  early  release  and 
discharge  of  patients.  Aftercare  and  place- 
ment programs  are  becoming  more  com- 
mon.7-9 

Those  related  more  directly  to  the  institu- 
tional program  as  a whole  are:  (a)  The 

newer  hospitals  are  smaller,  more  dispersed, 
and  located  closer  to  population  centers, 
(b)  There  is  a trend  toward  specialization 
among  the  hospitals,  though  the  multi- 
purpose institution  still  represents  the  most 
common  prototype,  (c)  Institutions  are  be- 


coming less  overcrowded,  (d)  The  educa- 
tional background  and  the  training  of 
employees  is  advancing,  hence  most  pro- 
grams are  improving,  (e)  The  community 
orientation  of  the  institutions  is  increasing. 
The  resources  of  the  hospitals  are  becoming 
available  on  an  outpatient  or  non-residential 
basis;  doors  are  being  opened;  the  flow  of 
visitors  to  the  hospitals,  and  visits  of  the 
patients  to  their  homes  are  on  the  rise;  and 
volunteer  programs  involving  parents,  other 
adults  and  youth  are  expanding. 

Predictions  about  institutional  programs 
are  difficult  to  make  for  the  next  decade  be- 
cause numerous  forces  will  affect  the  out- 
come. We  expect  that  many  changes  will 
originate  within  the  institutions;  however, 
we  also  foresee  that  some  of  the  most  im- 
portant changes  will  result  from  the  ad- 
vances in  community  programs.  Recent  de- 
velopments in  the  field  of  general  mental 
health  represent  a good  parallel;  the  in- 
creasing availability  of  community  care 
produced  a decline  in  the  number  of 
patients  in  state  mental  hospitals  as  well 
as  significant  improvements  in  the  hospital 
programs.  We  are,  however,  concerned  lest 
a slowdown  in  the  current  momentum  of 
the  growth  of  community  services  results 
in  a reversal  of  a similar  trend  in  mental 
retardation.  Institutional  settings  could 
again  become  the  mainstay  of  care,  with 
overcrowding  and  dehumanization  of 
patients  soon  resulting. 

Therefore,  we  favor,  support  and  strongly 
urge,  the  expansion  of  community  pro- 
grams. In  fact,  “There  is  no  need  for  the 
early  establishment  of  residential  centers 
where  they  do  not  exist.  . . .m  Yet  today 
the  continued  existence  of  waiting  lists  for 
admission  clearly  attests  to  the  present  and 
continuing  need  for  institutional  beds.  In 
addition,  the  state  institutions  still  repre- 
sent essential  backstops  for  many  commu- 
nity programs.  Some  successful  community 
ventures  would  soon  become  less  impressive 
without  their  ability  to  transfer  their 
failures  to  a state  hospital.  Hence,  from 
all  evidence,  we  expect  that  the  institu- 
tional system  will  be  with  us  for  many 
years.  For  this  reason  we  plead  for  the 
support  and  improvement  of  this  system 
rather  than  for  its,  often  unwarranted 
criticism. 
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These  thoughts  then  bring  us  to  some 
predictions.  First  and  probably  foremost, 
we  expect  that  gradually  the  institutional 
programs  will  lose  their  isolation  and  will 
be  integrated  into  a network  of  services 
combining  those  known  today  as 
“community-based”  and  as  “institutional.” 

What  will  an  institutional  program  for 
the  mentally  retarded  look  like  in  the 
1970’s?  Since  progress  will  be  gradual,  not 
all  changes  will  involve  any  one  hospital  at 
a specific  time.  First,  let  us  look  at  those 
shifts  which  will  most  directly  produce 
changes  in  patient  characteristics  and 
patient  care.  The  institutions  will  further 
decrease  both  in  bed  capacity  and  in  over- 
crowding. The  patient  population  of  the 
hospitals  will  become  more  homogenous 
because  the  trend  toward  specialization  of 
the  institutions  will  continue.  Such  special- 
ization has  many  advantages  for  therapeutic 
programming,  but  it  also  results  in  an 
increase  in  the  frequency  with  which 
patients  need  to  be  transferred  from  one 
place  to  another,  thereby  adding  to  the 
problems  of  early  adjustments. 

The  specialization  could  occur  in  a variety 
of  directions.  We  strongly  advocate  that 
chronologic  age  be  considered  a more  sig- 
nificant dimension  of  specialization  than 
diagnosis.  As  a consequence,  we  envisage 
the  development  of  hospitals  or  residential 
centers  that  care  for  children  requiring 
relatively  long  term  care,  but  who  may  be 
handicapped  either  intellectually,  emotion- 
ally, physically,  adaptively,  or  in  any  com- 
bination of  these.  The  establishment  of 
similar  hospitals  for  adults  would  be  an 
obvious  parallel. 

Institutional  goals  will  be  more  clearly 
defined  both  in  general  terms  and  in 
specifics  for  each  patient.  The  general  aims 
will  include:  (a)  the  support  of  maximal 

growth,  development  and  maturation  of 
each  patient  within  his  potential,  with  the 
hope  that  most  if  not  all  will  reach  in- 
creasing degrees  of  independence;  (b)  the 
alteration  of  those  symptoms  in  the 
patients,  in  their  families,  and  in  their  com- 
munity environment  which  precipitated  ad- 
mission; (c)  the  specific  treatment  of  men- 
tal retardation  or  of  the  superimposed 
handicaps;  and  (d)  the  discharge  of  the 
patient  as  soon  as  conditions  permit. 


Currently,  24-hour  care  is  the  main  pro- 
gram component  of  institutions.  We  expect 
this  facet  to  diminish  in  relative  and 
absolute  size  with  increasing  emphasis  on 
partial  hospitalization  and  on  outpatient 
activities.  Prehospitalization  services  will 
become  a particularly  important  phase  of 
ambulatory  care.  In  this  process  at  least  the 
following  will  be  determined:  (a)  the 

diagnosis,  (b)  the  factors  which  contribute 
to  the  need  for  hospitalization,  (c)  the 
available  alternatives  for  hospitalization, 
and  (d)  the  specific  goals  of  admission  and 
the  planned  interventions.  Diagnosis  will 
involve  many  more  issues  than  the  mere 
presence  or  absence  of  mental  retardation. 
In  addition  to  the  specific  medical  diagnosis, 
it  will  focus  on  symptomatology,  the  sever- 
ity of  retardation,  the  nature  of  other 
handicapping  conditions,  the  state  of  emo- 
tional development  of  the  patient,  the  de- 
gree of  family  integration  or  disintegration, 
and  the  educational  and  vocational  achieve- 
ments and  readiness  of  the  individual. 
Strong  emphasis  will  be  on  the  assets  of  the 
patient  as  well  as  on  his  liabilities,  and  on 
the  identification  of  remediable  conditions. 

Today  common  reasons  for  institutional 
placement  are:  (a)  the  retardation  is  of 

such  severe  degree  that  special  supportive 
services  are  required  for  survival;  (b) 
severe  superimposed  physical,  emotional 
and  behavioral  symptoms  aggravate  the 
conditions;  (c)  the  retarded  person  con- 
stitutes a danger  to  himself  or  to  others  in 
the  community;  (d)  the  patient  cannot  be 
cared  for  at  home  or  in  a foster  setting 
because  he  represents  too  much  of 
a physical  or  emotional  burden  on  others; 
(e)  the  home  conditions  are  inadequate  or 
no  family  is  available  to  care  for  the  re- 
tardate; and  (f)  necessary  community  re- 
sources are  either  absent  or  insufficient. 
We  expect  that  most  of  these  reasons  will 
still  prevail  during  the  next  decade,  though 
we  hope  that  the  variety  and  quantity  of 
community  resources  will  rapidly  increase. 
We  believe  that  in  clinical  practice  the 
assessment  of  the  need  for  admission  will 
be  judged  within  such  a framework. 

The  alternatives  for  hospitalization  in  this 
context  are  obviously  dependent  on  the 
availability  of  community  resources.  The 
final  determination  of  admission  will  repre- 
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sent  the  outcome  of  collaboration  between 
professionals,  parents,  and  community 
agencies,  taking  into  account  (a)  the  qual- 
ity and  quantity  of  available  community 
programs,  (b)  the  patient’s  needs,  and  (c) 
the  desires  and  readiness  of  the  family. 

Assuming  that  hospitalization  is  definitely 
indicated,  the  preadmission  process  will 
then  attempt  to  define  in  each  instance 
(a)  the  need  for  24-hour  care  as  contrasted 
with  partial  hospitalization,  (b)  the  specific 
goals  for  the  inpatient  phase,  (c)  the  antici- 
pated length  of  stay,  (d)  the  extent  to 
which  the  complex  emotional  reactions  at- 
tendant to  the  crisis  of  separation  must  be 
worked  through  prior  to  actual  admission, 
(e)  the  regimen  essential  to  assure  maximal 
general  growth  and  development  of  the 
patient,  and  (f)  the  specific  treatment, 
educational  and  other  types  of  interven- 
tions to  be  instituted. 

In  this  fashion  the  length  of  residential 
stay  will  be  shortened,  because  the  patient 
will  begin  to  benefit  from  meaningful  pro- 
grams on  his  day  of  admission.  During  the 
inpatient  phase  strong  emphasis  will  be 
placed  on  general  support  of  growth  and 
development,  on  small  group  activities,  on 
individualized  approaches,  on  utilization  of 
dyadic  relationships  between  the  patient 
and  his  therapist,  on  collateral  work  with 
family  members,  and,  last  but  not  least,  on 
dignified  humanism. 

Planning  for  early  release  will  begin  as 
soon  as  the  patient  enters.  Within  the  near 
future  there  should  be  no  need  for  any  in- 
dividual to  remain  in  an  institution  simply 
because  he  has  no  place  to  go.  Major  ef- 
forts, however,  will  have  to  be  exerted 
toward  the  development  of  sizable  foster- 
care programs  which  can  excellently  sub- 
stitute for  24-hour  care,  and  also  offer  the 
replacement  of  the  institutional  atmosphere 
with  an  environment  more  closely  re- 
sembling family  living. 

We  also  expect  significant  changes  to 
occur  in  the  over-all  characteristics  of  hos- 
pitals. We  anticipate  a continued  trend 
toward  locating  new  institutions  in  popula- 
tion centers  and  in  proximity  to  medical 
schools  and  other  settings  of  higher  learn- 
ing. This  development  should  have  a major 
influence  on  the  general  programs  of  the 
institutions,  and  more  particularly  on  two 


important  facets  of  them,  i.e.  training  of 
manpower  in  mental  retardation,  and  re- 
search. Traditionally,  institutions  have  been 
lagging  in  these  latter  respects. 

Hospitals  should  find  it  easier  to  develop 
closer  ties  with  health  resources  such  as 
medical  schools  and  general  medical  and 
surgical,  psychiatric  and  pediatric  hospitals. 
Similarly,  we  expect  stronger  liaisons  be- 
tween residential  settings  and  nearby  col- 
leges and  universities.  All  parties  should 
benefit  from  such  relationships.  For 
example,  through  affiliations  with  health 
resources  the  institutions  should  be  able 
to  obtain  specialized  medical  services  from 
hospitals  better  prepared  for  the  care  of 
complex  medical  conditions,  relieving  more 
of  their  own  manpower  for  individualized 
and  improved  general  services.  The  in- 
volvement of  faculty  members,  teachers  and 
students,  traditionally  has  produced  excite- 
ment and  improvement  in  the  institutional 
settings  and  frequently  represented  the  first 
step  in  the  development  of  research  pro- 
grams in  the  hospitals  for  the  retarded.10 

The  need  for  additional  manpower  will  be 
critical  as  the  community  programs  expand. 
In  the  past  the  large  institutional  setting 
represented  the  key  resource  for  manpower 
knowledgeable  in  mental  retardation.  Such 
training  has  been  primarily  at  the  practical 
level.  We  expect  that  the  emphasis  in  train- 
ing will  gradually  shift  to  more  formalized 
settings  of  learning,  including  the  entire 
gamut  of  educational  institutions  from  com- 
munity colleges  to  graduate  schools.  All 
these  settings  will  need  training  laboratories 
and  the  residential  institutions  are  well 
suited  for  the  practicum  training  of  a 
variety  of  professionals  and  semiprofes- 
sionals, e.g.  medical  students,  graduate 
physicians,  psychologists,  social  workers, 
nurses,  etc.  In  research  the  situation  is 
similar.  Academic  faculties  are  traditionally 
involved  in  research  and  need  laboratories. 
Hospitals  for  the  mentally  retarded  repre- 
sent an  excellent  resource  particularly  for 
applied  and  clinical  research.  They  are 
ideal  for  experimentations  in  new  tech- 
niques of  patient-management,  and  in  pro- 
gram evaluation. 

One  particular  type  of  university-based 
unit  is  of  major  importance  in  these  re- 
spects, namely,  the  university  affiliated 
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clinical  facilities  for  mental  retardation. 
They  carry  a major  responsibility  for  the 
training  of  professional  manpower  relevant 
to  mental  retardation  and  a limited  respon- 
sibility for  research.  Most  of  them  will 
have  their  own  laboratories  but  will  benefit 
from  the  added  resources  of  the  large 
institutions. 

Today’s  major  technologic  advances  will 
also  result  in  a host  of  changes  in  institu- 
tional practices  involving  essentially  every 
facet  of  the  program  from  housekeeping  to 
direct  patient  care.  For  example,  in  recent 
years  we  had  the  opportunity  to  observe 
the  benefits  that  can  be  obtained  from  auto- 
mated tracking  of  patients.6'9-11'13  Such  a 
system  can  follow  the  patients  from  first 
contact,  through  the  preadmission  phase, 
the  24-hour  care  period,  the  aftercare  ser- 
vice, ultimately  to  discharge.  Alerting  de- 
vices can  be  developed  for  morbidity,  mor- 
tality or  for  tracking  the  patients  for 
involvement  or  lack  of  involvement  in 
specified  programs.  Bed  utilization  can  be 
improved  and  administrative  decisions  can 
be  based  on  factual  information  rather  than 
on  assumptions.  We  anticipate  that  the  de- 
velopment of  such  systems  will  become 
quite  common  in  the  institutions  in  the 
1970’s. 

The  community  orientation  of  institutions 
will  continue  to  advance  at  an  increasing 
rate.  Admission  policies  and  patient-man- 
agement practices  will  be  constantly  modi- 
fied in  accordance  with  the  identified  needs 
of  the  surrounding  communities.  In  addi- 
tion, new  arrangements  between  the  resi- 
dential settings  and  the  general  citizenry 
will  represent  expanded  channels  of  com- 
munication between  the  hospital  and  the 
community.  The  part-time  employment  of 
young  people  and  older  persons,  and  the  in- 
creasing involvement  of  parents  and  other 
volunteers  are  examples  of  such  possible 
new  contacts.  We  expect  that,  within  a 
decade,  full  integration  of  the  hospital  pro- 
grams into  the  total  network  of  services 
will  be  well  on  its  way. 

In  closing,  let  us  return  to  the  State  of 
Tennessee.  In  our  judgment  it  is  ideally 
suited  as  a location  for  a natural  experi- 
ment in  comprehensive  program  develop- 
ment for  the  retarded.  It  has  a new  hos- 
pital, a university  affiliated  facility,  and  an 


excellent  opportunity  for  the  development 
of  community  programs.  Let  us  for  the 
moment  assume  that  the  “free  choice  prin- 
ciple,”11 recently  advocated  by  members 
of  the  President’s  Committee,  becomes  a 
reality  and  that  all  our  predictions  will 
come  true.  Parents  of  the  retarded  in  Ten- 
nessee then  will  be  in  an  excellent  position 
to  select  the  location  for  care,  treatment, 
education,  and  rehabilitation  of  their  chil- 
dren from  among  a variety  of  alternatives. 
The  scene  would  then  be  set  for  healthy 
competition  among  programs.  The  better 
and  more  responsive  ones  would  survive 
and  the  inadequate  and  irrelevant  ones 
would  soon  disappear.  We  feel  confident 
that  under  these  circumstances  the  new 
Arlington  Hospital  and  Training  School  will 
establish  an  important  role  for  itself  and 
thereby  prove  its  value  and  viability. 
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Gailor  Mental  Health  Center* 

Premature  Ejaculation 

DR.  RAY  HAYWORTH,  Chief  Resident 
in  Psychiatry:  The  case  for  today  is  a 25  year 
old  Negro,  single,  who  presented  at  the  Gailor 
Mental  Health  Center  with  the  complaint  of  hav- 
ing a “mental  block  toward  girls.”  This  term  re- 
fers to  his  inability  to  adequately  function  sex- 
ually due  to  premature  ejaculation,  which  occurs 
prior  to  intromission,  and  which  results  in  feel- 
ings of  extreme  disgust,  anger,  and  embarrass- 
ment on  the  part  of  the  patient.  His  appeal  for 
help  at  this  time  was  prompted  by  the  fact  that 
his  girlfriend  recently  left  him,  allegedly  because 
of  his  sexual  inadequacies. 

History  of  the  Presenting  Complaint:  The 

patient  has  been  aware  of  his  problem  for 
many  years,  dating  back  to  his  early  teens. 
His  first  attempt  at  intercourse  was  allegedly 
at  age  14,  at  which  time  he  ejaculated  after 
heavy  petting  and  was  unable  to  complete  the 
act  of  intercourse.  He  subsequently  felt  humili- 
ated and  ashamed.  These  feelings  were  com- 
pounded by  the  ridicule  which  he  received  from 
his  peers,  both  male  and  female,  after  the  girl- 
friend with  whom  he  was  involved  spread  the 
story  of  the  patient’s  inability  to  complete  the 
sex  act.  Subsequently,  the  patient  withdrew 
from  contact  with  girls  entirely,  aware  of  feeling 
afraid  and  uncomfortable  in  their  presence. 

His  second  attempt  at  intercourse  was  at  age 
18,  again  with  the  result  of  premature  ejaculation 
and  subsequent  feelings  of  extreme  humiliation. 
He  then  refrained  from  any  further  attempts  at 
sexual  intercourse  until  approximately  one  year 
ago,  at  which  time  he  was  seduced  by  a woman 
some  15  years  older  than  himself,  and  found, 
much  to  his  surprise,  that  he  was  able  to  com- 
plete the  sex  act.  He  attributed  this  success  to 
his  liberal  use  of  alcohol,  but  subsequent  at- 
tempts to  allay  his  anxiety  by  this  means  have 
proven  unsuccessful  in  that  he  becomes  intoxi- 
cated to  the  point  of  not  being  able  to  participate 
further  in  sexual  play.  All  subsequent  attempts 
at  intercourse  have  been  unsuccessful,  due  to  the 
persistence  of  premature  ejaculation.  Recent 
physical  examination  revealed  no  genito-urinary 
disease. 

In  recent  weeks  the  patient  has  been  con- 
stantly tense  and  anxious,  preoccupied  with 
thoughts  of  his  departed  girlfriend,  with  in- 
somnia and  anorexia  of  a moderate  degree. 
However,  he  has  continued  to  work  regularly  at 
his  job  as  a delivery  truck  driver. 


*From  the  Department  of  Psychiatry,  Uni- 
versity of  Tennessee  College  of  Medicine,  Mem- 
phis, Tennessee. 


Past  Medical  History:  The  past  medical  his- 

tory is  negative  except  for  a long  history  of 
epigastric  discomfort  when  anxious.  The  patient 
has  been  evaluated  on  several  occasions  for  these 
complaints,  with  no  physical  or  radiographic 
evidence  of  pathology. 

Background  and  Developmental  History:  The 
patient  is  the  third  of  9 children  and  is  the 
oldest  male  child.  He  spent  the  first  9 years  of 
his  life  with  his  maternal  grandparents  while 
both  of  his  parents  worked.  He  was  “spoiled” 
by  his  grandmother  prior  to  her  death  when  the 
patient  was  9 years  of  age.  He  subsequently 
lived  in  the  home  of  his  parents.  His  mother, 
only  14  years  older  than  the  patient,  is  described 
by  him  as  “kind”  and  “loving,”  and  “always 
seemed  like  an  older  sister  to  me.”  Father  is 
described  as  a large,  strong  man  who  was  very 
harsh  and  strict,  demanding  too  much  from  the 
patient  in  the  area  of  academic  and  athletic 
performance.  The  father  had  been  quite  suc- 
cessful in  these  areas  and  expected  as  much  or 
more  from  his  son,  to  the  extent  that  the  father 
seemed  to  want  to  relive  his  own  youth  through 
the  activities  of  his  son.  The  patient  related  of 
frequently  being  beaten  severely  by  his  father, 
for  which  he  (the  son)  was  forced  to  strip  to 
the  nude,  and  for  which  the  patient  often  did 
not  understand  the  reason. 

The  patient  had  a childhood  fear  of  horses, 
was  enuretic  to  age  7,  and  as  a child  had  recur- 
rent dreams  of  being  chased  by  man-eating 
animals.  He  denied  any  problems  associated  with 
school.  School  performance  was  below  average, 
and  the  patient  had  few  friends.  He  was  active 
in  athletics,  participating  on  the  school  football, 
baseball,  and  basketball  teams  prior  to  quitting 
school  after  the  tenth  grade,  allegedly  because 
of  his  father’s  attitude. 

Except  for  a few  episodes  of  mutual  masturba- 
tion during  adolescence,  the  patient  denied  any 
homosexual  activity  or  ideation.  His  masturba- 
tion has  always  been  associated  with  heterosex- 
ual fantasies.  He  related  of  frequently  sleeping 
with  his  mother  when  his  father  was  working  at 
night.  This  activity  was  allegedly  at  mother’s 
suggestion,  “because  she  was  scared,  and  I was 
the  oldest  boy,”  and  persisted  into  early  adoles- 
cence. During  his  childhood,  the  patient  fre- 
quently observed  his  grandparents  in  the  act  of 
intercourse,  and  later  often  overheard  his  par- 
ents when  they  were  similarly  engaged.  The 
experiences  were  always  interpreted  by  him  as 
inflicting  pain  and  injury  to  the  female  partner. 

The  patient  has  always  preferred  to  be  alone 
rather  than  with  other  people  and  lives  alone. 
He  relates  of  having  always  been  suspicious  of 
people  and  their  intent  and  feels  that  most  people 
do  not  like  him.  He  is  a spasmodic  drinker  and 
denies  the  use  of  any  drugs. 

At  this  point,  we’ll  ask  Mrs.  Chambers  for  any 
additional  information  she  may  have. 

MRS.  JEAN  CHAMBERS,  Psychiatric 
Social  Worker:  A visit  was  made  to  the 


February,  1970 


STAFF  CONFERENCE 


131 


patient’s  38  year  old  mother  in  her  home, 
where  the  patient  had  lived  until  a few 
weeks  prior  to  his  coming  to  the  clinic. 
The  mother  was  pleasant,  cooperative,  and 
intelligent,  and  interested  in  her  son.  She 
related  that  the  patient  was  born  at  home, 
by  midwife,  and  weighed  11  lbs.  at  birth. 
He  and  his  parents  lived  with  the  maternal 
grandparents.  Three  years  later  his  parents 
moved  to  a home  of  their  own,  leaving  the 
patient  and  two  other  siblings  with  the 
grandparents.  The  patient  was  a healthy 
baby,  ate  and  slept  well,  with  no  known 
history  of  serious  illnesses  or  accidents.  He 
was  considered  slightly  slower  in  develop- 
ment than  the  other  children  in  the  family. 
He  was  “different”  also,  in  that  he  was 
quiet,  easy-going,  and  nonaggressive.  When 
he  was  9 years  of  age,  the  patient’s  grand- 
mother died;  and  he  came  to  live  with  his 
parents,  learning  for  the  first  time  that  his 
grandmother  was  not  his  real  mother.  Until 
this  time,  he  had  been  told  his  natural 
mother  was  a sister.  He  had  been  greatly 
indulged  by  his  grandmother,  grieved  for 
her  after  her  death,  found  it  difficult  to 
share  with  the  younger  children  who  had 
been  born  to  the  parents,  and  refused  to 
call  his  mother  “mama,”  for  which  he  was 
severely  whipped  by  his  father.  From  the 
sixth  grade  on,  the  patient  had  academic 
difficulty,  finally  dropping  out  of  school 
after  completing  the  tenth  grade.  He  did 
have  friends,  dated  some,  and  within  the 
past  year  had  gone  with  two  girls.  The 
first,  a quiet,  easy-going  girl,  he  dropped. 
The  second  with  whom  he  was  in  love,  ap- 
parently did  not  return  his  affection,  which 
is  a source  of  great  distress  to  him.  He  has 
recently  been  drinking  excessively,  causing 
his  father  to  tell  him  to  move  out.  This  the 
patient  did  and  subsequently  has  had  little 
to  do  with  his  parents. 

DR.  HAYWORTH:  Thank  you,  Mrs. 

Chambers.  Now  let’s  hear  from  Dr.  Battle, 
our  psychologist. 

DR.  ALLEN  BATTLE,  Clinical  Psychol- 
ogist: The  patient  was  examined  by 

means  of  the  Rorschach  technique  and 
Bender  Visual  Motor  Gestalt  Test.  He 
was  reserved  but  cooperative  and  pre- 
sented a rich  record  with  much  verbal 
elaboration.  As  to  the  result  of  the  exami- 
nations, this  is  an  individual  who  is  severely 


lacking  in  self-concept.  He  is  desperately 
in  need  of  human  contact  but  finds  him- 
self reaching  in  vain  for  others.  He  tends 
to  see  himself  as  physically  like  a woman 
rather  than  a strong,  burly  male.  He  also 
has  tendency  regard  himself  as  less  than 
human  and  to  be  associated  with  those 
things  which  are  weak  and  disgusting  to 
other  people.  In  the  sexual  sphere,  he  is 
likely  to  operate  on  the  basis  of  his  percep- 
tion of  himself  as  weak  and  clumsy.  As  a 
matter  of  fact,  the  patient’s  entire  person- 
ality structure  indicates  this  same  hesi- 
tancy and  fearfulness  which  he  shows  in 
the  specific  sexual  area.  At  a deep  sym- 
bolic level,  it  is  likely  that  the  patient 
finds  females  to  be  hard,  ungiving,  resistant 
individuals  who  do  not  fulfill  their  basic 
function  unless  forced  by  a man  to  do  so. 
With  his  poor  self-concept  and  feelings  of 
inadequacy,  that  undertaking  is  totally  be- 
yond his  capabilities.  In  overall  perspective, 
the  personality  structure  of  this  man  is  such 
as  to  affect  his  functioning  far  beyond  the 
sexual  sphere,  which  appears  to  be  his 
presenting  complaint.  Actually  the  prob- 
lem as  seen  on  psychological  examinations 
would  affect  his  relationship  with  all  peo- 
ple and  certainly  his  own  ability  to  wander 
freely  within  the  confines  of  his  own  mind. 
There  is  no  evidence  of  psychosis,  but  the 
personality  structure  is  entirely  in  keeping 
with  a psychoneurotic  level  of  adjustment. 

DR.  HAYWORTH:  Before  continuing 

any  further,  we’ll  now  bring  the  patient 
in  and  talk  with  him,  then  open  the  floor 
for  discussion  of  the  case. 

Interview  with  the  patient:  The  patient 
is  a tall,  somewhat  thin  Negro  man,  who 
continues  to  wear  a small  cap  throughout 
the  interview.  His  speech  is  soft,  unso- 
phisticated, heavy  in  dialect,  but  coherent 
and  logical  in  progression.  He  has  a super- 
ficial, anxious  laugh,  but  there  is  some  evi- 
dence of  underlying  depression.  He  talks 
briefly  about  his  discomfort  in  the  presence 
of  women,  and  indicates  he  has  always  been 
afraid  of  girls.  He  also  mentions  that  he 
can  recall  hating  his  father  for  the  numer- 
ous beatings  the  father  gave  him  as  a child, 
of  how  he  had  never  wanted  to  be  like  his 
father,  and  of  how  he  had  never  been  able 
to  express  any  of  these  feelings  to  his  fa- 
ther. By  contrast,  his  mother  was  seen  by 
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him  as  much  kinder,  more  understanding, 
and  at  times  protective  of  him.  The  specific 
area  of  the  patient’s  sexual  difficulty  was 
purposely  avoided  in  the  interview  situa- 
tion. 

DR.  HAYWORTH:  I think  we  have 

plenty  of  material  here  for  a good  discus- 
sion. Before  going  into  the  diagnostic  and 
dynamic  considerations  in  this  particular 
patient,  I would  like  to  ask  Dr.  Akiskal 
to  discuss  the  etiology  of  impotence  in  gen- 
eral, since  premature  ejaculation  is,  of 
course,  one  form  of  the  latter. 

DR.  HAGOP  AKISKAL,  Resident  in  Psy- 
chiatry: Actually,  this  patient  does  present 
with  a form  of  impotence,  and  our  task  is 
to  determine  whether  this  is  symptomatic 
of  another  illness,  or  is  it  an  illness  in  it- 
self, an  isolated  psychosexual  disturbance 
unrelated  to  any  other  psychiatric  disorder. 
Impotence  may  be  defined,  for  our  pur- 
poses here,  as  the  inability  of  the  human 
to  have  orgasm  with  the  penis  in  the  vagina. 
Difficulties  in  this  complex  “psychoneural” 
process  could  occur  at  three  possible  levels: 

(1)  Inability  to  start  an  erection,  result- 
ing in  total  impotence. 

(2)  Inability  to  maintain  an  erection 
with  varying  degrees  of  potency,  resulting 
in  premature  ejaculation. 

(3)  Inability  to  terminate  an  erection 
with  ejaculation,  through  maintaining  a 
strong  erection,  resulting  in  retarded  ejacu- 
lation. This  category  is  quite  rare.  Most 
cases  of  impotence  fit  somewhere  between 
the  first  and  second  categories  as  does  our 
patient  today. 

Now,  as  to  the  general  etiology  of  im- 
potence, one  must  first  attempt  to  rule  out 
organic  etiologies — neurological  lesions  and 
diabetes  mellitus  in  particular.  Physical 
exhaustion  would  be  a reversible  “organic” 
cause;  here  the  pathogenesis  is  often  com- 
pounded by  psychosocial  factors,  e.g.  fi- 
nancial worries. 

Impotence  may  be  one  symptom  of  a 
serious  mental  disorder,  with  depression, 
especially  the  endogenous  variety,  being  the 
cardinal  example.  Schizophrenia  may  also 
do  the  same.  Other  causes  may  be  a frigid 
wife,  fear  of  detection,  fear  of  venereal 
diseases,  fear  of  impregnating  the  girl,  to 
mention  some  of  the  more  common  ones. 


DR.  HAYWORTH:  With  regards  to  this 
particular  patient,  it  seems  to  me  that  we 
must  consider  this  man’s  sexual  inadequacy 
on  a psychogenic  basis,  and  that  this  basis 
is  actually  a composite  of  several  factors. 
First  of  all,  there  are  the  obvious  elements 
of  feelings  of  inadequacy  and  anxiety.  These 
two  factors  would  seem  to  be  the  result  of, 
first  of  all,  a fear  of  failure,  based  on  experi- 
ence. Certainly  from  the  history,  we  have 
ample  evidence  for  making  this  assumption. 
This  is,  in  effect  then,  a conditioned  re- 
sponse which  the  patient  has  come  to  ex- 
pect. Any  comments  about  this  point? 

DR.  AKISKAL:  I agree.  Our  patient 

failed  at  the  age  of  14.  Certainly  this  is 
not  unusual  for  a youngster  at  that  age 
having  his  first  encounter  with  the  art  of 
love.  In  this  case,  the  girl  ridiculed  him 
publicly  and  privately,  thus  compounding 
the  psychopathology  by  humiliating  his 
masculine  ego  in  his  peer  group,  the  social 
setting  in  which  he  operated.  He  failed 
on  that  first  attempt  and  the  resultant  hu- 
miliation, fear,  and  anger  prevented  future 
success.  This  negative  reinforcement  re- 
peated over  the  years  served  to  establish 
the  neurosis,  i.e.  by  conditioning.  The  re- 
petitive pattern  of  failure  has  given  rise 
to  a tremendous  amount  of  secondary  anxi- 
ety, and  a vicious  cycle  ensues.  His  only 
success  was  with  an  older  woman.  Per- 
haps this  was  because  she  was  outside  his 
world,  outside  the  realm  of  humiliation. 
Apparently  alcohol  at  that  time  facilitated 
his  performance  by  its  “uninhibiting”  effect. 
However,  more  alcohol  would  suppress  sub- 
cortical centers  to  the  extent  of  almost 
total  impotence,  as  our  patient  subsequently 
came  to  learn. 

DR.  HAYWORTH:  In  considering  some 
of  the  other  factors  that  are  important  in 
this  case,  I think  there  is  sufficient  evidence 
to  indicate  anxiety  on  the  basis  of  a fear 
of  being  truly  masculine  in  a sexual  sense, 
for  fear  of  injuring  the  woman.  This  pa- 
tient’s history  is  abundant  in  material  to 
indicate  an  association  by  the  patient  of 
masculine  sexual  aggression  with  resultant 
injury  and  pain  to  the  female  partner. 
For  example,  he  relates  of  overhearing  his 
parents  engaged  in  intercourse  and  of  in- 
terpreting his  mother’s  screams  as  indica- 
tive of  pain  and  injury  to  her.  He  also  had 
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a similar  impression  of  his  grandparents’ 
sexual  activity. 

Also,  I think  we  have  sufficient  material 
to  indicate  a genuine  fear  of  being  injured, 
i.e.  castration  anxiety,  in  association  with 
sexual  intercourse.  Here  I think  the  impor- 
tant factors  are  the  fantasied  incestuous 
desires  of  the  patient  and  the  fantasied 
retaliation  by  the  father,  who  then,  as  we 
have  seen,  gave  the  patient  ample  realistic 
evidence  of  his  retaliatory  powers,  which 
undoubtedly  had  a profound  intraphysic 
impact  on  the  patient.  Another  factor  I 
would  like  to  point  out  is  the  hostile,  frus- 
trating component  of  this  patient’s  present- 
ing symptom.  Mother  was  apparently  quite 
protective  of  the  patient,  and  in  being  so, 
in  effect,  diminished  his  “manliness”  even 
further.  In  addition,  she  was  covertly,  if 
not  in  fact,  overtly,  seductive  with  the 
patient.  At  the  same  time  she  was,  of 
course,  a forbidden  sexual  object.  The  hos- 
tility which  would  undoubtedly  arise  from 
these  latter  two  features  is  now  generalized 
to  include  all  females,  and  I feel  this  is  an 
important  factor  in  the  dynamics  of  this 
case. 

DR.  AKISKAL:  I look  at  this  patient’s 
illness  in  two  ways.  First  of  all,  his  im- 
potence may  simply  represent  a con- 
ditioned neurosis,  as  has  been  discussed. 
Secondly,  there  are  indications  of  neu- 
roticism  throughout  his  entire  life,  and  it 
can  be  postulated  that  he  had  a “neurotic 
constitution”  before  his  masculinity  failed 
at  age  14.  The  traumatic  experience  at  that 
time  fixated  his  anxiety  in  the  sexual 
sphere,  and  the  fear  of  sexual  failure  has 
accentuated  and  perpetuated  an  already 
existing  neurosis. 

Therefore,  this  is  basically  an  insecure 
individual  whose  insecurity  is  manifested 
somatically  at  the  sexual  and  gastrointes- 
tinal levels  and  psychologically  as  feelings 
of  depression,  worthlessness,  and  impaired 
masculine  pride.  I see  his  impotence  as 
only  a symptom,  albeit  the  cardinal  symp- 
tom of  his  illness. 

DR.  HAYWORTH:  There  are  other  im- 
portant factors  that  should  be  considered. 
These  include  the  negative  identification 
with  father,  the  blurring  of  identity  and 
gender  lines,  over  dependence  on  mother, 
and  extremely  poor  masculine  identification 


in  general.  In  addition,  there  is  evidence 
of  a rather  schizoid  and  paranoid  life  ad- 
justment. As  has  already  been  pointed  out 
by  Dr.  Battle,  basic  to  all  of  these  features 
is  an  extremely  poor  self-concept. 

Diagnostically,  I think  this  patient  fits 
best  in  the  category  of  an  anxiety  neurosis 
in  an  inadequate  personality.  Now  let’s  con- 
sider the  treatment  implications  and  possi- 
bilities with  this  patient.  It  is  my  opinion 
that  he  can  respond  to  psychotherapy — 
psychotherapy  that  is  oriented  toward  es- 
tablishing a meaningful  relationship  with 
the  patient  first  of  all,  and  toward  insight 
into  the  specific  areas  that  have  been  out- 
lined. 

Dr.  Fink,  you  probably  have  some  rec- 
ommendations as  to  the  most  effective 
means  of  treating  a patient  such  as  this 
one.  Let’s  hear  some  of  your  views. 

DR.  ROBERT  FINK,  Resident  in  Psy- 
chiatry: In  the  treatment  of  this  patient, 

the  hope  is  that  through  a program  designed 
at  symptom  relief,  there  will  be  a con- 
comitant increase  in  self-esteem  which  will 
decrease  his  feelings  of  inadequacy  and 
anxiety.  I would  doubt  that  a therapeutic 
relationship  with  the  expectations  of  devel- 
oping insight  and  working  through  a trans- 
ference situation  would  be  fruitful  in  this 
particular  patient.  Some  of  the  more  recent 
techniques  which  might  be  tried  with  this 
patient  are  based  on  implosive  and  be- 
havioral methods. 

In  using  the  implosive  method,  as  de- 
scribed by  Kirchner,  one  would  begin  with 
the  superficial  acts  which  cause  the  anxiety. 
The  therapist  vividly  describes  this  scene 
and  works  through  the  conflict  on  a four- 
stage  level  until  he  reaches  the  core  conflict, 
which  is  on  the  most  infantile  level.  In  this 
case  the  therapist  would  begin  to  describe 
the  scene  of  sexual  intercourse,  using  the 
language  and  feelings  of  the  patient.  He 
would  then  continue  his  description  until 
he  would  focus  on  the  relationship  of  the 
patient  and  his  father.  The  final  descriptive 
scene  would  be  patient  mutilating  his  fa- 
ther’s genitals  and  being  the  victor  in  the 
Oedipal  conflict.  These  scenes  are  repeated 
by  the  therapist  on  a weekly  basis,  and  the 
progress  of  the  patient  evaluated  after  about 
two  months  to  see  whether  there  is  any 
effect  on  his  sexual  performance.  The  thera- 
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pist  should  be  prepared  to  be  laughed  at 
(by  patient  and  colleagues) , but  the  efficacy 
of  this  approach  has  been  shown  in  several 
cases.  A desensitization  technique  often  em- 
ployed in  treating  phobias  which  has  been 
used  successfully  by  Wolpe  and  others 
might  be  helpful  for  this  patient.  In  their 
procedure  the  woman  is  seen  as  the  phobic 
object  along  with  the  act  of  successful 
fruition  of  sexual  intercourse.  The  thera- 
pist would  then  describe  this  scene  vividly, 
first  having  the  patient  imagine  himself 
viewing  a woman  from  a great  distance  and 
the  sexual  act  in  Lilliputian  size.  The  pa- 
tient is  encouraged  to  verbalize  this  scene 
and  begin  to  bring  the  image  closer  to  him- 
self and  in  life  size.  He  is  asked  to  repeat 
this  procedure  on  several  occasions  with  the 
hope  of  extinguishing  the  phobic  response, 
thus  lessening  anxiety,  and  with  the  hope 
of  improving  performance.  I would  be  in- 
clined to  use  one  of  these  methods  with 
this  patient. 

DR.  HAYWORTH:  You  might  well  be 
right.  In  the  time  that  remains,  let’s  hear 
from  Dr.  Hancock. 

DR.  HANCOCK,  Associate  Professor  in 
Psychiatry:  Dr.  Akiskal  has  discussed  im- 
potence in  an  excellent  manner,  and  some 
of  the  psychodynamics  of  the  Oedipal  situ- 
ation have  been  mentioned.  I would  like 
to  emphasize  specifically  the  castration  fear, 
which  is  quite  prevalent  in  the  causation 
of  impotence.  The  history  of  this  patient 
shows  that  the  elements  of  castration  fear 
have  been  played  out  over  and  over  in  the 
patient’s  life.  He  has  had  the  experience 
of  sleeping  with  mother,  was  quite  close 
to  her,  and  was  punished  severely  by  fa- 
ther on  a reality  level  for  not  excelling  in 
school  or  athletics.  On  an  unconscious  level, 
the  patient  might  well  feel  that  he  was 
being  punished  for  his  incestuous  feelings 
toward  both  his  mother  and  grandmother. 
It  is  as  if  the  patient’s  life  script  reads, 
“You  cannot  be  successful  until  your  father 
dies.” 

As  far  as  treatment  is  concerned,  my 
experience  with  drugs  has  not  been  success- 
ful. I have  found  intensive  psychotherapy 
to  be  more  practical.  It  is  a well-known  fact 
that  the  excessive  use  of  alcohol  may  cause 
impotence.  This  patient  drinks  enough  to 
get  up  the  courage  to  approach  a woman, 


then  drinks  more,  and  is  unable  to  perform 
any  further.  The  same  problems  arise  with 
the  use  of  drugs,  in  that  they  may  relieve 
anxiety  but  render  the  patient  impotent  on 
a pharmacological  basis. 

I think  Dr.  Hayworth  is  headed  in  the 
right  direction  in  treating  the  patient,  i.e. 
with  insight-oriented  psychotherapy,  and  I 
recommend  that  emphasis  be  placed  on  the 
patient’s  real  and  fantasied  fears  of  his  fa- 
ther. It  will  be  interesting  to  see  if  the 
patient  will  remain  in  therapy  long  enough 
for  the  areas  outlined  today  to  be  adequate- 
ly evaluated  and  worked  through. 

Epilogue 

It  is  interesting  to  note  that  following 
the  Staff  Conference  at  which  this  patient 
was  presented,  and  which  is  reviewed  here- 
in, the  patient  failed  to  return  for  any  sub- 
sequent appointments,  and  all  attempts  at 
contacting  him  were  to  no  avail.  This  is 
indeed  unfortunate,  primarily  because  we 
can  therefore  only  speculate  as  to  his 
reasons  for  terminating  therapy.  Among 
the  possible  factors  would  be  that  the  Staff 
Conference  in  itself  was  too  overwhelming 
to  the  patient,  or  his  performance  there 
may  have  been  perceived  by  him  as  another 
indication  of  his  own  inadequacy.  He  may 
have  concluded  that  he  was  beyond  help, 
since  no  new  solutions  were  offered  to  him 
at  that  time,  or  he  may  have  felt  unworthy 
of  all  the  effort  being  exerted  in  his  be- 
half. On  the  other  hand,  he  may  have  felt 
that  therapy  to  that  point  (a  total  of  six 
therapy  hours)  had  been  of  no  benefit  to 
him  and  was,  therefore,  not  worth  the  effort, 
or  he  may  have  found  the  developing  trans- 
ference situation  in  therapy  too  uncomfort- 
able to  continue  any  further.  Other  pos- 
sible reasons  exist  for  his  discontinuing 
therapy,  but  those  listed  seem  among  the 
most  likely. 

This  subsequent  development,  i.e.  the 
termination  of  therapy,  is  mentioned  only 
to  point  out  that  while  the  discussion  and 
considerations  given  in  this  Staff  Confer- 
ence Report  are  theoretically  sound  and 
contribute  to  our  understanding  the  patient, 
they  are  not  always  effective  from  the 
standpoint  of  providing  a “cure”  for  the 
patient  and  raise  the  question  as  to  other 
treatment  modalities  which  may  be  more 
effective. 


SPECIAL-MEDICAID 

PAYMENTS  FOR  MEDICAID  UPPED  . . . The  State  of  Tennessee's  Medicaid 
Advisory  Committee  has  announced  a revised  reimbursement  schedule  of 
payments  for  physicians'  services  under  the  state  Medicaid  program  that 
began  on  January  1,  1970  • . . Doctors  will  receive  their  usual  and 
customary  fees  for  office  visits  by  Medicaid  patients  . . . Other 
services  such  as  care  in  hospitals  by  physicians  remain  at  the  50%  level 
. . • Usual  and  customary  charges  are  limited  under  the  Federal  law  to 
the  75th  percentile,  but  this  level  should  cover  practically  all  office 
visit  charges  in  Tennessee.  Payments  for  any  services  rendered  by 
physicians  other  than  office  visits,  remain  at  the  level  of  50%  of  usual 
and  customary  charges.  # # 

SUMMARY  OF  KEY  ACTIONS  OF  AMA  HOUSE  OF  DELEGATES 

NUMEROUS  ACTIONS  TAKEN  BY  AMA  HOUSE  . . . From  November  30  to  December  3, 
1969,  the  AMA  House  of  Delegates  acted  upon  99  items  of  business  . . . 
This  included  22  reports  from  the  Board  of  Trustees  and  66  resolutions 
• . . One  of  the  key  items  considered  was  a planning  and  development 
report  accepted  by  the  House  . . . The  House  voted  to  establish  an  ad  hoc 
committee  on  Long-Range  Planning  and  Development  and  consisting  of  nine 
members.  It  will  study  and  make  recommendations  concerning  the  struc- 
turing of  and  the  charge  to  a permanent  Committee  on  Long-Range  Planning 
and  Development,  and  report  its  recommendations  to  the  House  at  the  1970 
annual  convention  . • • The  majority  and  minority  reports  will  be 
forwarded  to  state  and  county  medical  associations  for  specific  action 
by  their  governing  bodies  as  they  deem  warranted. 

* ❖ * ❖ * 

MARIHUANA  . . . The  House  adopted  a policy  statement  calling  marihuana  a 
dangerous  drug  and  a public  health  concern.  The  action  stated  that  "the 
sale  and  possession  of  marihuana  should  not  be  legalized  ...  If  all 
controls  on  marihuana  were  eliminated,  potent  preparations  would  dominate 
the  market,  and  if  the  potency  were  legally  controlled,  predictably 
there  would  be  an  illicit  market  for  the  more  powerful  forms — leading  to 
more  serious  medical  and  social  consequences.  A more  effective  and 
continuing  education  program  to  all  segments  of  the  population  on  this 
subject  was  urged."  * * * 

PRIVATE  PRACTICE  OF  MEDICINE  . . . The  House  took  the  following  action  to 
support  private  practice:  "Whereas,  the  private  practice  of  medicine  is 

still  believed  to  be  the  best  method  of  serving  mankind's  medical  needs; 
and  there  is  no  specifically  designated  method  in  organized  medicine  for 
the  promotion  of  private  practice  ; It  is  resolved  that  the  House  of 
Delegates  establish  a Committee  on  Private  Practice,  which  shall  consist 
of  nine  active  members  of  the  association  to  be  constituted  as  a stand- 
ing committee  of  the  Council  on  Medical  Service,  a council  of  the  AMA 
House  of  Delegates."  The  functions  of  the  committee  will  be  to  encour- 


age  and  promote  the  private  practice  of  medicine  and  to  help  the  private 
practitioner  improve  his  method  of  providing  medical  care  and  the 
utilization  of  allies  . . . Similar  committees  will  be  urged  to  the 
various  state  medical  associations. 

INSTITUTE  FOR  BIOMEDICAL  RESEARCH  . . . Reluctantly,  the  House  took  action 
to  discontinue  operation  of  the  Institute  for  Biomedical  Research. 

The  action  was  taken  as  a result  of  the  cost  involved.  The  report 
acknowledged  the  multi-million  dollar  cost  to  AMA  for  maintenance  and 
operation  of  the  Institute  and  a change  to  another  location,  and  the 
possibility  of  obtaining  outside  funds*  Due  to  increasing  costs  and 
the  lack  of  sufficient  revenue  to  operate  the  Institute,  it  will  be 
discontinued  as  soon  as  the  Board  of  Directors  of  AMA-ERF  can  consummate 
the  action.  * # # * 

MEDICINE  AND  GOVERNMENT  . . . The  House  affirmed  its  support  of  the 
concept  of  regional  medical  programs  as  enacted  in  P.L.  89-239,  and 
urged  members  to  help  guide  regional  medical  programs  in  the  tradition 
of  the  private  practice  of  medicine  . • • Expressed  its  "firm  opposition 
to  on-sight  auditing  in  physicians'  offices  of  tax-supported  programs 
by  representatives  of  governmental  agencies"  . . • Urged  problems 
between  physicians,  intermediaries  and  governmental  agencies  be  referred 
to  local  peer  review  committees. 

* * * * * 

COST  OF  CARE  . . . The  House  expressed  deep  concern  about  the  increasing 
cost  of  hospital  care  service  and  urged  joining  with  the  American 
Hospital  Association  to  develop  and  institute  cost  control  measures 
for  hospital  services  * . • Reaffirmed  its  endorsement  of  the  tax  credit 
plan  and  urged  the  Board  of  Trustees  to  give  this  plan  the  strongest 
support  and  the  widest  publicity  among  members  of  AMA  and  the  public 
. . . Urged  all  state  medical  associations  to  submit  realistic 
proposals  which  they  believe  could  be  developed  as  AMA  proposals  for 
effective  and  widely  available  medical  care  insurance  or  prepayment 
plans  . . . Also  in  connection  with  cost,  the  House  recognized  that 
various  news  media  and  agencies  of  the  Federal  government  routinely 
blame  the  medical  profession  for  the  rising  cost  of  health  care,  includ- 
ing the  AMA  and  private  physicians  . . • The  media  and  agencies  also 
use  the  erroneous  expression  "health  care"  when  they  should  use  the 
correct  term  "medical  care."  # # ^ # 

OTHER  ACTIONS  OF  THE  HOUSE  . . . Resolved  to  continue  activities  on 
matters  of  health  in  the  practice  of  medicine  by  the  American  Medical 
Association  in  any  liaison  between  federal  officers,  departments  and 
agencies  of  the  federal  government  . . . Opposed,  in  conjunction  with 
other  professional  organizations,  the  Senate  Finance  Committee  amendment 
which  militates  against  professional  corporations  * . • Recommended  a 
continuing  study  of  trends  of  membership  in  the  AMA  in  order  to  develop 
a realistic  program  to  correct  any  cause  which  may  result  in  a loss  of 
potential  physician  members,  and  to  carry  forward  an  active  recruitment 
effort  for  the  continued  strengthening  of  AMA  . . . Adopted  a resolu- 
tion suggesting  that  educational  opportunity  for  students,  interns  and 
residents  not  be  limited  to  university  hospitals,  but  "expose  these 
trainees  to  the  merits  of  practice  under  a variety  of  environmental 
circumstances"  * . • Approved  a report  on  professional  liability  that 
said  "The  feasibility  of  an  AMA  sponsored  professional  liability  insur- 
ance program  is  now  being  considered  by  the  Board  of  Trustees"  * . . 
Reaffirmed  present  policy  on  therapeutic  abortion  while  rejecting  a 
resolution  that  urged  revision  of  state  laws  to  permit  abortion  upon 
demand. 


Hadley  Williams,  Public  Service  Director 

AMA  SUCCESSFULLY  DEFENDS  PHYSICIANS  . . . Two  legislative  proposals  which 
would  have  imposed  inequities  and  hardships  upon  practicing  physicians 
were  eliminated  through  the  efforts  of  AMA  from  the  Tax  Reform  Bill. 

The  Senate  overwhelmingly  defeated  a Senate  Finance  Committee  proposal 
which  would  have  restricted  tax  benefits  for  members  of  professional 
corporations  setting  aside  tax-deferred  funds  for  pension  plans  to  the 
same  $2,500  tax  deduction  maximum  than  can  be  claimed  under  the  Keogh 
law.  Also  eliminated  was  a move  to  require  insurance  carriers  to  report 
to  HEW  any  aggregate  payments  of  $600  or  more  direct  to  patients  for 
services  of  physicians  and  other  providers  of  health  services. 

Republican  Senator  Paul  Fannin  of  Arizona  was  the  sponsor  of  the  amend- 
ment pertaining  to  the  tax  treatment  of  professional  corporations. 

The  matter  is  not  dead,  however,  since  the  Treasury  Department  is 
expected  to  offer  its  recommendations  on  deferred-compensation  plans 
later  this  year.  Insurance  carriers  would  have  been  required  to  spend 
millions  to  set  up  accounting  systems  for  reporting  sums  paid  to 
physicians  even  though  there  would  be  no  practical  way  for  insurance 
companies  to  determine  whether  monies  paid  direct  to  patients  were 
subsequently  paid  to  a physician. 

❖ * * * * 

TAX  LAW  REFORM  AFFECTS  AMA  AND  TMA . . . The  newly  enacted  Tax  Reform  Law 
will  require  TMA  and  other  non-profit  organizations  to  pay  tax  on  adver- 
tising income  of  medical  journals  and  other  publications  for  tax  years 
beginning  after  December  31,  1969.  The  Treasury  Department  had  issued 
regulations  calling  for  taxes  to  be  paid  on  advertising  revenue  for  tax 
years  beginning  after  December  13,  1967. 

AMA  JUDICIAL  COUNCIL  STUDYING  HOSPITAL  CORPORATIONS  ...  The  Judicial 
Council  of  the  AMA  is  seeking  information  regarding  physician  ownership 
of  stock  in  corporations  operating  profit-making  hospitals.  In  response 
to  questions  of  ethics  and  inquiries  made  by  physicians,  the  Council  has 
been  studying  specific  examples  of  this  type  of  arrangement  for  several 
months.  Further  impetus  was  given  to  the  study  at  the  AMA  Clinical  Con- 
vention in  Denver  when  the  House  of  Delegates  referred  to  the  Council  a 
resolution  proposing  that  it  be  declared  ’’unwise,  unethical  and  not  in 
the  public  interest”  for  a physician  to  own  stock  in  a proprietary 
hospital  to  which  he  admits  his  patients. 

* % & sj:  * 

UTILIZATION  SURVEY  FINDINGS  REPORTED  ...  At  a recent  meeting  of  the 
American  Public  Health  Association,  a survey  conducted  by  the  Kansas 
Blue  Cross-Blue  Shield  revelated  that  a comprehensive  out-of-hospital 


benefits  program  showed  "there  was  no  change  in  hospital  in-patient 
utilization  as  a result  of  the  experimental  benefits. " The  eight-month 
study  showed  no  significant  over-all  differences  in  utilization,  al- 
though the  study  did  note  that  "experimental  benefits  appear  to  have 
reduced  medical  admissions  which  resulted  in  stays  of  10  days  or  less." 
The  experimental  benefits  program  included  coverage  of  many  services, 
such  as  physician* s home  and  office  services,  not  previously  paid  for, 
but  did  not  extend  to  preventive  medicine,  dental  and  eye  care  and  other 
services.  The  short  period  of  time  covered  in  the  study  may  have  had  a 
major  effect  on  the  lack  of  positive  results,  and  the  researchers  noted 
"as  the  backlog  of  pre-existing  conditions  are  detected,  the  impact  of 
such  cases  on  hospital  utilization  should  diminish." 

% * * * 

MEDICARE  PART  "B"  COSTS  INCREASE  . . . HEW  Secretary  Robert  H.  Finch  has 
announced  that  the  Part  "B"  premium  will  be  increased  to  $5.30  per  month 
beginning  July  1,  1970.  The  present  $4  rate,  set  in  December  1968,  is 
too  low  to  cover  costs  during  the  current  premium  period  and  he  noted 
that  the  special  Medical  Insurance  Trust  Fund  is  now  drawing  on  its 
reserves.  Finch  pointed  out  that  failure  of  Wilbur  J.  Cohen,  former 
HEW  secretary,  to  increase  the  premium  rate  last  December  in  accordance 
with  advice  from  social  security  actuaries  has  made  it  necessary  to 
promulgate  two  increases  at  once.  About  half  of  the  increase  (64 
cents)  is  needed  to  finance  the  program  at  the  level  of  current  opera- 
tions. The  other  66  cents  of  the  $1.30  increase  in  the  monthly  premium 
rate  will  be  needed  for  the  following  purposes:  26  cents  to  cover  an 

estimated  increase  of  6%  in  the  level  of  physicians*  fees;  about  12 
cents  to  cover  an  estimated  2%  in  the  utilization  of  services;  about 
6 cents  because  the  50  deductible  which  a patient  pays  will  be  a smaller 
proportion  of  the  total  covered  charges  ; and  the  remaining  22  cents  to 
provide  a 4%  margin  for  contingencies.  The  Medicare  law  provides  for 
annual  review  of  the  costs  of  the  program  and  for  adjustments  to  be  made 
in  order  for  the  rate  to  be  sufficient  to  cover  all  expenses  incurred 
during  each  premium  period. 

$ # * sje  # 

TMA  HOUSE  OF  DELEGATES  MEMBERS  RECEIVE  REPORT  ...  One  of  the  most  contro- 
versial reports  in  the  history  of  the  AMA  will  be  mailed  to  each  member 
of  the  TMA  House  of  Delegates  at  the  suggestion  of  TMA  President-Elect 
Tom  E.  Nesbitt  of  Nashville.  The  60-page  report  is  commonly  called  the 
"Himler  Report"  because  the  special  committee  which  studied  and  made  its 
sweeping  proposals  was  headed  by  George  Himler,  M.D.  of  New  York.  The 
report,  which  took  some  17  months  of  study  to  complete,  contains  18 
groups  of  recommendations  totaling  57  recommendations  in  all.  One 
member  of  the  7-man  committee.  Dr.  John  H.  Budd  of  Cleveland,  Ohio, 
filed  a minority  report  which  offered  19  specific  recommendations.  A 
special  reference  committee  was  formed  to  hear  the  recommendations  of 
the  report  at  the  Denver  Clinical  meeting.  More  than  40  persons  ap- 
peared before  the  committee  during  a 3-hour  session.  The  AMA  House 
approved  the  establishment  of  an  Ad  Hoc  Committee  on  Long  Range  Planning 
and  Development  and  charged  the  committee  with  receiving  the  Himler  and 
minority  reports,  and  was  instructed  to  present  recommendations  for  the 
structuring  of  a Permanent  Committee  for  action  of  the  AMA  House  in 
June,  1970  in  Chicago.  The  reports  are  being  forwarded  to  all  component 
state  societies  for  such  specific  action  by  their  governing  bodies  as 
they  deem  warranted,  it  being  understood  that  the  resolutions  so  gen- 
erated and  all  recommendations  made  in  the  reports  of  the  Committee  on 
Planning  and  Development  will  be  considered  at  the  AMA  annual  convention 
in  June. 


'President  & Paac 


Medical  Schools  throughout  the  country  have  lately  been  beset  by 
the  problems  of  education  in  general,  and  by  specific  difficulties 
related  to  their  involvement  in  the  health  care  system. 

Rising  costs,  low  appropriations,  shrinking  value  of  fixed  endow- 
ments, markedly  reduced  federal  funds,  insatiable  demands  for 
academic  excellence  and  medical  care  for  the  indigent — these  are 
the  factors  that  have  brought  17  medical  colleges  in  the  United 
States  to  the  brink  of  bankruptcy  at  a time  when  expanded  capacity 
is  needed  to  supply  physicians  to  care  for  the  population  of  the 
immediate  future. 

Our  own  University  of  Tennessee  Medical  College  shares  in  these 
problems  and  has  added  a few  of  its  own. 

Transferring  with  promotion  is  a feature  of  the  academic  life.  A school  as  large  as  the 
University  of  Tennessee  Medical  College  requires  many  instructors,  assistants,  assistant 
and  associate  professors,  and  is  a prime  recruiting  ground  for  other  colleges.  Entire 
departments  in  new  schools  have  been  staffed  by  able  men  from  this  university.  The 
spread  of  labor  union  organizations  to  southern  hospital  employees  has  posed  tremen- 
dous problems,  complicated  by  the  complex  arrangement  with  the  Memphis  City  Govern- 
ment and  City  of  Memphis  Hospitals.  The  Medical  College  faculty  is  swamped  by  the 
service  needs  of  the  huge  population  which  traditionally  looks  to  John  Gaston  Hospital 
for  health  care,  and  the  bureaucratic  jungle  surrounding  the  Federal  and  State  plans 
for  assistance  in  the  costs  of  these  services  has  not  yet  been  penetrated  with  any  con- 
spicious  success. 

The  Chancellor  has  resigned  to  enter  other  work,  and  Dean  Callison  is  returning  to 
medical  practice  after  many  years  of  devoted  service  to  medical  education  in  general 
and  to  the  University  in  particular. 

Despite  all  these  vicissitudes,  the  school  continues  to  produce  excellent  physicians.  It 
is  fully  accredited  by  the  recognized  boards,  and  the  post  graduate  training  programs  are 
stronger  now  than  at  any  previous  time. 

The  need  for  another  State  supported  Medical  College  has  been  under  consideration 
for  several  years.  It  is  now  being  studied  in  depth  by  the  Commission  on  Higher  Educa- 
tion of  the  State  of  Tennessee.  A new  medical  college  will  be  a frightful  expense,  and 
will  require  years  of  preparation  and  faculty  recruiting  before  it  graduates  the  first 
physician. 

We  do  not  ever  want  to  have  two  poverty  stricken,  poorly  supported  state  medical 
colleges,  forever  flirting  with  academic  probation  and  competing  against  each  other  for 
the  tax  dollars  of  our  state.  As  physicians,  we  would  do  well  to  support  the  present 
University  Medical  Units  financially  as  well  as  vocally.  Most  of  the  problems  in  the 
University  of  Tennessee  at  Memphis  could  be  solved  by  money.  A State  appropriation 
equivalent  per  student  to  the  average  supplied  by  our  surrounding  states,  would  do 
wonders.  After  financial  stability  is  achieved,  and  arrangements  are  made  for  the  Uni- 
versity to  control  its  own  teaching  hospital,  then  talk  about  another  medical  college  will 
be  relevant. 


Francis  H.  Cole 


Sincerely, 


M.D. 


President 
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EDITORIAL 


APPLICATION  FOR  AMA's 
MD  RECOGNITION  AWARD  PROGRAM 

Processing  of  many  applications  for  the 
AMA’s  “Physician’s  Recognition  Award”  is 
being  delayed  because  applicants  are  not 
sending  the  $5  fee  with  their  applications. 
About  one-third  of  the  1,772  physicians 
whose  applications  were  received  during 
just  one  week  in  late  autumn  neglected 
to  enclose  checks  for  the  fee,  which  partial- 
ly covers  costs  involved  in  reviewing,  evalu- 
ating and  validating  applications.  Lack  of 
sufficient  information  also  has  made  it  im- 
possible to  validate  some  applications. 

Some  physicians  apparently  misunder- 
stand the  intent  of  the  Award,  which  is  to 
encourage  all  physicians  to  continue  their 
education  on  a regular  basis.  Many  phy- 
sicians have  praised  the  program,  but  others 
have  rejected  it  because  they  are  under  the 
false  impression  that  it  questions  their  pro- 
fessional or  educational  qualifications.  Some 


general  practitioners  mistakenly  believe 
that  the  continuing  medical  education  pro- 
gram required  for  membership  in  AAGP 
automatically  makes  them  eligible  for  the 
AMA  Award.  Not  so.  One  of  the  many 
differences  is  that  only  those  courses  listed 
in  the  Continuing  Education  Number  of 
JAMA  (first  issue  each  August)  are  cred- 
itable. AAGP-accredited  courses  are  de- 
termined by  individual  state  chapters. 

Application  forms  and  a pamphlet  out- 
lining general  requirements  for  the  Phy- 
sician’s Recognition  Award  have  been 
mailed  to  all  U.  S.  physicians.  Information 
required  includes  specific  educational  ac- 
tivity, sponsor,  inclusive  dates  and  credit 
hours.  Completed  forms  should  be  re- 
turned to  Department  of  Continuing  Medi- 
cal Education,  AMA,  535  N.  Dearborn  St., 
Chicago,  111.  60610. 

The  Awards  program  was  approved  by 
the  AMA  House  of  Delegates  in  1968;  it 
is  open  to  all  physicians  in  the  U.  S.  with- 
out regard  to  citizenship  or  AMA  member- 
ship. An  applicant  with  a medical  degree 
from  a foreign  school  may  be  considered  if 
he  is  fully  licensed  to  practice  medicine  in  a 
state,  or  is  certified  by  the  Educational 
Council  for  Foreign  Medical  Graduates. 

A total  of  150  credit  hours  is  needed  to 
be  eligible  for  the  Award. 

(AMA  Service  Briefs) 
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Cocke,  Edwin  W.,  Sr.,  Memphis.  Died  Decem- 
ber 15,  1969,  Age  79.  Graduate  of  University  of 
Tennessee  College  of  Medicine,  1911.  Member  of 
Memphis  and  Shelby  County  Medical  Society. 

Cox,  John  E.,  Memphis.  Died  December  16, 
1969,  Age  74.  Graduate  of  University  of  Tennes- 
see College  of  Medicine,  1919.  Member  of  Mem- 
phis and  Shelby  County  Medical  Society. 

Ogle,  L.  Curtis,  Memphis.  Died  December  17, 

1969,  Age  51.  Graduate  of  University  of  Tennes- 
see College  of  Medicine,  1942.  Member  of 
Memphis  and  Shelby  County  Medical  Society. 

Price,  Julian  G.,  Dyersburg.  Died  January  1, 

1970,  Age  84.  Graduate  of  Memphis  College  of 
Physicians  and  Surgeons,  1908.  Member  of 
Northwest  Academy  of  Medicine. 
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PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 

The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  Mem- 
bers. 

MEMPHIS -SHELBY  COUNTY  MEDICAL  SO- 
CIETY 

James  H.  Boring,  M.D.,  Bartlett 
Robert  Paul  Dobbie,  Jr.,  M.D.,  Memphis 
Barry  Elmo  Gerald,  M.D.,  Memphis 
Robert  L.  Richardson,  M.D.,  Memphis 

Knoxville  Academy  of  Medicine 

Dr.  Francis  Cole,  President  of  the  Tennessee 
Medical  Association,  addressed  the  Knoxville 
Academy  of  Medicine  at  its  January  meeting. 
Dr.  Cole  discussed  the  recent  developments  in 
Medicaid  and  the  organizational  structure  of 
TMA  and  AMA. 

During  the  business  session,  Dr.  Robert  E. 
Dougherty  was  appointed  to  fill  the  unexpired 
term  of  Dr.  Robert  Whittaker  on  the  Executive 
Committee.  The  Academy  also  endorsed,  in 
principle,  the  efforts  of  the  Academy’s  Subcom- 
mittee on  Rehabilitation  to  develop  in  coopera- 
tion with  the  Child  Development  Center  a 
“Human  Development  Center”  and  directed  the 
Committee  on  Constitution  and  By-Laws  to  pro- 
ceed to  develop  recommendations  for  By-Law 
changes  pursuant  to  efforts  of  the  Ad  Hoc  Com- 
mittee on  Post-Graduate  Education. 

Wilson  County  Medical  Society 

The  following  were  elected  as  officers  of  the 
Wilson  County  Medical  Society  for  1970: 

President:  R.  C.  Kash,  M.D. 

Vice  President:  James  P.  Leathers,  M.D. 

Secretary-Treasurer:  T.  R.  Puryear,  M.D. 

Dr.  Puryear  was  also  elected  as  Delegate  to 
the  Tennessee  Medical  Association’s  House  of 
Delegates  and  Dr.  James  C.  Bradshaw,  Jr.  was 
elected  as  Alternate  Delegate. 

Nashville  Academy  of  Medicine 
Davidson  County  Medical  Society 

The  Nashville  Academy  of  Medicine  has  voted 
to  establish  an  affiliate  membership  category. 
The  following  paragraph,  taken  from  the 


Academy’s  By-Laws,  defines  membership  in  this 
category: 

“Affiliate  members  are  qualified  physicians  re- 
siding in  the  community  but  not  licensed  to 
practice  medicine  in  Tennessee,  and  who  may 
desire  to  associate  themselves  with  the  medical 
community.  Such  a physician  may  apply  for 
Affiliate  membership  by:  providing  evidence  of 
graduation  from  a reputable  medical  school; 
submitting  letters  of  recommendation  from  two 
Academy  members;  being  personally  interviewed 
by  an  Academy  Board  member;  paying  half  the 
annual  Academy  dues.  Affiliate  membership 
shall  be  limited  to  six  years,  during  which  time 
a non-citizen  could  become  a citizen  and  obtain 
his  Tennessee  medical  license.  An  Affiliate  mem- 
ber may  not  vote,  hold  office,  or  have  floor  privi- 
leges at  meetings.  He  is  eligible  for  such  similar 
Tennessee  Medical  Association  and  American 
Medical  Association  memberships  as  may  exist.” 

At  the  recent  annual  meeting  of  the  Academy, 
Dr.  C.  Gordon  Peerman  presented  TMA’s  50 
year  pins  to  Drs.  William  R.  Cate,  Horace 
Gayden,  Anna  Bowie,  and  Robert  Warner.  As 
all  of  these  physicians  received  their  medical  de- 
gree in  1920,  this  year  represents  50  years  in  the 
medical  profession. 
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The  Month  In  Washington 
(From  Washington  Office,  AMA) 

The  Internal  Revenue  Service  postponed 
until  next  Jan.  1 one  provision  of  a new 
requirement  that  health  insurance  com- 
panies report  to  the  IRS  payments  of  $600 
or  more  a year  to  a physician. 

The  delayed  provision  covers  payments 
other  than  under  medicare  and  medicaid. 
Payments  of  $600  or  more  under  these  gov- 
ernment programs  must  be  reported  to  the 
IRS.  A spokesman  said  the  reporting  of 
payments  other  than  under  the  government 
programs  was  delayed  for  a year  to  allow 
further  time  for  working  out  compliance 
procedures. 

The  IRS  regulation  applies  only  to  direct 
payments  to  physicians.  The  Senate  added 
an  amendment  to  an  omnibus  tax  bill  that 
would  have  extended  the  requirement  to  in- 
direct payments  also.  But  House-Senate 
conferees  took  out  the  amendment. 

Another  provision  unfavorable  to  physi- 
cians was  knocked  out  of  the  tax  bill,  but 
a third  was  retained. 

The  Senate  rejected  a proposal  that  would 


Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 
lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


knows  ACHRO®  V stands  for  ACHROMYCIN®  Y 


Every  pharmacist 

Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining; 
enamel  hypoplasia.  Blood— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  Liver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


Achromycin*  V 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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have  restricted  the  tax  advantages  gained 
by  physicians  who  organize  professional 
corporations  under  state  laws  to  establish 
retirement  plans.  The  Senate  Finance  Com- 
mittee had  added  an  amendment  that  would 
have  set  an  annual  limit  of  $2,500  per  in- 
dividual, the  same  as  specified  under  the 
so-called  Keogh  law.  But  the  Senate,  by  a 
vote  of  65-25,  knocked  out  the  amendment, 
leaving  physicians,  lawyers,  engineers  and 
other  members  of  professional  corporations 
able  to  set  aside  as  much  of  their  income 
for  retirement  as  they  choose. 

As  finally  passed  by  Congress,  the 
measure  includes  a provision  putting  con- 
gressional approval  on  an  IRS  ruling  that 
advertising  revenue  of  medical  and  other 
non-profit,  tax-exempt  organizations  is  sub- 
ject to  the  regular  corporate  income  tax. 
Journals  of  state  medical  societies,  as  well 
as  the  Journal  of  the  American  Medical 
Association,  are  affected. 

^ ^ ^ 

Medicare’s  Part  B premium  partially  cov- 
ering physicians’  fees  will  go  up  from  $4  to 
$5.30  a month  next  July  1. 

Health,  Education  and  Welfare  Secretary 
Robert  H.  Finch  blamed  his  predecessor  in 
the  post,  Wilbur  J.  Cohen,  for  the  size  of 
the  32  percent  increase  in  the  premium 
which  is  matched  by  the  federal  govern- 
ment. 

Finch  noted  that  the  present  $4  premium 
rate,  set  in  December  1968,  was  too  low  to 
cover  costs  during  the  current  premium 
period  and  that  the  special  Medical  Insur- 
ance Trust  Fund  has  been  drawing  on  its 
reserves.  He  said  that  failure  to  increase 
the  premium  rate  last  December,  in  accor- 
dance with  advice  from  Social  Security 
Administration  actuaries  had  made  it  neces- 
sary now,  in  effect,  to  promulgate  two 
increases  at  once.  Moreover,  the  depletion 
of  the  trust  fund  that  has  occurred  because 
of  the  inadequate  rate  had  made  it  neces- 
sary, he  said,  to  provide  for  a somewhat 
higher  margin  of  contingency  than  would 
otherwise  be  necessary. 

About  half  the  increase,  64  cents,  was 
needed  to  finance  the  program  at  the  level 
of  current  operations.  The  other  66  cents  of 
the  $1.30  increase  was  distributed: 

— 26  cents  to  cover  an  estimated  increase 


of  about  6 percent  in  the  level  of  physicians’ 
fees; 

— about  12  cents  to  cover  an  estimated 
increase  of  2 percent  in  the  utilization  of 
services  under  the  program; 

— about  6 cents  because  of  the  $50  deduct- 
ible which  a patient  pays  will  be  a smaller 
proportion  of  the  total  covered  charges; 

— the  remaining  22  cents  to  provide  a 4 

percent  margin  for  contingencies. 

❖ ❖ ❖ 

President  Nixon  signed  into  law  legisla- 
tion setting  tough  federal  safety  standards 
for  coal  mines. 

Although  he  had  reservations  about  a 
conflict  with  state  workmen’s  compensation 
laws,  Nixon  said  “the  health  and  safety 
provisions  of  this  act  represent  an  historic 
advance  in  industrial  practices.”  He  also 
cautioned  that  this  law  should  in  no  way 
“be  considered  a precedent  for  future  fed- 
eral administration  of  workmen’s  compen- 
sation programs.” 

The  Secretary  of  Health,  Education  and 
Welfare  was  given  for  the  first  time  author- 
ity to  set  health  standards  for  mines.  Nixon 
said  he  had  asked  that  wherever  possible 
the  disability  standards  under  the  new  act 
be  consistent  with  those  of  the  Social 
Security  disability  program. 

Pressure  for  the  legislation  started  build- 
ing up  after  78  died  in  a Mannington, 
W.  Va.,  mine  disaster  last  November. 

The  AMA  supported  an  overall  Adminis- 
tration bill  on  occupational  health  and 
safety,  and  pledged  the  backing  of  the 
nation’s  physicians  for  any  program  “well 
designed  to  improve  the  safety  and  health 
of  the  American  worker.” 

Dr.  R.  Lomax  Wells,  Silver  Spring,  Md., 
immediate  past  chairman  of  the  AMA’s 
Council  on  Occupational  Health,  told  a 
Senate  labor  subcommittee: 

“.  . . the  American  Medical  Association 
supports  the  new  Administration  bill,  S. 
2788.  Its  provisions  for  standard  setting,  not 
in  the  Labor  Department  but  in  a new  Na- 
tional Occupational  Safety  and  Health 
Board  appointed  by  the  President,  with  a 
majority  of  professional  experts,  seems  to 
us  an  acceptable  equivalent  to  our  previous 
suggestion  of  a National  Council  on  Hazard- 
ous Physical  and  Chemical  Agents.  We 
endorse  its  concept  of  a separation  of 
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powers  between  standard  setting  and  en- 
forcement. We  welcome,  in  this  new  bill, 
the  intent  to  give  a larger  role  to  the  De- 
partment of  Health,  Education  and  Welfare, 
whose  competence  in  this  field  is  recognized. 
Our  Association  approves  the  provision  for 
federal  support  of  state  occupational  safety 
and  health  programs  to  supplement  in- 
adequate manpower  in  the  federal  system. 
We  believe  that  this  emphasis  on  support 
of  the  state  programs,  combined  with  stan- 
dard setting  by  an  independent  professional 
Board,  is  greatly  preferable  to  mandatory 
national  standards  promulgated  and  en- 
forced by  a single  federal  agency.  In  this 
regard,  we  welcome  the  stress  on  the  use 
of  consensus  standards,  and  provisions  for 
consultation  with  professional  standard- 
setting agencies  before  establishing  needed 
new  standards.” 

* * * 

A National  Heart  and  Lung  Institute  task 
force  predicted  that  the  demand  for  heart 
transplants  will  increase  beyond  the  present 
level  of  about  100  a year  and  exceed  the 
number  of  the  organs  available  for  the 
operation. 

The  report  of  the  task  force  on  cardiac 
replacement  also  said: 

— Less  than  16  percent  of  the  200,000 
Americans  under  65  who  die  each  year  from 
heart  disease  are  good  candidates  for  trans- 
plants. 

— Rejection  of  the  transplanted  heart  will 
remain  “the  greatest  barrier  to  prolonged 
survival.” 

— Development  of  an  artificial  heart  is 
now  a distinct  possibility. 

— The  federal  government  should  em- 
phasize research  on  the  prevention,  early 
detection  and  early  treatment  of  heart 
disease. 

— A new  definition  of  death  is  needed. 

— Total  transplant  charges  for  36  patients 
averaged  $18,694  per  patient. 

— Heart  transplants  have  been  performed 
on  148  patients,  with  23  persons  still  sur- 
viving, 16  of  them  in  the  United  States. 

— More  than  32,000  heart  disease  victims 
can  be  considered  transplant  candidates,  but 
there  are  only  about  22,000  possible  donors 
a year,  the  report  said. 

* ❖ * 

The  Food  and  Drug  Administration  was 


reorganized  and  given  independent  status 
under  a new  commissioner. 

The  reorganization  followed  several  years 
of  criticism  of  the  Health,  Education  and 
Welfare  Department  agency  from  all  sides 
— Congress,  industry  and  consumers’  groups. 
The  criticism  resulted  in  a two-month  study 
by  a task  force  headed  by  HEW  Deputy 
Assistant  Secretary  for  Welfare  Fred  Malek. 

The  reorganization  focused  on  FDA’s 
structural  problems  and  the  chief  aim  of 
HEW  Secretary  Robert  H.  Finch  appeared 
to  be  to  get  the  agency  operating  more 
efficiently.  FDA  was  taken  out  of  the  Con- 
sumer Protection  and  Environmental  Health 
Service  and  placed  in  the  department’s  staff 
structure  on  an  equal  basis  with  the  re- 
maining Environmental  Health  Service  and 
the  National  Institutes  of  Health. 

Dr.  Charles  C.  Edwards,  46,  formerly  a 
division  director  on  the  American  Medical 
Association  headquarters  staff,  was  named 
to  replace  Dr.  Herbert  L.  Ley,  Jr.,  as  head 
of  the  FDA.  Ley  was  offered  another  post 
in  HEW  but  declined  it.  Two  of  Ley’s  top 
aides,  FDA  Deputy  Commissioner  Winton  B. 
Rankin  and  Associate  Commissioner  for 
Compliance  J.  Kenneth  Kirk,  were  trans- 
ferred from  the  agency. 

Edwards  was  praised  by  a former  associ- 
ate on  the  AM  A staff,  C.  Joseph  Stetler, 
president  of  the  Pharmaceutical  Association, 
as  being  highly  qualified  by  his  scientific 
and  administrative  background. 

The  new  FDA  head  said  he  would  bring 
“hard-nosed  management  principles”  to  the 
agency  and  work  more  closely  with  indus- 
try, but  that  his  administration  of  FDA 
would  be  oriented  to  the  consumer.  He 
said  his  decisions  as  a government  official 
will  not  be  influenced  by  his  former  asso- 
ciation with  the  AMA. 


MEDICAL  NEWS 
IN  TENNESSEE 


The  University  of  Tennessee  Medical  Units 

Dr.  Maston  K.  Callison,  Dean  of  the 
University  of  Tennessee  Medical  Units,  has 
resigned,  effective  July  1,  1970  to  resume 
private  practice. 

Dr.  Callison  said,  “This  is  a decision  I have 
long  been  debating  for  some  weeks.  It  re- 
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suits  from  both  a personal  desire  to  return 
to  the  private  practice  of  medicine,  as  well 
as  a realization  that  some  important  goals 
which  I had  set  for  the  College  of  Medicine 
obviously  face  further  delay. 

“I  have  been  Dean  of  the  College  for  12 
years  and,  although  important  develop- 
ments have  taken  place  during  this  time, 
much  remains  to  be  done  to  achieve  optimal 
faculty  development  and  the  maintenance 
of  high  standards  of  student  teaching  and 
patient  service.  I am  confident  that  the 
needed  developments  will  ultimately  take 
place,  but  for  personal  and  family  reasons 
I do  not  feel  that  I should  continue  in  this 
responsibility.” 

Dr.  Callison,  who  will  be  53  in  January, 
is  a graduate  of  the  University  of  Tennessee. 
After  Intern  and  Resident  training,  he 
served  in  the  Army  Medical  Corps  until 
1947  when  he  was  discharged  as  a captain. 
He  began  private  practice  as  an  Internist 
and  continued  until  his  appointment  as  Dean 

at  the  UT  Medical  Units. 

% % ^ 

William  F.  Bowld,  a retired  businessman 
and  former  member  of  the  Memphis  Hospi- 
tal Board,  donated  $50,000  to  the  University 
of  Tennessee,  earmarked  for  the  College  of 
Medicine,  in  honor  of  Dean  M.  K.  Callison, 
who  recently  resigned. 

The  announcement  was  made  at  a party 
given  by  the  Florida  Chapter  of  the  Univer- 
sity of  Tennessee  General  Alumni  Associa- 
tion in  Jacksonville,  Florida  during  the 
Gator  Bowl  festivities. 

Bowld,  former  Vice-President  and  Gen- 
eral Manager  of  a subsidiary  of  Procter  & 
Gamble,  served  on  the  Board  of  the  City  of 
Memphis  Hospitals  for  25  years,  most  of  the 
time  as  Chairman.  The  city’s  relatively  new 
William  F.  Bowld  Hospital  is  named  in  his 
honor. 

University  of  Tennessee 
Memorial  Hospital 

The  second  annual  Willis  F.  Kraemer 
Memorial  Lecture  will  be  given  on  Tues- 
day evening,  March  24.  This  lectureship 
is  in  memory  of  Dr.  Willis  F.  Kraemer 
who  was  the  first  radiologist  at  the  Univer- 
sity of  Tennessee  Hospital  and  who  came 
to  an  untimely  death  at  the  age  of  53  on 
June  6,  1968.  His  vast  educational  back- 
ground has  been  an  inspiration  to  his  stu- 


dents and  those  who  follow.  The  essayist  of 
the  evening  will  be  Dr.  William  L.  Cald- 
well, Associate  Professor  and  Director  of 
Radiotherapy  at  Vanderbilt  University 
Hospital.  The  memorial  lectureship  will 
coincide  with  the  opening  of  the  new 
X-Ray  Therapy  Department  at  the  Uni- 
versity of  Tennessee  Memorial  Research 
Center  and  Hospital. 

Vanderbilt  University  School  of  Medicine 

Dr.  John  A.  Oates,  Professor  of  Medicine 
and  Pharmacology  and  Director  of  the 
Division  of  Clinical  Pharmacology  at  the 
Vanderbilt  University  School  of  Medicine, 
is  the  author  of  one  of  seven  articles  on  the 
pharmaceutical  industry  in  the  December 
29  special  issue  of  MODERN  MEDICINE. 

Appearing  in  the  medical  journal  as  a 
“Symposium  on  Pharmaceuticals  from  Test 
Tube  to  Patient,”  the  articles  present  a com- 
prehensive picture  of  the  industry — its 
accomplishments,  problems,  plans  and  rela- 
tionship with  the  medical  profession.  Dr. 
Oates’  article  in  the  Symposium,  entitled 
“The  Discipline  of  Clinical  Pharmacology,” 
points  to  the  increasing  need  for  people  in 
this  medical  specialty,  created  by  the  con- 
tinuing development  of  new  and  potent 
drugs.  * * * 

The  Nutrition  Study  Section,  Division  of 
Research  Grants,  National  Institutes  of 
Health  held  a meeting  on  January  13  and 
14,  using  the  occasion  to  hold  a Workshop 
on  the  Problems  of  Assessment  and  Allevia- 
tion of  Malnutrition  in  the  United  States. 
The  Workshop  was  planned  to  honor  the 
late  William  N.  Pearson,  Ph.D.,  a member 
of  the  Nutrition  Study  Section  and  Profes- 
sor of  Biochemistry.  A number  of  the 
Nation’s  investigators  in  the  field  of  nutri- 
tion who  appeared  on  the  program,  as  well 
as  Chancellor  Alexander  Heard,  dinner 
speaker,  paid  tribute  to  the  research  con- 
tributions of  Dr.  Pearson  in  his  biochemical 
studies  of  the  vitamins,  work  which  has 
clinical  application  in  the  practice  of 
medicine.  * * * 

The  twentieth  volume  of  the  Surgical 
Forum,  published  by  the  American  College 
of  Surgeons  was  dedicated  to  Dr.  William 
Scott  who  served  as  Chairman  of  the  Forum 
from  1965  to  1968. 
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An  annual  Leonard  W.  Edwards  Memo- 
rial Lecture  in  Surgery  has  been  estab- 
lished in  the  Department  of  Surgery.  The 
first  lecture  in  memory  of  the  late  Dr. 
Edwards  will  be  given  on  March  27  by  Dr. 
Lester  Dragstedt. 

^ $ 

Dr.  Steven  Schenker  has  accepted  a posi- 
tion as  head  of  the  division  of  gastroenter- 
ology, Department  of  Medicine.  He  will 
come  to  Vanderbilt  this  summer  from  the 
Department  of  Internal  Medicine,  the  Uni- 
versity of  Texas  Southwestern  Medical 
School,  Dallas.  A John  and  Mary  Markle 
Scholar  in  academic  medicine  from  1963 
until  1968,  he  has  been  a clinical  associate 
at  the  National  Institute  of  Allergy  and 
Infectious  Diseases,  a research  fellow  in 
medicine  at  Thorndike  Memorial  Labora- 
tory, Harvard  Medical  School  and  assistant 
professor  of  medicine  at  Cincinnati  College 
of  Medicine. 

New  Director  Named  for 
Comprehensive  Health  Planning 

Michael  T.  Bruner  has  been  named  Di- 
rector of  the  Tennessee  office  of  Compre- 
hensive Health  Planning,  succeeding  Dr. 
H.  P.  Hopkins,  who  becomes  Director  of 
Planning  and  Development  for  the  Depart- 
ment of  Public  Health.  Mr.  Bruner,  for- 
merly Associate  Director  of  the  Mid-South 
Medical  Center  Council  for  Comprehensive 
Health  Planning  in  Memphis,  assumed  the 
position  on  February  1. 


PERSONAL  NEWS 


The  following  TMA  members  were  appointed/ 
reappointed  to  Councils  and  Committees  of  the 
AMA  Board  of  Trustees  in  December:  Dr.  Allen 
D.  Bass,  Nashville,  reappointed  to  Council  on 
Drugs;  Dr.  William  J.  Darby,  Nashville,  reap- 
pointed to  the  Council  on  Foods  and  Nutrition; 
Dr.  Julian  C.  Lentz,  Jr.,  Maryville,  appointed  to 
the  council  on  Rural  Health;  Dr.  A.  Roy  Tyrer, 
Jr.,  Memphis,  reappointed  to  the  Council  on 
Voluntary  Health  Agencies;  Dr.  Bland  Cannon, 
Memphis,  reappointed  to  the  Committee  on  Con- 
tinuing Medical  Education  (representing  Council 
on  Medical  Education);  and  Dr.  Charles  C. 
Smeltzer,  Knoxville,  reappointed  to  the  Liaison 
Committee  to  the  American  Bar  Association. 


The  following  two  physicians  will  serve  on 
AMA  House  of  Delegates  Committees:  Dr.  Tom 
E.  Nesbitt,  Nashville,  Committee  on  Private 
Practice,  and  Dr.  John  H.  Burkhart,  Knoxville, 
Committee  on  Health  Care  of  the  Poor. 

Dr.  J.  L.  Herrington,  Jr.,  of  the  Edwards-Eve 
Clinic  in  Nashville,  was  recently  elected  Presi- 
dent-Elect of  the  Nashville  Surgical  Society.  He 
was  also  elected  to  membership  in  the  Western 
Surgical  Association  at  the  1969  meeting  in 
Dallas,  Texas. 

Dr.  Sidney  S.  Whitaker,  Bristol,  was  featured 
speaker  at  the  Annual  March  of  Dimes  Kickoff 
Dinner  on  December  29. 

Dr.  John  H.  Griscom,  Nashville,  spoke  to  the 
Nashville  Exchange  Club  on  December  30  on  the 
subject  “The  Current  Drug  Scene.”  Dr.  Griscom 
discussed  the  reasons  why  young  people  are 
turning  to  drugs  and  pending  legislation  which 
he  thinks  will  provide  better  control  of  the 
situation. 

Dr.  Chesley  H.  Hill,  Troy,  has  been  named  to 
the  Board  of  Directors  of  the  Freed-Hardeman 
College. 

Dr.  William  P.  Hardy,  Oak  Ridge,  has  been 
selected  by  the  American  Academy  of  Pediatrics 
to  serve  as  a Head  Start  consultant  in  Tennessee. 

Dr.  William  H.  Gardner,  Knoxville,  was  elected 
Chief  of  the  Medical  staff  at  Presbyterian  Hospi- 
tal for  1970. 

Dr.  Harwell  Wilson,  Chairman  of  the  Univer- 
sity of  Tennessee  Department  of  Surgery,  was 
elected  President  of  the  Southern  Surgical  Asso- 
ciation at  the  Annual  Meeting  in  Hot  Springs, 
Virginia.  Dr.  Wilson  is  Past-President  of  the 
Southeastern  Surgical  Congress. 

Dr.  Lloyd  V.  Crawford,  Memphis,  was  elected 
Secretary  of  the  Section  on  Allergy  of  the 
Southern  Medical  Association  for  1970.  Also 
elected  to  SMA  positions  were  Dr.  J.  T.  Francisco, 
Memphis,  Vice-Chairman  of  the  Section  on 
Pathology,  and  Dr.  Charles  E.  Wells,  Nashville, 
Secretary  of  the  Section  on  Neurology  and 
Psychiatry. 

Dr.  Robert  N.  Buchanan,  Jr.,  Nashville,  has 
been  elected  President  of  the  Association  of 
Professors  of  Dermatology  as  well  as  a member 
of  the  Board  of  Directors  of  the  American  Acad- 
emy of  Dermatology. 

Dr.  Fred  Goldner,  Jr.,  Nashville,  took  part  in 
a seminar  at  the  Mount  Carmel  Mercy  Hospital, 
Detroit,  on  “Counseling  the  Cardiac  on  Work 
and  Sex.” 

Dr.  R.  H.  Kampmeier,  Nashville,  received  the 
Distinguished  Service  Award  of  the  Southern 
Medical  Association  at  its  Annual  Session  in 
Atlanta  this  past  November. 

Dr.  H.  David  Hall,  Nashville,  has  returned 
from  a two-month  voluntary  tour  of  service 
aboard  the  S.  S.  Hope. 

Dr.  Joseph  A.  Little,  Nashville,  has  moved  to 
Shreveport,  Louisiana  as  Professor  and  Chair- 
man of  the  Department  of  Pediatrics  at  the  new 
Louisiana  State  University  Medical  School. 
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BOOK  REVIEW 


HANDBOOK  OF  PEDIATRIC  CARDIOLOGY. 
By  Jerome  Krovetz,  M.D.,  Ira  H.  Gessner,  M.D. 
and  Gerold  L.  Schiebler,  M.D.,  University  of 
Florida  College  of  Medicine,  Gainesville.  371 
pages.  New  York:  Harper  & Rowe,  Hoeber  Med. 
Division,  1969. 

This  book,  by  three  members  of  the  Depart- 
ment of  Pediatrics  of  the  University  of  Florida 
College  of  Medicine,  grew  out  of  a series  of 
lectures  presented  at  one  of  the  two-day  semi- 
nars during  the  annual  meeting  of  the  American 
Academy  of  Pediatrics  in  October  1963.  The 
authors’  aim  is  to  emphasize  the  fundamentals  of 
pediatric  cardiology  and  the  salient  aspects  of  the 
more  common  disease  entities  with  no  attempt  to 
review  rare  anomalies. 

It  is  divided  into  two  parts.  Part  one,  made 
up  of  11  chapters  and  168  pages,  is  entitled 
“General  Considerations.”  Included  are  brief 
reviews  of  the  anatomy  and  embryology  of  the 
heart,  physiologic  aspects  of  heart  disease,  and 
diagnostic  approaches,  including  electrocardi- 
ography and  selection  of  patients  for  catherteri- 
zation  and  angiocardiography.  The  sections  en- 
titled “Experimental  Production  of  Congenital 
Heart  Defects”  and  “Genetics  and  Cardiac 
Anomalies”  are  worthy  additions. 

The  second  part,  which  numbers  372  pages,  is 
entitled  “Specific  Entities”  and  includes  a discus- 
sion of  the  more  common  congenital  and  ac- 
quired disorders  affecting  infants,  children  and 
adolescents.  The  last  chapter  is  made  up  of 
tables  comparing  the  pertinent  diagnostic  fea- 
tures of  some  of  the  more  common  types  of 
congenital  heart  disease. 

There  are  several  excellent  reference  books  on 
pediatric  cardiology.  This  small  book  cannot  be 
regarded  as  a major  reference,  but  will  be  use- 
ful for  medical  students,  general  physicians,  and 
pediatricians  looking  for  an  overview  of  pediatric 
cardiology. 
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Calendar  of  Meetings,  1970 

State 

April  9-11  Tennessee  Medical  Association, 

Sheraton-Peabody  Hotel, 
Memphis 

May  26-29  Mid-South  Medical  Associa- 

tion, Holiday  Inn-Rivermont, 
Memphis 

National 

Feb.  25-March  1 American  College  of  Cardi- 
ology, Rivergate  Hotel,  New 
Orleans 

March  8-10  Atlanta  Graduate  Medical  As- 


March  20-21 

April  9-10 
April  10-12 
April  12-17 
April  12-18 
April  13-16 
April  27-May  2 
May  4-5 

May  4-5 

May  10-14 

May  11-15 
May  20-23 

May  24-27 
May  25-27 

May  28-30 


sembly,  Marriott  Motor  Hotel, 
Atlanta 

AMA  National  Conference  on 
Socio-Economics  of  Health 
Care  (Fourth),  Palmer  House, 
Chicago 

National  Conference  on  Rural 
Health  (23rd),  Pfister  Hotel  & 
Tower,  Milwaukee 
American  Society  of  Internal 
Medicine,  Warwick  Hotel, 
Philadelphia 

American  College  of  Physi- 
cians, Bellevue-S  t r a t f o r d 
Hotel,  Philadelphia 
American  College  of  Obste- 
tricians and  Gynecologists, 
Americana  Hotel,  New  York 
American  Academy  of  Pedi- 
atrics, The  Washington  Hilton, 
Washington,  D.C. 

American  Academy  of  Neu- 
rology, Americana  Hotel, 
Miami  Beach 

American  Cancer  Society’s 
12th  Annual  Cancer  Seminar, 
Frontier  Hotel,  Las  Vegas, 
Nevada 

AMA  Congress  on  Environ- 
mental Health,  Statler-Hilton 
Hotel,  Washington,  D.C. 
American  Urological  Associa- 
tion, Bellevue-Stratford  Hotel, 
Philadelphia 

American  Psychiatric  Associa- 
tion, San  Francisco 
American  Gastroenterological 
Association,  Sheraton-Boston, 
Boston 

American  Thoracic  Society, 
Sheraton  Cleveland 
American  Gynecological  So- 
ciety, The  Homestead,  Hot 
Springs,  Va. 

American  Ophthalmological 
Society,  The  Homestead,  Hot 
Springs,  Va. 


University  of  Tennessee 
Continuing  Education  Courses  Announced 

The  Division  of  Continuing  Education  and 
Conferences  of  the  University  of  Tennessee 
Medical  Units  in  Memphis  has  announced  two 
continuing  education  courses  to  be  held  in  the 
near  future.  The  Leigh  Buring  Memorial  First 
Annual  Conference  on  “Significant  Medical 
Problems  of  Childhood”  will  be  held  March  4-6, 
1970  and  a course  entitled  “Intensive  Review  of 
the  Science  of  Anesthesiology”  will  be  held  May 
25  through  29,  1970. 

As  a part  of  a Memorial  to  Leigh  Buring,  1969 
Poster  Girl  for  the  Tennessee  Arthritis  Associa- 
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tion,  the  University  of  Tennessee  Child  Develop- 
ment Center  will  conduct  the  First  Annual  Leigh 
Buring  Memorial  Conference.  The -conference  is 
designed  to  acquaint  the  members  of  the  health 
professions  with  current  medical  thinking  con- 
cerning common  but  significant  problems  of 
childhood.  The  program  will  be  presented  by 
faculty  members  from  the  departments  of  the 
University  of  Tennessee  College  of  Medicine  and 
the  University  of  Tennessee  Child  Development 
Center.  The  program  is  acceptable  for  pre- 
scribed hours  by  the  AAGP  and  will  be  held 
at  the  Wassell  Randolph  Student  Center,  800 
Madison  Avenue,  in  Memphis. 

The  Anesthesiology  course,  in  the  clinical  con- 
text, is  designed  to  offer  an  intensive  review  of 
the  basic  sciences  related  to  anesthesiology.  All 
applicants  are  urged  to  review  as  much  of  the 
basic  and  clinical  science  material  as  possible 
prior  to  taking  the  course.  The  methods  of  in- 
struction will  be  by  lectures,  panel  discussions, 
and  questions  and  answers;  ample  opportunity 
will  be  provided,  throughout  the  program,  for  a 
discussion  between  the  faculty  and  the  partici- 
pants. The  following  subjects  are  included  in  the 
program: 

1.  General  Anesthetic  Drugs 

2.  Neurophysiology  as  Related  to  Anesthesia 

3.  Circulatory  Physiology 

4.  Pharmacology  of  the  Circulation 

5.  Respiratory  Physiology 

6.  Acid-Base  Regulation 

7.  Cellular  Biology 

8.  Steroids 

9.  Liver  and  Kidney 

10.  Autonomic  and  Neuromuscular  Physiology 
and  Pharmacology 

11.  Adjuvant  Drugs  in  Anesthesia 

12.  Complications  of  Anesthesia 

The  course  will  be  held  at  the  Pharmacy 
Auditorium,  874  Union  Avenue,  in  Memphis. 
For  information  regarding  registration,  please 
write  to:  Division  of  Continuing  Education  and 
Conferences,  The  University  of  Tennessee 
Medical  Units,  62  South  Dunlap  Street,  Memphis, 
Tennessee  38103. 

Three  ACP  Courses 
To  Be  Held  in  March 

In  March,  the  American  College  of  Physicians 
will  present  the  following  Post-graduate  courses: 
March  9-13,  1970  “Cardiovascular  and  Renal 
Disease:  Pathophysiology 

and  Pharmacology”;  Pres- 
byterian-St.  Luke’s  Hospi- 
tal, Chicago 

March  16-20,  1970  “Clinical  Problems  in  In- 
ternal Medicine”;  Cleveland 
Clinic,  Cleveland,  Ohio 

March  23-26,  1970  “Neurology  and  the  In- 
ternist”; Mayo  Clinic  and 
Mayo  Graduate  School  of 
Medicine,  Rochester,  Min- 
nesota 


Community  Health  Centers 
Urged  by  AAP 

The  American  Academy  of  Pediatrics  has 
called  for  the  selection  and  establishment  of 
several  community  health  centers  throughout 
North,  Middle  and  South  America  to  train  and 
develop  personnel,  and  test  programs  designed 
to  reduce  infant  mortality. 

In  a statement  in  the  November  issue  of  the 
AAP  Journal,  Pediatrics,  the  Academy’s  Com- 
mittee on  International  Child  Health,  called  for 
the  network  of  health  centers  to  “perfect 
methods  which  identify,  reduce,  and  ultimately 
help  prevent  the  avoidable  illnesses  and  nutri- 
tional deficiencies  which  lead  to  death.  Such 
methods  include  family  planning.” 

The  Academy  further  recommended  that  the 
United  States  government,  in  conjunction  with 
the  Pan-American  Health  Organization,  support 
the  study  of  techniques  and  methods  of  research, 
training,  and  evaluation  in  such  health  centers. 

The  AAP  indicated  that  the  experience  de- 
rived from  such  a study  would  strengthen  the 
ability  of  the  United  States  to  solve  its  own 
problems,  help  the  U.S.  meet  its  obligations  to 
foreign  graduates  who  staff  its  domestic  pro- 
grams, and  assist  all  the  nations  of  the  Americas 
in  meeting  the  health  needs  of  their  children. 

The  AAP  statement  pointed  to  the  excessive 
and  avoidable  child  death  and  disability  which 
continue  to  occur  in  North,  Middle,  and  South 
America.  Also  noteworthy,  the  Academy  state- 
ment revealed  that  slum  areas  within  several 
urban  counties  in  the  United  States  frequently 
exhibit  infant  mortality  rates  “two  or  three 
times  as  high  as  those  of  more  privileged  areas 
of  society,  and  as  high  as  those  of  some  Latin 
American  cities.” 

The  proposed  network  of  health  centers,  urban 
and  rural,  in  which  research  and  training  would 
be  supported  to  reduce  such  high  rates  of  infant 
mortality,  should  be  chosen  from  areas  where 
infant  mortality  is  excessive,  where  the  com- 
munity and  its  political  action  groups  want  to 
do  something  about  it,  and  where  a university 
medical  center  is  anxious  to  be  actively  involved, 
the  AAP  Committee  on  International  Child 
Health  emphasized. 

The  objectives,  program  development  and  op- 
erations of  the  health  centers  would  include 
five  common  elements.  They  are: 

• An  initial  study  of  the  target  area  to  be  served, 
its  people,  problems  and  resources. 

• The  delivery  of  personal  services  on  the  basis 
of  teams  which  include  community  representa- 
tives in  addition  to  the  usual  members  of  the 
health  professions. 

• Evaluation  mechanisms  which  provide  feed- 
back appraising  successes  or  failures  of  program 
developments 

• Supervised  participation  of  undergraduate  and 
postgraduate  students  of  the  health  and  health- 


154 


ANNOUNCEMENTS 


February,  1970 


related  professions  in  relevant  aspects  of  pro- 
gram development  and  operations. 

• An  effective  system  of  intercommunication 
among  the  centers,  a crucial  component  of  which 
would  be  the  active  exchange  of  personnel  in 
training  and  of  teaching  and  research  staffs. 

Hospital  Accreditation  Workshop 

The  Tennessee  Hospital  Association  is  spon- 
soring an  Accreditation  Workshop  at  Baptist 


Hospital  in  Nashville  on  March  6.  This  confer- 
ence will  run  from  9:00  a.m.  to  4:00  p.m.  The 
workshop  will  be  conducted  by  Dr.  Otto  Arndal, 
Assistant  Commissioner  of  the  Joint  Commission 
on  Accreditation  of  Hospitals.  The  purpose  of 
of  the  workshop  is  to  review  and  give  inter- 
pretations to  the  new  standards.  Registration 
fee  is  $5.00  per  person. 

THA  hopes  that  every  hospital  will  encourage 
representatives  from  the  medical  staff  to  be 
present  for  this  workshop. 


It’s  your  professional  privilege 
to  replenish  your  ranks . . . 

Give  to 

medical  education 
through  AMA-ERP 

American  Medical  Association 
Education  and  Research  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  Illinois 


RESIDENCY  AVAILABLE 
Psychiatric  residency  beginning  July,  1970. 
Fully  accredited,  three  years  of  dynamic 
and  eclectically  oriented  training.  Univer- 
sity program  affiliated  with  city-county, 
V.A.,  and  state  hospitals  all  located  on 
University  of  Tennessee  Medical  Units  cam- 
pus. Career,  NIMH,  V.A.,  and  other  sti- 
pends available  with  fringe  benefits.  Con- 
tact James  C.  Hancock,  M.D.,  Coordinator 
Residency  Program,  University  of  Tennessee 
Medical  Units,  Department  of  Psychiatry, 
42  North  Dunlap  Street,  Memphis,  Tennes- 
see 38103. 


Mackenzie,  Sir  James.  Angina  Pectoris.  London, 
England,  Henry  Frowde  and  Hodder  & Stough- 
ton, 1923.  p.  83. 

There  is  a kind  of  illness  which  begins 
abruptly  producing  a number  of  signs,  and 
speedily  abates,  which  is  described  as  an  “at- 
tack.” The  symptoms  are  varied,  depending 
upon  the  organs  whose  functions  are  interfered 
with.  The  attack  may  produce  a number  of 
symptoms,  such  as  a feeling  of  great  exhaustion, 
nausea,  depression  of  the  heart’s  action,  and 
sweating.  The  source  of  the  attack  may  not  be 
perceived  unless  some  localizing  symptom  is 
present,  as  pain,  or  cutaneous  hyperalgesia  . . . 

A frequent  accompaniment  of  the  attacks  of 
pain  is  a sense  of  compression  or  of  constriction 
or  of  weight  over  the  chest.  Indeed,  this  sense 
of  contraction  may  cause  more  distress  and  alarm 


to  the  patient  than  the  pain.  A pain  is  some- 
times spoken  of  as  a “constricting”  pain,  and, 
like  a “sickly”  pain,  is  a combination  of  two 
distinct  sensations;  a sickly  pain  being  a pain 
associated  with  nausea,  while  a constricting  pain 
is  a pain  associated  with  a sense  of  constriction. 
These  two  sensations  are  quite  distinct,  and  we 
may  have  one  without  the  other  . . . 

Accompanying  the  attack  of  pain  there  is  often 
a great  sense  of  depression  or  oppression,  and 
the  peculiar  sensation  as  if  death  were  impend- 
ing. This  is  sometimes  spoken  of  as  a sense  of 
dissolution.  The  sensation  is  not  limited  to  at- 
tacks of  angina  pectoris,  because  we  get  it  in 
other  conditions,  as  in  attacks  of  auricular  flutter, 
renal  colic,  etc. 

(Historical  note — abstracted  for  the  Middle 
Tennessee  Heart  Association,  Jean  Roughgarden, 
M.D.,  Nashville). 
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Let’s  Improve  the  Image 

(Editorial) 


At  the  risk  of  suspicion  as  to  literary 
taste,  let  me  quote  a few  lines  from  Robbie 
Burns,  Scotland’s  greatest  poet: 

“O  wad  some  Power  the  giftie  gie  us 
To  see  oursels  as  ithers  see  us! 

It  wad  frae  mony  a blunder  free  us 
An  foolish  notion.  . . ” 

It  seems  very  likely  that  some  of  the 
blunders  of  organized  medicine  over  the 
years,  at  all  levels,  might  have  been  avoided 
if  we  had  listened  more  and  talked  less. 
Too  much  of  our  conversation  is  among 
ourselves,  and  too  much  of  our  listening  is 
to  each  other. 

Because  of  this  tendency  toward  ingrown 
discussion,  we  are  often  shocked  to  find  in- 
telligent and  informed  community  leaders 
who  either  know  little  of  our  viewpoints, 
or  knowing  much  disagree  violently. 

The  lay  public  is  not  all-knowing  about 
medical  matters,  but  the  percentage  of  jack- 
asses among  them  is  not  much  different  than 
it  is  among  us. 

Not  long  ago  a community  group  in  Rich- 
mond County,  Georgia  held  a discussion  on 
medical  matters,  and  a summary  of  observa- 
tions appeared  in  the  Medical  Bulletin  of 
the  Richmond  County  Medical  Society. 

Here  is  a list: 

1)  The  cost  of  medical  care  is  high,  prob- 
ably too  high,  and  going  up. 

2)  Physicians’  incomes  are  excessive  and 
the  difference  in  income  between  the 
physician  and  other  scientific  profes- 
sions with  advanced  training  is  un- 
justifiable. 

3)  There  are  not  enough  physicians  or 
paramedical  personnel. 

4)  Medicine  stifles  competition  by  limit- 
ing numbers  of  newcomers,  which  then 
produces  high  fees.  A corollary  to  this 
is  a suspicion  of  an  artifical  restriction 
of  entry  into  medical  schools  and  the 
number  of  medical  schools.  Both  sus- 
picions are  laid  on  the  AMA  doorstep. 


5)  Lay  hospital  boards  are  rubber  stamps 
for  the  medical  staff. 

6)  Physicians  profit  by  long  hospital  stays 
of  patients,  which  causes  hospital  bed 
shortages. 

7)  Medicare  is  being  exploited  by  the 
physician. 

8)  Putting  physicians  on  salaries  would 
solve  much  of  this. 

The  first  reaction  to  this  list  is  astonish- 
ment tinged  with  sadness.  How  could  peo- 
ple be  so  wrong  about  little  old  us?  Another 
reaction  is  that  this  is  just  another  form  of 
doctor-baiting  that  has  gone  on  for  cen- 
turies. 

But  let  us  deal  with  the  facts.  Are  we  to 
blame  for  the  high  cost  of  medical  care? 
If  so,  are  we  doing  anything  about  it.  If  not, 
then  why  haven’t  we  gotten  our  explana- 
tions over  to  the  public? 

Are  there  other  professions,  equal  in 
training  to  ours,  wherein  the  financial  re- 
turns are  notably  less?  Again,  if  so,  why 
aren’t  our  explanations  acceptable? 

Are  we  doing  all  we  can  to  increase  the 
flow  of  young  physicians,  and  of  paramed- 
ical technicians?  If  so,  why  don’t  we  speak 
up?  If  not,  how  do  we  improve  matters? 

This  particular  string  of  complaints  is 
merely  another  one  that  says  our  image  is 
tarnished  around  the  edges.  But  it  seems 
to  me  that  it  is  the  image  of  expectancy  that 
is  tarnished,  not  that  of  the  doctor.  Several 
studies  show  that  the  criticism  of  medicine, 
as  a whole,  are  almost  never  applied  to  a 
person’s  own  physician.  That  particular 
doctor  is  never  blamed — it’s  always  the 
“other  doctors.” 

Since  doctor-critics  have  been  with  us  so 
long,  they  likely  will  be  around  quite  a spell 
longer,  and  the  barrage  from  newspapers, 
magazines,  radio  and  television  probably 
will  not  lift. 

What  remains  then  for  us  to  undertake  is 
a counter-barrage,  since  we  can’t  stay  in  our 
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EXCESS  MILLION  DOLLAR  INSURANCE 

PROFESSIONAL  AND  PERSONAL 

APPROVED  BY:  TENNESSEE  MEDICAL  ASSOCIATION 


A.  RESIDENCES  and  farms  owned  or  occupied,  including  those  owned 
by  relatives  or  wards. 

Required  Basic  Insurance— $50,000  personal  liability. 

B.  AUTOMOBILES  owned,  hired  or  regularly  used  by  applicant  or 
residents  of  his  household.  (Include  all  land  motor  vehicles.) 

Required  Basic  Insurance — $100,000/300,000  bodily  injury  and 
$10,000  property  damage  or  $100,000  single  limit. 

C.  WATERCRAFT  under  26  feet  in  length  owned,  hired  or  used. 

Required  Basic  Insurance— $50,000. 

D.  AIRCRAFT 

Required  Basic  Insurance — $1,000,000  Single  Limit. 

E.  BUSINESS  PROPERTY  for  which  coverage  is  desired. 

Required  Basic  Insurance — $100,000/300,000  bodily  injury  and 
$10,000  property  damage  or  $100,000  single  limit. 

F.  PROFESSIONAL  LIABILITY 

Required  Basic  Insurance — $100,000/$300,000 
$25,000.00  Major  Medical  for  you  and  your  family — $10,000  de- 
ductible included  with  the  above — no  extra  premium. 

PROFESSIONAL  LIABILITY 

Required  Basic  Insurance — $100,000/$300,000 

Class  1 — PHYSICIANS  doing  no  surgery. 


Basic  charge  including  initial  residence  $35. 

Each  additional  residence  and  farm  $ 3. 

Initial  Auto  $20. 

For  each  additional  Auto  add  $11. 

Each  outboard  motorboat  25  HP  or  more  $ 9. 

Each  inboard  motorboat  over  50  HP  $9. 

All  other  boats  under  26  feet  Included 

Office  Premises  $ 5. 

(SEE  LEFT  FOR  EXPLANATION) 

Class  1 $27. 

Class  2 $ 35. 

Class  3 $ 70. 

Class  4 $88. 

Class  5 $106. 

UNKNOWN  LIABILITIES  are  covered  less  a $250.00 
deductible. 


Limits  of  Liability 


Class  2— PHYSICIANS  doing  minor  surgery  or  assisting  in  major 
surgery  on  own  patients. 

Class  3— SURGEONS— General  Practitioners  who  perform  major  sur- 
gery or  assist  in  major  surgery  on  other  than  their  own 
patients  and  specialists  hereafter  indicated: 

Cardiologists  (including  catheterization,  but  not  including 
cardiac  surgery) 

Ophthalmologists 

Proctologists 

Class  4 — SURGEONS — specialists 
Cardiac  Surgeons 

Otolaryngologists— No  Plastic  Surgery 
Surgeons— General  (Specialists  in  general  surgery) 

Thoracic  Surgeons 
Urologists 
Vascular  Surgeons 

Class  5 — SURGEONS — specialists 
Anesthesiologists 
Neurosurgeons 
Obstetricians— Gynecologists 
Orthopedists 

Otolaryngologists— Plastic  Surgery 
Plastic  Surgeons 


A single  limit  of  $1,000,000  applies  to  each  occur- 
rence during  the  policy  period  except  that  Profes- 
sional Liability  Coverage  provides  a total  limit  for  all 
damages  during  each  policy  year  of  $1,000,000. 

If  you  desire  limits  of  liability  higher  than  $1,000,000 
you  can  increase  coverage  in  multiples  of  $1,000,000 
up  to  a maximum  of  $10,000,000. 

Underwritten  by: 

The  Statesman 
Insurance  Group 


FARRINGER  & CO. 
Knoxville  Branch 

918  State  Street 
Knoxville,  Tenn.  37902 


Phone  524-7335 


Administrators 
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foxholes  forever.  The  counter-barrage  of 
the  individual  physician  is  not  going  to  do 
much,  since  he  is  already  exempted  from 
the  fray.  It  must  come  from  organized 
medicine  at  all  levels — county,  state  and 
national,  and  must  be  an  offensive  barrage 
and  not  a defensive  one. 

A public  relations  program  such  as  the 
AMA  launched  against  Medicare  is  not  the 
likely  answer.  This  program  must  be  on 
the  local  level.  Public  interest  in  medical 
matters  is  always  at  a high  pitch.  Furnish- 
ing local  papers,  radio  and  television 
stations  with  speakers  and  news  releases  is 
necessary.  Having  speakers  available  for 
every  call  for  a speaker  at  a civic  group 
meeting  is  a must. 

But  the  county  society  cannot  operate 
without  the  help  of  its  members.  If  you 
hear  a group  that  needs  a speaker,  say  the 
medical  society  has  speakers  available. 
Then  let  the  society  know  about  it.  If  you 
see  an  offensive  story  in  your  local  paper, 
tell  us  by  mail  or  phone,  as  quickly  as 
possible,  so  we  can  counter-attack.  Be  alert 
for  chances  to  tell  our  story. 

Not  only  need  we  see  ourselves  as  others 
see  us,  but  we  need  to  tell  others  how  we 
see  ourselves.  ( From  PENNSYLVANIA 
MEDICINE,  November  1969 ) 

The  High  Cost  of  Medical  Care — 

Who  IS  Responsible? 

(Editorial) 

Much  has  been  written  and  much  more 
has  been  said  about  the  rapidly  rising  costs 
of  medical  care.  Accusations  have  been 
hurled;  demands  have  been  made  for  tighter 
controls — cries  of  “abuse”  and  even  “fraud” 
have  been  leveled  against  the  medical  pro- 
fession. The  medical  profession  has  faced 
and  must  continue  to  face  these  charges, 
standing  firm  in  denial  when  they  are  un- 
founded. Accurate  recorded  information  to 
refute  those  charges  which  are  untrue 
should  be  produced  and  whatever  steps 
necessary  taken  to  rectify  errors. 

It  is  also  essential  that  the  profession 
shall  not  allow  total  responsibility  of  cost 
to  rest  upon  its  shoulder.  To  do  so  allows 
to  remain  unchallenged  and  unchanged 
other  persons  and  factors  equally  guilty,  if 
not  more  so. 


All  purveyors  of  services  must  take  im- 
mediate steps  to  correct  inequities  that  they 
can  control.  Do  not  forget,  however,  that 
physicians,  like  all  paramedical  personnel, 
are  victims  of  rising  costs  in  overhead. 
Salaries,  additional  time  spent  upon  count- 
less forms,  plus  endless  explanation  of  in- 
tricacies to  recipients  of  government-spon- 
sored programs,  require  additional  person- 
nel. Help,  of  course,  must  be  trained  in 
clerical  responsibilities  never  before  neces- 
sary. Furthermore,  imposition  of  minimum 
wage  controls  has  hit  the  individual  phy- 
sicans  who  spend  much  time  training  and 
instructing  the  new  employees.  Inciden- 
tally, the  training  is  worth  many  dollars  to 
those  employees.  The  hospitals  are  also 
heavily  hit  by  loss  of  that  vast  reservoir  of 
young  people  heretofore  willing  to  serve 
“apprenticeships,”  but  who  now  must  be 
paid  the  minimum  wage. 

Let  us  probe  also  other  forces  outside  the 
medical  profession  which  bear  heavily  on 
total  costs  of  care: 

Administrative  costs  of  maintaining  fed- 
eral medical  programs  are  spiraling  so  rap- 
idly that  if  they  continue  at  their  present 
rate  many  additional  benefits  written  into 
the  law  to  be  in  effect  by  1975  will  have  to 
be  re-examined  and  curtailed  if  those  states 
are  to  continue  to  receive  federal  subsidy. 
Quality  of  medical  care,  which  is  an  integral 
part  of  medicare-medicaid  programs,  will 
necessarily  suffer.  The  number  of  govern- 
ment workers  necessary  to  implement  and 
operate  the  huge  medical  programs  in- 
creased from  7,000  to  100,000  in  one  year! 
The  number  of  employees  and  voluminous 
records  to  establish  profiles  by  fiscal  inter- 
mediaries have  increased  approximately  30 
per  cent. 

The  Government  has  added  to  adminis- 
trative costs,  not  only  by  imposition  of  the 
minimum  wage  law  and  heavy  paper  work 
— including  forms  for  payment  of  claims, 
but  the  demands  for  utilization  committees, 
and  mechanisms  for  review,  stipulation  of 
the  number  of  professional  visits  and  days 
in  hospital  prior  to  admission  to  nursing 
homes  and  extended  care  facilities,  all  add 
up  to  innumerable  employee-hours. 

Unions  and  their  increasing  wage  de- 
mands, fringe  benefits,  and  health  care  for 
their  members  must  share  their  full  blame 
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for  rising  costs  and  increased  utilization. 
Unrealistic  demands  of  patients  for  unneces- 
sary hospital  admission  or  prolonged  hos- 
pital stay  add  to  the  costs  which  they  could 
help  control.  The  legal  profession  must 
assume  much  of  the  responsibility  for 
spiraling  costs  of  malpractice  insurance 
rates  for  encouragement  of  “nuisance” 
suits,  which  have  no  merit  but  are  brought 
with  the  conviction  that  the  busy  doctor 
will  request  his  insurance  company  to  make 
some  kind  of  minimal  settlement,  knowing 
there  is  no  merit  to  the  contention  of  “negli- 
gence” because  it  is  a nuisance  to  fight  the 
case  in  court  and  the  easy  way  is  to  settle 
and  be  done  with  it.  But  because  of  the 
increasing  number  of  these  “nuisance  suits,” 
doctors  are  forced  into  “running  scared”  and 
often  run  unnecessary  diagnostic  tests  to 
protect  themselves  against  the  contingency 
of  defense  in  the  courts.  Malpractice  suits 
against  physicians  have  become  so  frequent 
that  some  states  have  passed  laws  imposing 
a fine  on  a plaintiff  who  files  a suit  that  the 
court  rules  to  be  “frivolous.”  The  rates  are 
prohibitive  in  some  parts  of  the  country, 
and  some  insurance  carriers  are  refusing  to 
write  this  type  of  policy  at  any  cost. 

Let  us  take  a long  look,  too,  at  the  part 
that  each  individual  citizen  has  played  in 
his  contribution  to  the  costs  of  medical  care. 
He  has  demanded  Medical  Care  as  a Right. 
It  is  the  generally  accepted  view  that  health 
services  of  high  quality  should  be  made 
available  to  all  people.  But  has  the  individ- 
ual citizen  considered  his  corollary  respon- 
sibility in  accepting  this  Right?  How  about 
that  majority  of  people  who  refuse  to  as- 
sume responsibility  for  maintaining  good 
health?  Statistics  are  published  about  that 
huge  segment  of  population  overweight  be- 
cause of  intemperate  eating.  Increasing  de- 
mands on  the  medical  profession  are  also 
the  result  of  indifference  of  people  in  main- 
taining bodily  health.  How  about  large 
numbers  of  people  in  all  economic  groups 
suffering  from  malnutrition  and  vitamin 
deficiency  because  they  disregard  well- 
known  nutritional  requirements — and  those 
hordes  of  individuals  who  become  victims 


of  emphysema  and  coronary  heart  disease 
because  they  smoke  even  though  they  have 
been  warned  repeatedly  that  it  is  detri- 
mental to  health — and  those  who  destroy 
physical  and  mental  health  by  use  of  drugs 
and  alcohol.  Added  to  these  casualties  are 
the  unnecessary  and  avoidable  emotional 
and  physical  stresses  brought  upon  them- 
selves and  which  require  care.  Recently 
published  statistics  list  suicide  as  fifth 
among  causes  of  death — third  among  college 
students.  And  another  thought  to  contem- 
plate: How  about  those  who  are  so  turned 
in  upon  themselves  that  they  examine 
minutely  every  ache,  pain,  psychic  and 
mental  aberration  that  they  “worry  them- 
selves into  an  inability  to  function,”  into 
custodial  care,  or  into  an  early  grave! 

Who  can  overlook  the  responsibility  of 
those  who,  disregarding  highway  safety, 
hurl  themselves  down  highways  at  death- 
defying  speeds  and  wind  up  as  the  respon- 
sibility of  hospitals,  physicians  and  person- 
nel who  dispense  life-saving  procedures? 
All  of  these  things  add  to  the  costs  of  med- 
ical care. 

As  a non-physician  having  more  than  a 
passing  knowledge  of  the  forces  being 
brought  upon  medicine  today,  I would  urge 
that  the  medical  profession  challenge  their 
accusers  and  ask  them  to  look  to  themselves 
and  accept  their  part  in  creating  a system  of 
health  care  that  soon  nobody  can  afford. 
For  we,  as  non-physicians,  are  not  without 
blame,  and  it  is  time  we  turned  that  ac- 
cusing finger  away  from  the  “others”  who 
we  would  like  to  hold  responsible,  and  look 
again  at  ourselves  and  do  whatever  we  can 
to  turn  the  tide  before  it  is  too  late. 

Members  of  the  medical  profession,  with 
the  help  of  its  fine  institutions,  societies  and 
thoughtful  representatives,  predicted  all  the 
evils  and  catastrophic  expenses.  But  warn- 
ings were  unheeded!  And  now  that  our 
country  is  saddled  with  the  monstrosity, 
who  is  being  blamed  but  the  doctors?  Let 
them  raise  their  voices  and  help  to  redis- 
tribute the  blame  where  it  belongs!  ( From 
the  Rocky  Mountain  Medical  Journal. 
December  1969 ) 
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In  general,  only  recent  medical  graduates  have  the  perspective  of  Mental  Retardation  as  a socio- 
logic symptom  of  the  individual’s  environment.  If  Mental  Retardation  represents  the  result  of  an 
impoverished  environment,  in  the  majority  of  instances,  then  it  should  be  reversible  to  some  degree 
at  least  by  a change  in  the  patient’s  pattern  of  life.  Management  must  include  appropriate  school- 
ing, behavioral  modification,  vocational  and  social  training.  The  family  physician  who  meets  this 
problem  and  feels  inadequate  to  cope  with  it  will  need  to  seek  aid  from  consultants  in  Pediatrics, 
Psychiatry  or  from  the  state’s  Department  of  Mental  Health  before  he  advises  the  parents  that  the 

situation  is  hopeless. 


Mental  Retardation  for  the  1970’s 

ROBERT  COHEN,  M.D.,  M.P.H.,  Raleigh,  North  Carolina 


Our  basic  philosophy  is  that  each  retarded 
child  and  adult  can  be  helped  and  must  be 
helped  to  be  able  to  utilize  his  abilities  fully 
to  reach  his  highest  possible  level  of  life 
fulfillment  at  home,  at  work,  and  at  play, 
and  attain  his  ultimate  potential  so  that  he 
can  assume  his  rightful  role  in  society.  Many 
retarded  persons  have  made  remarkable 
progress  in  general  functioning,  in  spite  of 
initial  low  tests  of  performance,  when  vigor- 
ous steps  have  been  undertaken  to  remedy 
and  ameliorate  adverse  conditions  in  their 
lives,  and  to  subject  them  to  appropriate 
schooling,  behavioral  modification,  voca- 
tional, and  social  training.  The  mistaken 
notion  that  retardation  is  an  irreversible, 
unchangeable  condition  is  at  last  giving  way 
in  a score  of  fields.  Replacing  this  long 
frozen  view  of  retardation  is  a mounting 
involvement  and  excitement  among  scien- 
tists, health  specialists,  educators,  psycholo- 
gists, social  workers,  and  therapists.  This 
new  attitude  is  bringing  attention,  respect, 
and  action  programs  in  the  field  of  mental 
retardation.  If  wisely  cultivated,  it  will  as- 
sign retardation  the  important  priority  in 
comprehensive  service,  planning,  and  pro- 
gramming that  it  rightfully  deserves. 

Since  we  now  know  that  human  potential 
is  determined  not  by  nature  alone  but  also 
by  the  interaction  between  the  individual 

* From  the  State  of  North  Carolina  Depart- 
ment of  Mental  Health,  Raleigh,  N.C. 

Dr.  Cohen  was  past  Assistant  Commissioner, 
Mental  Retardation  Services,  State  of  Tennessee 
Department  of  Mental  Health. 


and  his  environment,  it  follows  that  an  im- 
proved environment  can  change  the  course 
of  life.  The  fact  that  nature  and  nurture 
shape  human  lives  make  all  the  difference 
in  current  attitudes  and  actions  toward  the 
retarded. 

Effective  diagnosis,  study  and  treatment 
of  any  condition  now  requires  the  coopera- 
tive knowledge  and  skills  of  many  people 
from  many  fields  and  we  are  now  stressing 
the  interdisciplinary,  interdepartmental,  in- 
terorganizational  and  intergovernmental  co- 
operative approach  to  this  problem. 

There  is  a distinct  difference  between 
mental  illness  and  mental  retardation. 
Briefly,  mental  illness  can  be  considered  as 
an  acute  illness  occurring  in  a person  who 
may  have  previously  been  in  normal  health 
with  normal  mentality — retardation  occurs 
as  a late  complication  of  regression  and/or 
deterioration  in  this  illness.  Diagnosed  suffi- 
ciently early  and  treated  vigorously  and  ad- 
equately, the  prognosis  can  be  considered 
as  excellent.  On  the  other  hand,  mental  re- 
tardation is  a chronic  lifelong  condition.  By 
definition  it  involves  both  significant  sub- 
normal intelligence  and  a distinct  impair- 
ment in  adaptive  behavior  with  onset  dur- 
ing the  developmental  period.  The  proper 
care  and  treatment  for  this  condition  in- 
volves a complete  array  of  services  pro- 
jected over  the  lifetime  of  the  individual. 

Even  though  the  vast  majority  of  retard- 
ates have  overlying  emotional  problems,  it 
has  been  demonstrated  that  up  to  as  high  as 
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85%  of  the  individuals  meeting  all  the 
diagnostic  criteria  of  mental  retardation,  if 
given  the  proper  care  and  treatment  at  the 
proper  times  in  their  life  cycle,  can  be 
habilitated  to  independent  or  semi-inde- 
pendent community  living.  This  has  been 
made  possible  by  new  directions  in  pro- 
gramming resulting  from  the  interdiscipli- 
nary evaluation  of  the  individual  in  which 
various  specialists,  as  a result  of  their  own 
independent  evaluation  in  their  fields  of  ex- 
pertise, are  able,  after  a conference,  to  pre- 
scribe a definite  program  to  attain  the  maxi- 
mum degree  of  the  individual’s  potential. 
One  of  the  most  important  aspects  in  the 
entire  program  is  the  primary  physician’s 
role  in  early  identification.  The  pediatrician 
or  general  practitioner  is  the  chief  profes- 
sional person  who  has  contact  with  children 
in  the  preschool  period.  He  is  the  primary 
professional  person  with  the  clinical  train- 
ing and  skills  to  detect  early  deviation  in 
the  pattern  of  growth  and  development,  or 
other  abnormalities  suggesting  a diagnosis 
of  mental  retardation.  By  virtue  of  his  re- 
lationship to  the  family,  he  is  the  appropri- 
ate person  to  coordinate  and  evaluate  vari- 
ous diagnostic  procedures,  report  findings  to 
the  parents,  and  assist  in  planning  for  com- 
prehensive long-term  care. 

This  individualized  therapeutic  prescrip- 
tion usually  involves  a stepwise  progression 
in  which  goals  are  set  in  various  areas  of 
physical,  mental  and  social  competence,  and 
specific  training  and  behavioral  modification 
are  designed  to  meet  each  step  in  the  goal. 
Naturally,  to  achieve  the  desired  end  result, 
adequate  well-trained  personnel  and  the 
array  of  different  community  facilities  and 
services  are  an  absolute  necessity.  The  ini- 
tiative of  the  primary  physician  is  crucial  to 
the  development  of  community  resources. 
He  is  the  key  person  to  encourage  the  use  of 
screening  devices,  the  establishment  of  diag- 
nostic teams  and  clinics,  and  the  alertness 
of  the  other  disciplines  to  the  possibility  of 
early  identification.  He  should  assume  a 
leadership  role  in  implementing  community 
programs  and  organizing  facilities. 

It  has  been  estimated  that  from  75  to 
88%  of  all  of  the  causes  of  mental  retarda- 
tion can  be  attributed  to  social-cultural- 
familial-environmental  deprivation.  The  200 


to  300  identified  organic  causes  account  for 
less  than  25%  of  all  instances  of  retardation. 
These  statistics  imply  that  the  major  em- 
phasis on  the  prevention  of  this  most  prev- 
alent handicapping  condition  of  childhood 
must  be  concentrated  on  the  improvement 
of  the  basic  health,  education  and  social 
welfare  services.  Generic  services  must  be 
expanded  and  utilized.  It  is  impossible  to 
separate  poverty,  crowded  and  inadequate 
housing,  unsanitary  living  conditions,  poor 
nutrition,  and  inadequate  pre-,  peri-,  and 
post-natal  care,  from  mental  retardation  and 
the  other  social  ills  of  our  contemporary 
society. 

The  problem  of  mental  retardation  must 
be  considered  along  the  lines  of  immediate, 
intermediate  and  long-range  goals.  It  con- 
cerns the  overlap  of  two  major  aspects  of 
the  human  condition,  behavior  and  intelli- 
gence. Therefore,  an  attempt  to  focus  only 
on  planning  and  intervention  for  crises 
without  stressing  prevention,  public  educa- 
tion, awareness  and  early  identification,  and 
the  physical,  mental,  and  social  remedial 
needs,  will  meet  with  nothing  but  disaster. 
The  entire  ecologic  picture  must  be  in- 
cluded, and  this  involves  changes  in  the  in- 
dividual, his  family,  his  school,  his  com- 
munity and  his  entire  environment  with 
local,  state,  and  federal  assistance.  The  ma- 
jor immediate  trust  is  for  community  pro- 
grams and  community  facilities.  These  pro- 
grams include  diagnostic  and  clinic  services, 
special  programs  for  education,  including 
preschool,  school  excluded,  and  postschool 
situations;  vocational  rehabilitation;  social 
services;  parent  counseling;  recreation;  ser- 
vices for  the  retarded  juvenile  offender; 
guardianship  and  legal  services;  religious 
nurture;  and  coordination  of  all  of  these 
programs.  Community  facilities  must  in- 
clude diagnosis,  evaluation,  and  program- 
ming; day-care  facilities;  adult  activities; 
sheltered  workshops;  vocational  training 
centers;  community  residential  facilities; 
group  home  facilities;  short-term  residential 
facilities;  half-way  houses;  and  group-living 
residences. 

Under  the  present  circumstances,  only  one 
to  two  per  1,000  population  are  so  retarded 
as  to  require  institutional  care.  It  is  antici- 
pated that  this  ratio  will  decrease  even 
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further  in  the  future  as  more  community 
programs  become  available.  The  institutions 
for  mental  retardation  should  be  considered 
as  only  one  of  the  facilities  in  the  regional 
program.  There  should  be  a free  flow  of 
patients  and  personnel  between  the  institu- 
tions and  community  facilities.  In  fact,  long- 
range  goals  visualize  institutionalization  for 
only  the  retardees  who  require  constant 
medical  and/or  nursing  care,  need  modifica- 
tion of  behavioral  problems  which  preclude 
successful  living  in  the  community,  or  have 
no  place  of  residence  in  the  community  due 


to  adverse  home  circumstances  or  lack  of 
any  residential  arrangement  or  facility  in 
the  community  itself. 

The  problem  of  mental  retardation  calls 
for  our  best  efforts  as  professionals  and 
citizens.  In  addition  to  preventive  measures, 
we  must  identify  and  use  resources  neces- 
sary to  affect  the  desired  change  and  we 
must  assign  responsibility  for  utilizing  these 
resources.  The  necessary  programs  must  be 
established  and  adequate  follow-up  built  in 
from  the  very  beginning. 
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Bronchoscopy  and  Esophagoscopy  Simplified 

EDWARD  F.  SKINNER,  M.D.,  Memphis,  Tennessee 


The  following  method  for  bronchoscopy 
and  esophagoscopy  has  been  used  in  many 
hundreds  of  examinations  in  the  past  15 
years  both  here  and  elsewhere.  It  is  rapid 
and  safe.  Most  of  the  examinations  are 
done  thiopentol  or  methohexital  anesthesia 
plus  succinylcholine.  If  the  surgeon  wishes 
he  may  spray  the  throat  lightly  with  a local 
anesthetic  after  the  patient  is  asleep,  but 
this  really  is  not  necessary.  If  the  purpose 
of  the  bronchoscopy  is  to  stimulate  the 
cough  reflex  and  clean  out  excess  secretions 
from  the  tracheobronchial  tree  it  is  best 
omitted. 

The  standard  Jackson  position  is  not 
used.1  Instead  the  patient  is  placed  on  the 
flat  operating  table  which  makes  it  much 
easier  for  both  the  surgeon  and  the  person 
holding  the  patient’s  head.  (Figs.  1 and  2) 
If  the  surgeon  wears  glasses,  a head  shield 
is  unnecessary  and  visibility  is  better. 

If  bronchoscopy  and  esophagoscopy  are 


Fig  1.  Bronchoscopy.  The  patient’s  head  rests  on 
the  flat  operating  table  so  it  is  steady  and 
yet  easily  moved  from  side  to  side.  Note 
the  rubber  tube  carrying  oxygen  from  the 
anesthetic  machine  to  the  sidearm  of  the 
bronchoscope. 


From  the  University  of  Tennessee  College  of 
Medicine,  and  the  Baptist  Memorial  Hospital, 
Memphis,  Tenn. 


Fig  2.  Esophagoscopy.  An  endotracheal  tube  is 
in  place  but  its  terminal  bag  deflated  to 
allow  easier  passage  of  the  esophago- 
scope. 


to  be  done  at  the  same  sitting  I believe  it 
is  safer  to  do  the  esophagoscopy  first.  In 
this  case  the  anesthetist  inserts  an  endo- 
tracheal tube  after  first  anesthetising  the 
patient,  after  which  the  esophagoscopy  is 
done.  (To  see  the  phrenic  ampulla  it  is 
sometimes  necessary  to  lower  the  head 
section  of  the  operating  table  temporarily) . 
After  esophagoscopy  is  completed,  the 
esophagoscope  is  removed  and  the  endo- 
tracheal tube  is  left  in  place  for  another 
minute  or  two  while  the  surgeon  rearranges 
his  bronchoscopy  instruments  and  tele- 
scopes. Then  the  endotracheal  tube  is  re- 
moved and  the  bronchoscope  introduced. 
The  bronchoscope  and  the  esophagoscope 
are  held  horizontally  during  insertion.  I 
personally  prefer  a standard  Jackson  bron- 
choscope to  a ventilating  bronchoscope  since 
it  is  simpler  to  use  and  the  visibility  is  often 
better2.  No  external  chest  respiratory  de- 
vices are  necessary. 

To  convert  the  standard  bronchoscope  to 
a ventilating  bronchoscope  the  anesthetist 
removes  the  rubber  face  mask  from  the 
anesthetic  machine  and  substitutes  a uni- 
versal endotracheal  adapter  which  is  con- 
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nected  to  a 3-foot  length  of  rubber  tubing. 
This  in  turn  attaches  to  the  side-arm  (aspi- 
rating canal)  of  the  bronchoscope. 

The  surgeon  can  hold  his  finger  over  the 
end  of  the  bronchoscope  periodically  while 
the  instrument  is  in  the  tracheobronchial 
tree,  and  then  the  anesthetist  can  easily  in- 
flate the  lungs  at  will  using  either  pressure 
on  the  rubber  bag  or  short  bursts  with  the 
flush  valve  on  the  machine.  The  broncho- 
scope fits  loosely  in  the  larynx  so  there  is 
no  danger  of  alveolar  rupture. 

Bronchoscopy  under  general  anesthesia 
is  much  more  pleasant  for  the  patient;  he 
has  no  unpleasant  recall  for  the  procedure 
so  he  will  not  object  to  a second  examina- 
tion if  it  should  be  necessary3  and  if  the 
premedication  has  been  adequate  the  pa- 
tient often  wakes  up  afterwards  and  says 
“When  are  you  going  to  do  my  bronchos- 
copy?” 


Summary.  A simple,  safe,  rapid  method 
is  described  for  bronchoscopy  and  esopha- 
goscopy. 
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A USEFUL  DRUG— Anderson 


March,  1970 


The  author  points  up  the  usefulness  of  injectable  psychotropic  drugs  under  certain  circumstances. 

A Useful  Drug* 

HARVEY  W.  ANDERSON,  M.D.,  Jackson,  Tennessee 


Fluphenazine  enanthate  (Prolixin  enan- 
thate)  is  a useful  psychotropic  agent  that  is 
long  acting,  injectable — 25  mg  per  cc — and 
given  intramuscularly.  Squibb  and  Sons, 
the  manufacturer,  states  that  it  also  may 
be  given  subcutaneously,  but  since  it  is 
suspended  in  sesame  oil  I prefer  to  hide  it 
within  a muscle.  The  duration  of  effect  of 
this  agent  is  from  1 to  3 weeks.  Our  dosage 
schedule  is  1 cc  (25  mg.)  every  2 weeks.  I 
have  noticed  that  most  patients  will  report 
that  minor  agitation  and  nervousness  have 
returned  2 to  3 days  in  advance  of  the  next 
injection.  This  drug  is  strictly  a “heavy- 
weight” tranquilizing  compound.  It  has 
antipsychotic  properties;  it  will  tame  hallu- 
cinations; reduce  the  intensity  of  paranoia; 
decrease  the  volume  of  delusions  in  such 
states  as  schizophrenia  or  psychotic  de- 
pressive reactions;  and,  to  a lesser  degree,  it 
is  effective  in  the  treatment  of  psychotic 
states  associated  with  organicity.  Fluphena- 
zine (Prolixin)  in  short,  is  similar  to 
chlorpromazine  (Thorazine),  thioridazine 
(Mellaril),  trifluoperazine  (Stelazine),  per- 
henazine  (Trilafon)  and  in  no  way  should  it 
be  confused  with  anti-anxiety  drugs  on  the 
level  of  meprobamate,  chlordiazepoxide 
(Librium)  and  diazepam  (Valium).  (Per- 
mitil  by  White  Laboratories  is  identical  to 
Prolixin,  but  does  not  come  in  the  form 
under  discussion  here.) 

Illustrative  Cases 

Case  1.  A 65  year  old  woman  4 years  ago  was 
treated  for  4 months  at  Western  State  Psychiatric 
Hospital  (WSPH)  where  she  presented  in  a 
paranoid  state.  Her  mind  was  filled  with  ideas 
about  politicians,  Negroes  and  communists.  She 
had  a 15  year  history  of  irritability  and  depres- 
sion. 

The  patient  made  but  2 visits  to  the  outpatient 
medication  clinic  in  August  and  September  of 
1965  following  her  discharge  from  WSPH.  She 
then  was  taking  Stelazine  2 mg  b.i.d.  and  To- 
franil 25  mg  t.i.d.  Sometime  later,  after  a period 
without  visits,  she  was  brought  to  the  clinic  on 
Dec.  12,  1968,  in  an  uncooperative,  hostile,  agi- 

*From the  Jackson  Mental  Health  Center, 
Jackson,  Tenn. 


tated,  totally  psychotic  state  of  strong  paranoid 
flavoring.  She  appeared  as  one  who  typically 
requires  immediate  psychiatric  hospitalization. 
All  oral  medication  was  refused.  I gave  her  25 
mg  of  Prolixin  intramuscularly,  very  much 
against  her  will  but  with  the  assent  of  her 
daughter  who  had  brought  the  patient  to  the 
clinic. 

The  patient  was  seen  again  15  days  later  when 
she  was  a little  reserved  but  pleasant,  and  ap- 
pearing quite  well.  She  referred  to  her  recent 
mental  chaos  by  saying  that  she  had  been  ill 
with  “flu”.  The  patient  was  then  placed  on 
Stelazine  2 mg  t.i.d.  When  she  was  seen  again  3 
weeks  later  she  was  further  improved  except 
for  mild  akathisia,  for  which  Pipanol  2 mg  t.i.d. 
was  added.  There  have  been  3 subsequent  visits 
during  the  past  year  and  she  consistently  has 
maintained  her  improved  state,  and  from  all 
reports  enjoys  a good  life. 

Case  2.  This  38  year  old  woman  had  been  treated 
for  chronic  undifferentiated  schizophrenia  in  four 
different  hospitalizations  between  1963  and  1966. 
Part  of  the  content  of  the  presenting  illness  at 
the  last  admission  was:  “Everyone  has  turned 
against  me;  nobody  believes  me;  the  furniture 
in  my  house  doesn’t  seem  the  right  size;  the 
neighbor  man  made  me  pregnant;  yes,  Jesus,  I 
hear  you.”  She  was  successfully  maintained  out- 
side of  the  state  hospital  from  March  1966  to 
October  1968,  attended  the  clinic  and  took 
Thorazine  75  to  150  mg  daily.  At  her  visit  on 
Oct.  25,  1968  she  began  to  tell  me  of  her  Pente- 
costal Church  revival  services,  for  her  not  an 
unusual  topic.  It  struck  me  that  her  informational 
level  was  low;  for  example,  she  was  unaware 
that  Mrs.  John  F.  Kennedy  was  a widow.  I en- 
couraged her  to  continue  with  her  medicine 
regularly  and  she  shortly  burst  out  with,  “If  it’s 
the  Lord’s  will  for  me  to  take  medicine  and  go 
back  to  the  hospital  I’ll  do  it  but  otherwise  I 
won’t.”  She  hollered  that  she  did  not  need  to 
take  any  more  medicine;  the  social  worker 
learned  that  she  had  not  been  taking  it  lately, 
and  that  the  patient  had  progressed  rapidly  into 
an  obvious  psychotic  state.  I countered  her  idea 
by  one  of  my  own:  “The  Lord  helped  me  be- 
come a doctor  and  I think  He  wants  me  to  give 
you  this  medicine.”  This  made  her  pause  to 
think  and  soon  she  agreed  to  permit  an  injection 
of  Prolixin.  When  she  was  seen  again  2 weeks 
later  she  was  subdued  and  reported  that  she 
did  not  feel  as  well  as  she  did  before.  Oral  medi- 
cation as  a Thorazine  spansule  75  mg  once  a day 
and  Tofranil  25  mg  once  a day  was  instituted. 
In  the  next  10  months  she  visited  the  clinic  3 
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times,  appeared  well  though  constricted,  and 
seemed  to  be  getting  by  about  as  well  as  I had 
ever  observed  before  her  relapse. 

Case  3.  A 40  year  old  man  gave  a history  of  2 
previous  admissions  to  WSPH  with  a diagnosis 
of  schizophrenic  reaction,  chronic  undifferen- 
tiated type.  After  his  second  discharge  November 
1967  to  July  1968  he  was  given  Prolixin  en- 
anthate  systematically  every  2 weeks.  Because 
of  an  increased  clinic  load,  I elected  to  switch 
him  to  Prolixin  in  tablet  form,  1 mg  b.i.d.,  so  he 
would  not  need  to  be  seen  in  clinic  so  often. 

At  his  January  10,  1969  visit  he  seemed  brighter. 
The  prescription  was  refilled.  On  April  1,  with- 
out our  arrangement,  he  appeared  for  readmis- 
sion at  WSPH  in  a disheveled,  withdrawn, 
psychotic  state.  The  Hospital  social  history  ob- 
tained from  the  wife  indicated  that  he  had  taken 
very  few  tablets  since  November  1968.  WSPH 
released  him  to  outpatient  care  on  July  31,  but 
nothing  was  seen  of  him  until  he  dropped  into 
the  Jackson  Mental  Health  Center  waiting  room 
on  September  10,  where  he  eloquently,  accur- 
ately, and  reverently  recited  the  Lord’s  Prayer 
before  the  cookie-cracker  vending  machine.  He 
has  always  been  a very  friendly  person — in  or 
out  of  psychosis — and  he  readily  submitted  to 
an  injection  of  Prolixin  25  mg.  However,  within 
a day  the  Jackson  Police  discovered  him  aim- 
lessly positioned  in  the  city  streets  and  when  the 
choice  arose  between  revamping  urban  traffic 
flow  or  redispatching  this  patient  to  the  hospital, 
the  latter  alternative  was  taken.  (In  hindsight, 
of  course,  this  particular,  “pill-reluctant”  patient 
should  not  have  been  withdrawn  from  his 
scheduled  injections.) 

Case  4.  A 35  year  old  woman,  congenitally  deaf 
and  mute,  had  a psychiatric  background  of  4 
admissions  to  WSPH.  Several  of  these  hospitali- 
zations were  protracted  between  1953  to  1966. 
The  diagnosis  was  chronic  brain  syndrome; 
mental  deficiency,  moderate,  with  psychotic  re- 
action. 

She  was  seen  regularly  in  the  outpatient  clinic 
where  she  was  periodically  supplied  with  Thor- 
azine 50  mg  to  be  taken  t.i.d.  In  February  1968, 
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her  mother  said  the  patient  was  refusing  to  take 
medication  and  that  she  paraded  around  the 
house  wearing  only  a sheet.  The  social  history 
was  negative  for  membership  in  secret  societies. 
I added  Trilafon  4 mg  t.i.d.  to  the  treatment  pro- 
gram, but  evidently  she  did  not  take  this  nor 
the  Thorazine  since  the  March  appointment  was 
skipped  and  we  learned  that  WSPH  had  received 
her  again  on  April  4,  1968. 

A month  and  half  later  she  was  dismissed  to 
outpatient  care  again  and  by  this  time  the  hos- 
pital had  inaugurated  for  her  a schedule  of  an 
injection  of  Prolixin  on  a 2 week  basis.  This  was 
continued  for  2 months  when  I endeavored  to 
transfer  her  from  injections  to  tablets  of  the 
same  drug.  However,  before  very  long  the 
mother  reported  that  the  patient  had  pregnancy 
fantasies  and  that  she  had  a fear  that  the  pills 
would  kill  the  baby.  The  injections  accordingly 
were  resumed  and  to  date  there  have  been  no 
complications  or  signs  of  renewed  psychic  dis- 
organization. 

Discussion 

More  examples  of  this  type  have  been  our 
clinic  experience.  The  unique  illustration  of 
Cases  1 and  2 is  that  with  a single  injection 
of  Prolixin  enanthate  obviously  urgent  re- 
hospitalization became  needless.  Cases  3 
and  4 show  that  there  are  citizens  in  this 
world  who  by  family  structure  or  as  a facet 
of  illness  simply  will  not  use  oral  medica- 
tion with  any  profitable  degree  of  consisten- 
cy. I am  unwilling  to  conclude  that 
shorter-acting  preparations  such  as  Thora- 
zine injectable  or  Trilafon  injectable  would 
not  be  equally  useful  for  some  of  the  con- 
ditions depicted.  I only  conclude  that 
Prolixin  enanthate  by  injection  has  several 
advantageous  applications. 

Jackson  Mental  Health  Center 
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The  author  reviews  attitudes  of  physicians  attending  the  patient  who  faces  death  from  cancer, 
and  the  impact  these  attitudes  have  upon  the  patient.  Many  students  of  the  problem  have  speculated 
upon  and  attempted  to  analyze  why  the  doctor  can  face  as  certain  dissolution  from  heart  disease  or 
disseminated  lupus  in  his  patient  in  security  and  with  equanimity,  and  yet  meets  cancer  with  fear 

and  insecurity. 

TERMINAL  CANCER:  A Patient 
Oriented  Approach 

ROBERT  K.  OLDHAM,  M.D.,  Nashville,  Tenn. 


Introduction 

Facing  the  patient  with  terminal  disease 
is  one  of  the  most  important  but  least  dis- 
cussed problems  in  the  practice  of  medicine. 
Almost  daily  the  physician  is  called  upon 
to  deal  with  a patient  in  this  situation,  but 
may  do  so  with  little  insight  into  his  own 
feelings  or  those  of  the  patient.  Perhaps  the 
most  common  and  certainly  the  most 
dreaded  disease  to  end  in  death  today  is 
cancer  of  one  form  or  another.  This  paper 
will  deal  with  this  problem  of  terminal 
disease  and  the  inherent  physician-patient 
relationship. 

Death  and  incurable  disease  are  spoken  of 
in  hushed  terms  by  the  population  at  large. 
Articles  both  popular  and  scientific  have 
been  written  about  the  American  attitude 
toward  dying.  Little  is  actually  said  about 
death  in  our  preoccupation  with  living  and 
the  attitude  seems  in  general  to  be  one  of 
ignoring  the  inevitability  of  personal  death. 

One  would  think  that  since  medicine 
faces  the  problem  of  dying  almost  on  a daily 
basis,  some  emphasis  on  how  to  deal  with  it 
would  be  found  in  medical  education.  This 
is  in  fact  not  so,  and  some  studies  indicate 
that  the  physician’s  relationship  with  dying 
patients  may  be  founded  more  on  his  atti- 
tudes prior  to  entering  medical  school  than 
those  derived  from  his  own  clinical  experi- 
ence.1’2 Physicians  are  even  reluctant  to  dis- 
cuss this  area  of  medicine  among  them- 
selves.3 

The  Physician 

How  then  does  the  physician  deal  with 
the  problem  of  malignant  disease  in  its 
terminal  stages?  Implicit  within  this  ques- 
tion is  another — how  does  the  physician 
view  cancer  in  general?  Although  one 

*From  the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 


might  expect  him  to  approach  this  disease 
in  a more  professional  light  than  a layman, 
some  studies  have  demonstrated  that  phy- 
sicians see  cancer  as  “dirty,  shameful  and  a 
killer”  with  a painful  demise  much  as  the 
lay  public  views  it.1’4 

Because  of  this  attitude  of  pessimism  and 
futility  in  the  treatment  of  cancer,  the  phy- 
sician may  be  less  than  aggressive  in  his 
approach  to  this  disease  and  its  many  com- 
plications. 

Whether  to  tell  or  not  to  tell  the  cancer 
patient  his  diagnosis  is  a subject  which  has 
attracted  much  attention  in  the  literature. 
Recent  studies  have  found  that  approxi- 
mately 75%  of  physicians  withhold  the 
diagnosis  of  terminal  cancer  from  the  pa- 
tient.1’5 This  is  in  direct  opposition  to  the 
feelings  of  the  patient.6  A doctor  may  with- 
hold this  information  from  the  patient  fear- 
ing that  disclosure  might  precipitate  an 
emotional  crisis  resulting  in  attempted  sui- 
cide. Available  information  does  not  sub- 
stantiate this  fear.1’7  In  fact,  it  seems  emo- 
tion-laden a priori  personal  judgments  are 
the  real  determinents  of  physician’s  atti- 
tudes rather  than  the  frequently  cited 
“clinical  experience.”1’3 

The  care  of  an  incurable  patient  is  de- 
manding, frustrating,  and  time  consuming.8 
The  physician’s  self  esteem  may  not  be 
maintained  by  the  patient’s  clinical  re- 
sponse, so  he  may  inadvertently  have  a 
tendency  to  reject  the  patient.  First  denial 
may  occur  with  substitution  of  other 
synonyms  (i.e.  “growth”  or  “mass”)  for  the 
word  cancer,  and  this  is  rationalized  as  be- 
ing for  the  good  of  the  patient.3  This  is 
followed  by  accidentally  forgetting  to  see 
the  patient  on  rounds,  and  the  development 
of  a more  “objective”  point  of  view  toward 
the  patient.  In  the  final  stage,  overt  rejec- 
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tion  occurs  as  the  doctor  moves  on  to  a 
“more  interesting  case.”4  The  phenomena  of 
“premortem  burial”  may  occur  here — drawn 
shades,  low  voices,  unnatural  attitude  to- 
ward the  patient,  increasing  narcotics  and 
complete  avoidance  of  verbal  contact.9  This 
is  just  the  sequence  the  patient  fears 
most.1(U1 

One  of  the  many  factors  involved  and 
possibly  one  of  the  most  important,  is  the 
physician’s  own  unresolved  fear  of  personal 
death.  Feifel4  found  in  a series  of  40  physi- 
cians that  doctors  think  of  personal  death 
less  and  fear  it  more  than  the  lay  person. 
He  intellectualizes  his  fear  as  if  answering 
the  question  for  others,  but  does  not  face  it 
himself.  The  sublimation  of  this  conflict  re- 
sulting from  the  unresolved  fear  of  death 
may  even  be  a factor  in  the  student’s  deci- 
sion to  become  a physician.  This  very  con- 
flict may  give  rise  later  to  a counter-trans- 
ference of  these  feelings,  thereby  resulting 
in  the  unwitting  rejection  of  the  patient.4 

The  Patient 

If  the  above  problems  plague  the  physi- 
cian, where  does  the  patient  stand  relative 
to  his  illness?  It  is  known  that  cancer  is  the 
most  feared  disease  today  and  compared  to 
other  illnesses,  the  patient  can  do  little  to 
alter  its  course.  It  is  viewed  as  dirty,  pain- 
ful, possibly  contagious  and  followed  surely 
by  death.12'13  What  then  is  the  attitude  of 
the  patient  toward  knowing  his  diagnosis? 
Several  studies  indicate  that  between  65 
and  90%  of  unselected  cancer  patients  were 
in  favor  of  having  been  informed  of  their 
diagnosis.642'14  Twenty  percent  denied  they 
had  been  told  their  diagnosis  within  one 
month  of  a careful  explanation  of  their  sit- 
uation. Many  patients  do  want  to  know  their 
fate,  and  their  questions  should  be  an- 
swered.7’15 

The  patient  with  cancer  may  pass  through 
three  stages. 

(1)  Initial  Stage.  The  diagnosis  is  made, 
treatment  is  begun,  and  there  is  good  com- 
munication between  the  doctor  and  patient. 

(2)  Advancing  Stage.  Much  denial  is 
used  by  patient  upon  recurrence.3  He  may 
concentrate  on  diet  and  somatic  symp- 
toms unrelated  to  the  cancer  at  this  point. 
A dependency  role  may  be  assumed  here, 


and  the  patient  fears  rejection  and  abandon- 
ment by  the  doctor.  He  may  have  unrealis- 
tic beliefs  about  his  physician’s  ability  to 
cure.  Being  very  ill  may  precipitate  feel- 
ings of  guilt  in  the  patient  and  interfere 
with  communication.16 

(3)  Terminal  Stage.  Increased  dependen- 
cy and  fear  of  abandonment  are  present 
and  withdrawal  from  reality  may  occur. 
The  patient  may  wish  to  talk  about  his  ac- 
tivities of  daily  living.  It  must  be  remem- 
bered he  does  generally  want  to  verbalize 
here,  and  the  physician  must  not  abandon 
him  for  a “more  interesting  case.”3 

Defense  mechanisms  commonly  used  by 
the  patient  during  this  process  included 
suppression,  denial  and  regression.10  The 
latter  mechanism  is  present  when  the 
patient  uses  emotional  responses  employed 
successfully  as  a child.  The  dying  patient 
at  this  time  fears  most  his  loss  of  control, 
his  indistinct  ego  boundaries,  and  his  often 
increasing  isolation.  Isolation,  the  very 
aspect  of  dying  he  fears  most,  is  likely  to 
occur  when  his  physician  is  unable,  because 
of  his  own  anxiety,  to  pay  meticulous  at- 
tention to  the  physical  and  emotional  needs 
of  the  patient.9'17 

It  should  be  noted  that  the  preference  of 
many  dying  individuals  is  to  do  so  comfort- 
ably and  with  dignity  in  their  own  home, 
and  certainly  if  possible,  their  wishes 
should  be  respected. 

Resolution 

So  how  might  the  physician  be  better 
equipped  to  deal  with  this  problem  of  dy- 
ing? 

(1)  Education.  Certainly  more  attention 
should  be  directed  toward  the  dying  patient 
and  how  the  doctor  can  best  face  it  with  his 
patient.  More  verbalization  is  necessary  in 
the  clinical  learning  period,  so  the  young 
doctor  will  gain  insight  into  his  personal 
fear  of  death.  Attention  should  be  focused 
on  the  psychologic  needs  of  the  patient.  An 
evaluation  of  the  patient’s  emotional  status 
should  be  an  integral  part  of  the  history  and 
physical  examination  recorded  in  the  chart.3 
The  problem  of  terminal  illness  should  be 
faced  and  discussed  with  candor  among 
physicians  and  between  the  patient  and  his 
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physician,  rather  than  pushed  aside  or 
merely  alluded  to  with  euphemisms. 

(2)  Communication.  The  doctor  must  al- 
low the  patient  to  verbalize  his  feelings,  and 
his  questions  should  be  answered  with  clar- 
ity and  support.15  It  becomes  a tragic 
comedy  of  errors  when  the  family  knows, 
the  doctor  knows,  and  the  patient  knows, 
but  no  communication  takes  place.  The 
patient  is  then  left  to  his  own  pitiful  re- 
sources in  a darkened  room. 

(3)  Attention.  Attention  to  detail  is  im- 
portant in  making  the  last  days  comfort- 
able. Treatment  of  pain  and  other  remedial 
complications  of  malignant  disease  must  not 
be  neglected.  Good  nursing  care  and  regu- 
lar visits  with  his  physician  does  much  to 
alleviate  the  patient’s  suffering. 

(4)  Realism.  Acceptance  of  the  patient’s 
fate  by  the  doctor  in  the  final  stages  is 
very  important.  Artificial  prolongation  of 
life  at  this  point  may  be  harmful  to  the 
patient  as  well  as  to  his  family. 

Hope  should  be  maintained,  for  it  gives 
strength  to  the  patient  with  an  incurable 
illness.18  The  doctor  can  be  very  helpful 
here  in  supporting  the  patient’s  hope  with 
encouragement  about  new  drugs  which  may 
help  control  (but  not  cure)  the  cancer.  A 
protective,  understanding  physician  who  al- 
lows his  patient  to  verbalize  can  do  much  to 
ameliorate  the  suffering  of  the  dying  pa- 
tient.19 

In  summary  then,  I would  like  to  offer  these 
pertinent  quotes. 

“Hope  is  itself  a species  of  happiness.” 

Samuel  Johnson 

“If  I had  the  strength  to  hold  a pen,  I would 
write  now  how  easy  and  pleasant  it  is  to  die.” 
William  Hunter,  M.D. 

“The  physician,  by  example,  often  determines 
the  behavior  and  attitude  of  nurse  and  family 
during  the  usually  protracted,  weary  course  of 
terminal  cancer.  Let  us  act  with  authority  and 
with  a full  sense  of  responsibility.  But  also 
let  us  act  with  compassion  and  understanding 
and  restrained,  subtle  sympathy.  A cheerful 
demeanor,  patient  attention  to  minor  as  well 
as  major  complaints,  careful  and  detailed  di- 
rections to  nurse  and  family  regarding  the 
treatment  of  symptoms,  the  avoidance  before 
the  patient  of  either  a hopeless  attitude  or  of 


indifference  regarding  small  items  of  proce- 
dure, encouragement  by  attitude  and  indirec- 
tion— these  are  of  the  essence.  They  support 
and  sustain  the  spirit  of  his  battle — a battle 
which  may  be  won  even  though  the  body  is 
doomed  to  failure.” 

Hugh  J.  Morgan,  M.D.20 
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Baptist  Memorial  Hospital 

Brain  Stem  Glioma  in  Children* 

J.  Rodney  Feild,  M.D.  and 
Amin  A.  Faris,  M.D. 

The  patient  was  a 5-year-old  Negro  girl,  first 
admitted  to  Baptist  Memorial  Hospital  on  Nov. 
8,  1967. 

Her  illness  began  approximately  one  week 
before  admission,  heralded  by  a staggering  gait 
and  favoring  the  right  lower  extremity.  Two 
days  later  the  child  complained  of  bifrontal 
headache  and  developed  episodic  vomiting.  In 
addition,  the  eyes  were  noted  to  be  deviated 
constantly  to  the  left  side.  Altered  consciousness 
and/or  seizures  were  denied.  The  child  reported- 
ly had  had  fever  as  observed  by  her  family 
physician  who  administered  several  “shots”  dur- 
ing the  week  before  admission. 

The  past  medical  history  was  noncontributory. 

Physical  examination  on  admission  revealed  a 
BP  of  100/60,  T.  99°F.,  R 20/min.,  P 70/min.  and 
regular.  The  head,  ears,  nose  and  throat  were 
within  normal  limits.  The  tympanic  membranes 
were  clear.  The  neck  was  supple.  The  lungs 
were  clear.  The  heart  was  not  enlarged  but  a 
Grade  III/IV  systolic  apical  murmur  was  present. 
The  abdomen  was  soft  without  enlargement  of 
organs. 

Neurologic  examination:  The  child  was  dull 
mentally  and  apathetic,  but  responded  appro- 
priately to  her  surroundings.  The  optic  fundi 
and  pupils  were  normal  and  gross  visual  fields 
demonstrated  no  abnormality.  The  eyes  tended 
to  be  deviated  to  the  left  with  occasional  move- 
ments to  the  midline;  however,  voluntary  move- 
ments to  the  right  were  possible  at  which  time 
nystagmus  was  observed.  A questionable  7th 
central  cranial  nerve  weakness  was  present  on 
the  right.  Function  of  the  other  cranial  nerves 
was  within  normal  limits.  The  motor  and  sen- 
sory examination  disclosed  no  abnormalities.  The 
deep  tendon  reflexes  were  normal  and  Bab  inski 
signs  were  absent  bilaterally.  There  was  a mild 
right  finger-to-nose  and  heel-to-knee  ataxia. 
The  gait  was  also  moderately  ataxic,  the  child 
having  a tendency  to  sway  to  the  right  side. 

Laboratory  data:  CBC  and  differential  count, 
and  urinalysis  were  normal.  Sickle  cell  prepa- 
ration was  negative.  An  EEG  disclosed  diffuse 
irregular  slowing  in  the  theta  range  of  6 to  7 


* From  the  Departments  of  Surgery  and  of 
Pathology,  Baptist  Memorial  Hospital,  and  the 
Departments  of  Anatomy  and  Neurology,  Uni- 
versity of  Tennessee  College  of  Medicine,  Mem- 
phis, Tennessee. 


cycles  per  second  with  no  definite  laterilization. 
Echoencephalogram  demonstrated  no  shift  of  the 
mid-line  structures,  though  it  suggested  an  en- 
larged third  ventricle.  Plain  films  of  the  skull 
showed  no  evidence  of  increased  intracranial 
pressure  and  no  abnormal  calcific  deposits.  An 
x-ray  of  the  chest  suggested  minimal  increase 
in  cardiac  size. 

Course  in  hospital:  Conray  ventriculography 
was  performed  through  parieto-occipital  bur 
holes  under  general  anethesia  on  Nov.  10.  This 
confirmed  the  suspicion  of  an  enlarged  lateral 
and  3rd  ventricles  and  elevated  and  elongated 
aqueduct.  The  4th  ventricle  was  not  visualized. 
Following  the  ventriculogram,  a suboccipital 
craniectomy  was  done  and  a partial  right  cere- 
bellar hemispherectomy  was  performed.  A 
Torkildsen  shunt  procedure  was  completed  at  the 
same  time. 

The  postoperative  course  was  essentially  un- 
remarkable until  Nov.  24,  when  the  child  de- 
veloped headache  and  vomiting,  thought  to  be 
due  to  malfunction  of  the  shunt.  The  next  day 
a ventriculo-atrial  shunt  was  performed  with 
recession  of  the  headache  and  vomiting.  The 
child  did  well  in  the  ensuing  4 days  and  was 
discharged  on  Dec.  5,  1967  to  return  for  followup 
in  one  month. 

She  was  readmitted  to  this  hospital  on  Dec. 
24.  Two  days  before  this  last  admission  the 
child  developed  difficulty  in  swallowing  and 
progressive  mental  deterioration  set  in. 

The  general  physical  examination  was  within 
normal  limits.  The  neurologic  examination  dis- 
closed the  child  to  be  stuporous,  sluggishly  re- 
sponding to  oral  commands,  and  would  not 
speak.  An  external  bilateral  ophthalmoplegia 
was  apparent  and  the  gag  reflexes  were  de- 
pressed. Left  hemiparesis  was  present,  more 
intense  in  the  lower  extremity.  All  deep  tendon 
reflexes  were  hyperactive  with  bilateral  ankle 
clonus  and  bilateral  positive  Babinski  signs. 

Laboratory  examination  at  this  time  including 
blood  count,  urinalysis,  serum  electrolytes  and 
urine  and  sputum  cultures  were  within  normal 
limits. 

The  patient  was  maintained  on  supportive 
therapy,  being  fed  intravenously  and  through  a 
nasal  gastric  tube  throughout  her  hospital  stay 
of  30  days.  There  were  repeated  bouts  of  hyper- 
thermia and  continuous  downhill  course  that 
terminated  in  death  on  Jan.  24,  1968. 

Clinical  Discussion 

Presiding:  DR.  JOHN  NASH.  The  clinical 
discussant  for  this  interesting  case  today 
will  be  Dr.  Rodney  Feild. 

DR.  J.  RODNEY  FEILD:  I assume  that 
everybody  has  had  time  to  review  the  pro- 
tocol. If  you  have  not,  we  will  go  over  part 
of  it  now.  The  patient  was  a 5-year-old 
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Negro  girl.  One  week  prior  to  admission 
the  family  noticed  an  ataxic  gait  and  that 
the  child  favored  the  right  lower  extremity. 
We  are  told  these  symptoms  were  present 
for  only  one  week,  but  perhaps  they  were 
in  existence  longer  than  a week  considering 
the  information  supplied  later  on  in  the 
protocol.  Five  days  prior  to  admission  the 
patient  complained  of  a headache  and 
vomiting.  It  was  noted  that  her  eyes  devi- 
ated to  the  left.  This  particular  complaint 
can  be  categorized  as  ‘deviation  nystagmus’ 
and  represents  a focal  cerebellar  sign. 
Whether  the  child  actually  had  fever  or  not 
is  unknown.  At  this  point,  from  the  history 
alone,  one  would  consider  the  possibility  of 
a posterior  fossa  lesion.  The  vital  signs 
were  within  normal  limits  and  are  not  help- 
ful in  making  the  diagnosis.  On  the  phys- 
ical examination  the  heart  murmur  de- 
scribed is  worrisome,  at  least  as  far  as  I 
am  concerned.  On  neurologic  examination 
the  child  was  apathetic,  the  eyes  deviated 
to  the  left  at  all  times,  and  when  they  were 
directed  to  the  midline  or  farther  toward 
the  right,  she  developed  a nystagmus.  This 
finding  alone  locates  a lesion  in  the  right 
lateral  cerebellar  hemisphere.  On  further 
examination  a right  hemiataxia  was  found 
by  testing  the  extremities  individually  and 
by  testing  the  gait.  The  routine  laboratory 
studies  were  negative.  The  EEG  was  dif- 
fusely abnormal  which  can  be  expected  in  a 
cerebellar  lesion.  The  skull  x-rays  were 
negative.  It  is  significant  that  there  were 
no  signs  of  increased  intracranial  pressure 
seen  on  the  plain  skull  films.  Frequently 
children  present  with  marked  intracranial 
pressure  and  have  skull  x-rays  revealing 
sprung  sutures,  erosion  of  the  dorsum  sella, 
and  sometimes  an  enlarged  posterior  fossa. 
The  echogram  in  this  instance  showed  that 
even  though  there  was  no  shift,  the  third 
ventricle  was  widened.  (The  normal  mea- 
surements of  the  third  ventricle  are  up  to  8 
mm.)  Chest  x-ray  showed  an  enlarged 
heart.  A Conray  ventriculogram  was  per- 
formed and  in  a little  while  Dr.  Booth  will 
discuss  that  with  us.  I would  like  to  go 
ahead  with  the  case  before  we  look  at  the 
ventriculogram.  We  are  told  that  the  third 
ventricle  was  enlarged  on  the  ventriculo- 
gram confirming  the  findings  of  the  echo- 


gram. The  protocol  mentions  an  elongated 
and  elevated  aqueduct.  A posterior  fossa 
exploration  was  performed  on  November  10, 
at  which  time  the  right  lateral  cerebellar 
hemisphere  was  resected  and  a Torkildsen 
procedure  was  performed.  Later  on  the 
child  was  thought  to  develop  signs  of  in- 
creased intracranial  pressure  and  a ven- 
triculo-atrial shunt  was  performed.  The 
second  surgical  procedure  was  2 weeks  after 
the  initial  operation.  The  child  was  dis- 
charged and  brought  back  into  the  hospital 
19  days  later  with  signs  of  increased  intra- 
cranial pressure,  and  we  are  told  that  the 
child  had  an  external  ophthalmoplegia.  For 
my  purposes  this  could  have  been  a little 
more  descriptive.  External  ophthalmople- 
gia means  that  any  of  the  external  ocular 
muscles  are  involved  and  does  not  clinically 
localize  the  particular  nerve  involved.  In 
external  ophthalmoplegia  the  pupils  are  not 
involved.  I will  assume  that  this  is  a bi- 
lateral 6th  nerve  palsy,  and  this  represents 
the  effects  of  marked  intracranial  pressure. 
The  6th  cranial  nerve  exits  from  the  pons 
at  midline  and  travels  in  Dorello’s  canal  up 
the  clivus  of  the  occipital  bone  and  enters 
the  floor  of  the  cavernous  sinus  traveling 
through  the  superior  orbital  fissure  to  in- 
nervate the  lateral  rectus  muscle  ipsilateral- 
ly.  Increased  intracranial  pressure  causes 
a descent  of  the  brain  stem  which  in  turn 
places  traction  upon  the  6th  nerve  or 
presses  it  against  the  vessels  on  the  surface 
on  the  brain  stem  causing  paralysis  of  each 
lateral  rectus  muscle.  Such  a state  in  the 
extraocular  muscles  causes  an  over-pull  by 
each  medial  rectus  and  the  eyes  turn  to- 
ward the  nose,  thus  producing  an  external 
ophthalmoplegia  involving  the  lateral  rec- 
tus muscles  bilaterally.1  At  this  time  there 
was  a left  hemiparesis  and  corticospinal 
tract  signs  such  as  increased  deep  tendon 
reflexes  and  bilateral  Babinski  signs.  The 
child’s  condition  deteriorated  and  she  died 
on  January  24,  1968.  As  I mentioned,  from 
the  history  one  should  immediately  think  of 
a posterior  fossa  lesion  in  a child  with 
headaches,  nausea,  vomiting,  ataxia,  and 
nystagmus.  About  70%  of  intracranial  tu- 
mors in  children  are  in  the  posterior  fossa.2 
Where  is  the  tumor  in  the  posterior  fossa? 

We  know  from  the  protocol  that  an  opera- 
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tion  was  performed  removing  the  right 
lateral  cerebellar  hemisphere.  Was  the 
tumor  in  this  area? 


CEREBRAL  CORTEX 


AREAS  4 AND  6 


Fig.  1.  Cerebellar  and  cerebral  connections  to 
demonstrate  the  ipsilateral  symptoms 
that  occur  with  cerebellar  lesions. 


Figure  1 demonstrates  some  important 
neuroanatomical  facts.  Fibers  from  the 
dentate  nucleus  travel  in  the  dentato-rubro- 
thalamic  tract  through  the  brachium  con- 
junctivum  to  the  mesencephalon.  Here  they 
cross  the  midline  in  the  decussation  of  the 
brachium  conjunctivum  and  some  synapse 
in  the  red  nucleus.  Fibers  from  the  red 
nucleus  travel  in  the  rubro-thalamic  tract. 
Some  fibers  crossing  the  decussation  of  the 
brachium  conjunctivum  do  not  synapse  in 
the  red  nucleus,  but  travel  to  the  thalamus 
in  the  dentato-thalamic  tract.  The  entire 
complex  is  the  dentato-rubro-thalamic  tract. 
The  ventral  lateral  nucleus  of  the  thalamus 
receives  this  tract.  At  this  point  all  fibers 
synapse  and  pass  via  the  thalamocortical 
tract  to  areas  4 and  6 of  the  cerebral  cortex. 
Fibers  from  the  motor  cortex,  areas  4 and 
6,  and  from  the  frontal  area  travel  in  the 
internal  capsule  ipsilaterally  as  fronto- 
pontine fibers  to  the  ipsilateral  basilar 
portion  of  the  pons.  Here  they  synapse  and 
cross  the  midline  of  the  basilar  portion  of 
the  pons  and  travel  through  the  brachium 
pontis  to  the  cerebellar  hemispheres,  syn- 


apsing  in  the  cerebellar  cortex.  From  the 
cerebellar  cortex  fibers  are  relayed  to  the 
dentate  nucleus.  From  a functional  stand- 
point the  right  side  of  the  cerebellum  is  in- 
fluencing the  left  cerebral  cortex.  There  is 
a feed-back  system,  the  cortico-ponto-cere- 
bellar  system,  to  modify  the  cerebellar  out- 
put. 

Some  of  the  fibers  in  the  brachium  con- 
junctivum do  not  travel  all  the  way  to  the 
red  nucleus.  Some  synapse  ipsilaterally 
and  contralaterally  with  fibers  in  the  teg- 
mentum of  the  mesencephalon.  The  teg- 
mentum gives  rise  to  the  central  tegmental 
fasciculus  which  descends  to  the  ipsilateral 
inferior  olivary  nucleus.  From  here  fibers 
cross  the  midline  again  as  olivocerebellar 
fibers  to  enter  the  restiform  body  and  travel 
to  the  cerebellar  cortex.  Thus  the  cere- 
bellum has  a second  feed-back  system  in- 
fluencing contralateral  structures  concerned 
in  motor  function.  The  powerful  vestibulo- 
spinal tract  remains  ipsilateral  to  the  an- 
terior horn  cell.  Fibers  of  the  cerebral 
contex  passing  through  the  pyramidal  sys- 
tem pass  through  the  internal  capsule,  the 
cerebral  peduncle,  the  basilar  portion  of 
the  pons,  and  decussate  in  the  medulla  to 
ultimately  influence  the  contralateral  an- 
terior horn  cell.  However,  the  ipsilateral 
cerebellum  has  modified  the  contralateral 
cerebral  cortex  at  several  places  as  demon- 
strated in  the  diagram.3  Therefore,  ataxia 
produced  by  the  cerebellar  hemispheres  and 
dentate  nucleus  is  on  the  same  side  as  the 
lesion. 

Now  that  we  know  that  this  is  in  the 
posterior  fossa  and  from  neuroanatomical 
recollections,  we  know  it  is  on  the  right 
side  of  the  cerebellum,  how  are  we  going 
to  make  the  diagnosis? 

One  can  divide  the  diseases  of  the  nervous 
system  into  seven  categories  which  are  as 
follows:  vascular,  infectious,  neoplastic, 
traumatic,  toxic-metabolic,  degenerative, 
and  congenital.  These  are  listed  in  table  1. 
The  location,  the  onset,  and  the  progress  of 
the  disease  are  important.  A reference  to 
table  1 will  show  that  vascular  lesions  of 
the  brain  (infarctions  and  transient 
ischemia)  are  focal,  they  involve  only  one 
artery  at  a time  (usually) , and  are  of  sud- 
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Table  I 


Onset 

Location 

Progress 

Vascular 

Sudden 

Focal 

Stationary 

*Neoplastic 

Gradual 

Focal 

Progressive 

Infectious 

Sudden 

Diffuse 

Progressive 

Trauma 

Sudden 

Diffuse  or  focal 

Stationary 

Toxic-Metabolic 

Gradual 

Diffuse 

Progressive 

Degenerative 

Gradual 

Diffuse 

Progressive 

Congenital 

At  Birth 

Either 

Either 

* Includes  abscess  and  subdural. 

Table  1 — Classification  of  neurologic  diseases  and  a practical  method  of  identifying  the  etiologic 
category. 


den  onset.  Once  a lesion  has  occurred  it 
does  not  tend  to  progress.  The  artery  has 
been  occluded  and  the  damage  has  been 
done.  The  findings  are  stationary  for  some 
time  and  tend  to  improve  as  the  remainder 
of  the  brain  compensates.  Infectious  dis- 
eases are  diffuse  involving  the  entire  brain 
and  subarachnoid  spaces.  They  are  of  rela- 
tively sudden  onset  and  tend  to  be  either 
stationary,  ultimately  improving,  or  are  pro- 
gressive and  lead  to  death.  Neoplastic 
diseases  are  focal  unless  they  are  metastatic 
and  in  this  instance  may  be  multiple.  How- 
ever, symptoms  usually  arise  from  only  one 
metastasis.  The  onset  is  gradual  and  symp- 
toms progress  as  it  grows.  A bacterial 
abscess  is  an  infectious  disease,  but  should 
be  considered  in  the  category  of  neoplastic 
diseases  along  with  a gumma  and  a tuber- 
cule.  Traumatic  lesions  may  be  either  focal 
or  diffuse.  They  are  usually  diffuse  and  are 
of  sudden  onset  and  usually  are  stationary 
for  quite  some  time.  A subdural  hematoma 
should  be  considered  in  the  category  of 
neoplastic  disease.  If  there  is  significant 
intracerebral  bleeding  with  head  injuries, 
the  disease  is  progressive.  Toxic-metabolic 
lesions  are  diffuse.  They  are  of  gradual  on- 
set and  tend  to  progress.  Degenerative 
diseases  are  usually  diffuse,  and  of  gradual 
onset,  and  tend  to  be  progressive.  Con- 
genital diseases  may  be  either  diffuse  or 
focal,  may  progress,  and  are  present  at 
birth.  After  birth  they  may  be  progressive 
or  stationary. 

In  considering  this  particular  case,  let  us 
consider  only  the  categories  that  are  appro- 
priate. 


What  about  vascular  diseases?  What  vas- 
cular diseases  are  there  in  a young  child  in 
the  cerebellum?  Certainly  the  degenerative 
vascular  diseases  of  adulthood  would  not  be 
present.  What  other  possibilities  are  there? 
An  A-V  malformation  is  a possibility. 
Symptoms  resulting  from  this  should  have 
a sudden  onset  characterized  either  by  a 
hemorrhage  or  a stroke  and  resulting  in 
rapid  increase  in  intracranial  pressure.  The 
outcome  would  have  been  determined  in 
less  than  2 months.  The  posterior  fossa  will 
not  tolerate  a rapid  increase  in  intracranial 
pressure  without  death  in  a matter  of  hours. 

How  about  infectious  disease?  Tubercu- 
lous meningitis  is  a very  common  form  of 
tuberculosis  in  children  and  primarily  af- 
fects the  posterior  fossa  as  a basilar  men- 
ingitis. The  cranial  nerves  at  the  base  of  the 
brain  are  commonly  involved  and  there  is 
evidence  of  increased  intracranial  pressure. 
We  have  neither  of  those  conditions  in  this 
child.  The  spinal  fluid  was  not  reported, 
and  I assume  from  that  that  it  was  not  con- 
tributory. A tuberculous  abscess  is  a possi- 
bility that  will  have  to  be  considered  in 
the  category  of  neoplasms.  Tuberculosis  of 
the  central  nervous  system  is  secondary  to 
pulmonary  tuberculosis;  and  the  chest  x-ray 
was  negative.  (There  was  no  fever  and  we 
have  no  mention  of  treatment  for  tuber- 
culosis.) Therefore,  I will  rule  this  out. 
Syphilis  is  a possibility  particularly  since 
this  is  a CPC.  There  are  several  forms  of 
syphilitic  involvement  of  the  nervous  sys- 
tem with  3 possibilities  in  this  case,  menin- 
gitis, arteritis,  and  a gumma.  We  do  not 
have  any  results  of  the  spinal  fluid  exami- 
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nation,  and  no  family  history  nor  evidence 
of  blood  tests  for  syphilis.  I do  not  think 
this  diagnosis  is  likely  since  juvenile  cere- 
brospinal syphilis  is  rare.  Another  lesion 
resulting  from  an  infectious  disease  is 
arachnoiditis.  This  can  occur  in  the  poste- 
rior fossa  in  children.  Perhaps  affected  chil- 
dren have  some  type  of  low  grade  infectious 
meningitis,  perhaps  a bacterial  infection, 
not  recognized,  and  incompletely  treated. 
The  patient  recovers  from  the  infection,  but 
the  subarachnoid  space,  particularly  in  the 
posterior  fossa  and  around  the  brain  stem, 
is  scarred  and  an  obstruction  develops  to 
the  flow  of  spinal  fluid  through  the  foramen 
of  Magendie  and  Luschka.  There  are  other 
areas  of  scarring  ventral  to  the  brain  stem 
and  a huge  inflammatory  cyst  develops.  This 
dilates  the  4th  ventricle,  the  3rd,  and  both 
lateral  ventricles.  Posterior  fossa  signs  and 
symptoms  develop.  I do  not  believe  a post- 
inflammatory  arachnoidal  cyst  is  a possi- 
bility in  this  case  since  the  4th  ventricle  is 
not  dilated  and  it  should  be  to  some  extent 
for  this  condition  to  occur.  The  ventriculo- 
gram is  not  consistent. 

In  the  category  of  traumatic  diseases,  a 
subdural  hematoma  is  a possibility.  It  would 
need  to  be  in  the  posterior  fossa.  There 
should  be  definite  evidence  of  a head  injury. 
A linear  fracture  of  the  occipital  bone  is 
present  in  about  30%  of  cases4.  The  outcome 
is  decided  in  a much  shorter  period  of  time 
than  two  and  one-half  months,  perhaps 
hours.  It  would  have  been  found  at  opera- 
tion, and  from  reading  the  protocol  we 
would  have  known  the  diagnosis. 

Because  the  toxic-metabolic  diseases  and 
degenerative  diseases  are  diffuse  and  grad- 
ual in  onset  and  are  progressive,  I think 
these  can  be  ruled  out  because  we  are  deal- 
ing with  a focal  lesion. 

What  about  congenital  or  neonatal  dis- 
eases in  the  posterior  fossa  in  children?  One 
is  the  Dandy -Walker  cyst.  This  was  de- 
scribed by  the  eminent  neurosurgeon 
Walter  Dandy  in  the  earlier  part  of  this 
century.5  The  foramen  of  Luschka  and  Mag- 
endie fail  to  open  and  remain  impervious. 
The  cerebrospinal  fluid  cannot  pass  out  of 
the  4th  ventricle  and  it  dilates.  As  time 
passes  and  pressures  rise  the  4th  ventricle 
becomes  a very  large  cyst  compressing  and 


causing  atrophy  of  the  cerebellum.  Poste- 
rior fossa  signs  develop.  A ventriculogram 
reveals  a large,  dilated,  cystic  4th  ventricle 
with  a high  tenorium  cerebelli.  Such  is  not 
the  finding  on  this  patient’s  ventriculogram. 
The  condition  pathophysiologically  is  sim- 
ilar to  the  arachnoidal  cyst  described  above. 
The  posterior  fossa  in  each  of  these  condi- 
tions can  be  seen  to  be  very  large  on  plain 
skull  x-rays  and  one  sees  thinning  of  the 
occipital  bone.  None  of  these  findings  have 
been  described.  The  Arnold-Chiari  mal- 
formation, Type  II,  is  a congenital  ab- 
normality of  the  brain  stem  occurring  in 
children  and  usually  connected  with  a lum- 
bar meningocele  or  meningomyelocele.8  The 
basic  cause  is  unknown,  the  theories  are 
either  an  abnormal  caudal  growth  on  the 
pons  through  the  foramen  magnum  or  a 
traction  phenomenon  caused  by  an  anchored 
lumbar  cord  pulling  the  brain  stem  through 
the  foramen  magnum.  Spinal  fluid  flow  is 
blocked  at  the  foramen  magnum  and  hydro- 
cephalus is  the  result.  At  times  the  4th 
ventricle  on  a ventriculogram  can  be  seen 
below  the  foramen  magnum  in  the  upper 
cervical  region  and  is  elongated.  This  is 
not  present  in  our  case. 


VERMIS 


FLOCCULAR- NODULAR  LOBE 


Fig.  2.  Dorsal  view  of  cerebellum. 

What  type  of  tumors  occur  in  the  poste- 
rior fossa  in  children?  As  we  have  pointed 
out,  we  are  dealing  with  a lesion  in  the 
lateral  portion  of  the  cerebellum.  This  is  the 
hemisphere  of  the  cerebellum.  Reference  to 
figure  2 will  be  helpful.  The  cerebellar 
hemispheres  and  cerebellar  vermis  are 
shown  and  the  flocculonodular  lobe  is  noted. 
The  posterior  and  anterior  lobes  are  shown. 
Lesions  of  the  posterior  lobe  produce  ataxia 
major  which  is  a truncal  ataxia  wherein 
the  patient  cannot  sit  up,  stand  alone,  or 
walk.  Lesions  in  the  anterior  lobe  produce 
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a disturbance  of  gait  alone.  The  reason  for 
this  is  that  both  spinocerebellar  tracts,  the 
dorsal  and  ventral,  end  in  the  anterior  lobe 
of  the  cerebellum.  These  tracts  are  in  part 
responsible  for  proprioception  of  the  lower 
extremities.  A lesion  in  this  area  produces 
ataxia  major.  Ataxia  major  means  an  ataxia 
of  significant  magnitude  involving  the  trunk 
to  such  an  extent  that  it  is  evident  in 
posture,  stance,  and  gait.  Ataxia  minor 
means  an  extremity  is  involved  and  it  is  not 
obvious  or  of  major  proportions  and  is 
brought  out  by  testing  and  is  livable. 
Lesions  of  the  hemisphere  produce  ataxia 
minor  or  extremity  ataxia  which  is  ipsi- 
lateral  to  the  lesion  as  we  have  discussed. 
Lesions  of  the  hemisphere  and/or  of  the 
flocculonodular  lobe  may  produce  nystag- 
mus. Deviation  nystagmus  is  produced  by 
a lesion  of  the  contralateral  hemisphere.7 

What  kind  of  tumors  are  there  in  the 
cerebellum  in  children?  What  kind  of 
tumors  are  there  in  particular  in  the  lateral 
cerebellar  lobe  in  children? 

To  complete  the  picture,  we  will  consider 
the  entire  cerebellum.  A medulloblastoma 
may  occur  in  the  vermis  of  the  cerebellum, 
either  in  the  posterior  or  anterior  medullary 
vellum.  This  is  statistically  either  the  most 
common  or  second  most  common  tumor  of 
the  posterior  fossa.  Also  in  the  midline  is 
the  ependymoma  because  the  ependyma  is 
only  in  the  midline.  Because  the  choroid 
plexus  is  in  the  midline,  a choroid  plexus 
papilloma  is  a possibility.  Another  tumor  in 
the  midline,  but  not  in  the  cerebellum,  is  a 
brain  stem  glioma.  This  occurs  in  two  varie- 
ties. One  is  a very  low  grade  astrocytoma 
found  in  around  40%  of  the  cases.  The  other 
type  is  the  grade  IV  astrocytoma  (glio- 
blastoma multiforme)  which  contributes 
perhaps  60%  or  more  of  brain  stem  gliomas8. 
Anterior  to  the  pons  outside  of  the  paren- 
chyma of  the  brain  is  an  area  where  a 
chordoma  may  occur.  In  this  particular  case 
we  are  not  dealing  with  a midline  lesion. 
The  anatomic  disruption  of  the  ventriculo- 
gram is  helpful,  and  we  will  look  to  Dr. 
Booth  for  guidance.  The  medulloblastoma, 
choroid  plexus  papilloma,  and  ependymoma 
obstruct  the  4th  ventricle  completely  and 
the  ventricle  is  not  seen  on  the  ventriculo- 


gram. The  brain  stem  glioma  displaces  the 
aqueduct  and  4th  ventricle  posteriorly  and 
by  measurements  one  can  ascertain  the 
width  of  the  pons  which  is  critical  in  the 
diagnosis  of  a tumor  mass.  A prepontine 
chordoma  will  block  the  prepontine  cistern 
and  air  will  not  appear  anterior  to  the  pons 
and  very  little  air  will  enter  the  chiasmatic 
cistern.  We  will  look  to  Dr.  Booth  for  guid- 
ance. What  kind  of  lesions  occur  outside  the 
midline  of  the  cerebellum?  Running  in  first 
place  (or  second)  of  all  cerebellar  tumors, 
(depending  upon  the  statistical  series  stud- 
ied) is  the  astrocytoma.  In  children  these 
astrocytomas  are  frequently  of  grade  I or  II 
in  perhaps  about  85%8.  They  can  be  cured 
by  resection  and  x-ray  therapy  in  over  50% 
of  cases9.  However,  on  the  other  hand,  about 
15%  of  these  are  highly  malignant  tumors 
of  the  grade  IV  variety  of  astrocytoma  or 
glioblastoma  multiforme8.  A hemangioendo- 
thelioma and/or  a sarcoma  is  a possibility. 
Either  is  a cerebellar  hemisphere  tumor  and 
is  not  common  in  a child  this  age.  There  is 
one  congenital  tumor  that  should  be  men- 
tioned, and  it  is  in  the  midline  of  the  cere- 
bellum, but  can  affect  either  hemisphere.  It 
is  a dermoid  cyst.  The  tumor  originates  by 
inclusion  of  epidermal  tissue  when  there  is 
improper  closure  of  the  anterior  neuropore. 
The  epithelium  is  caught  in  the  posterior 
fossa  and  a sinus  develops  between  the  skin 
and  the  posterior  fossa.  Sebaceous  material 
is  secreted  into  the  sinus  tract  along  with 
cholesterol  which  accumulates  and  a cyst 
forms.  The  tumor  is  rare.  Recurrent  menin- 
gitis is  a frequent  accompaniment8. 

On  the  basis  of  what  we  are  told  in  the 
protocol,  I think  that  we  are  dealing  with 
a lesion  in  the  lateral  portion  of  the  right 
cerebellum  extending  more  medial  than 
that  resected  at  operation.  I think  it  is  grow- 
ing into  the  brain  stem  through  the  bra- 
chium  pontis.  I believe  only  a biopsy  of  the 
lesion  was  obtained  and  it  could  not  all  have 
been  gotten  because  it  was  too  far  medial.  A 
Torkildsen  procedure  was  performed  to 
shunt  the  block  in  the  spinal  fluid,  but  it 
did  not  work.  A subsequent  ventriculoatrial 
shunt  was  performed  to  alleviate  the  acute 
intracranial  presssure  and  the  child  died  a 
natural  death  in  a short  period  of  time,  and 
as  far  as  posterior  fossa  tumors  in  children 
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are  concerned,  indicating  a highly  malig- 
nant tumor. 

We  will  let  Dr.  Booth  say  a few  words 
about  the  x-ray. 

DR.  JAMES  L.  BOOTH:  The  contrast  ven- 
triculogram in  the  anterior  posterior  view 
(Fig.  3)  and  lateral  view  (Fig.  4)  show  ob- 


Fig.  3.  Contrast  ventriculogram,  anterior  pos- 
terior view  demonstrating  shift  of  the 
aqueduct  of  Sylvius  to  the  left,  and 
dilated  ventricular  system,  and  ob- 
structed 4th  ventricle. 

struction  of  the  4th  ventricle,  elevation  and 
deviation  of  the  aqueduct  of  Sylvius  to  the 
left,  and  a dilated  3rd  and  lateral  ventricles. 
The  findings  are  consistent  with  a space 
occupying  lesion  in  the  posterior  fossa,  the 
bulk  of  it  being  on  the  right  side. 

DR.  FEILD:  The  suprapineal  recess  shows 
here.  I have  not  mentioned  anything  about 
lesions  in  the  pineal  area  such  as  pineal- 
omas,  gliomas  of  the  tectum,  or  aneurysms 
of  the  vein  of  Galen,  etc.  From  the  radio- 
graphic  standpoint,  we  are  not  dealing  with 
those  lesions  which  technically  may  be  con- 
sidered in  the  posterior  fossa. 

I will  draw  a picture  on  the  board  for  you 
where  I think  the  lesion  is.  Here  is  a large 
lesion  in  the  midportion  of  the  right  cere- 
bellar hemisphere  anteriorly  extending  into 
the  brachium  pontis  (Fig.  5) . I think  it  is 
a fairly  malignant  astrocytoma.  Thank  you. 

DR.  NASH:  In  the  interest  of  time  so  that 


Fig.  4.  Contrast  ventriculogram,  lateral  view 
demonstrating  elevation  of  the  aque- 
duct of  Sylvius,  and  obstructed  4th 
ventricle. 

we  can  get  the  pathologist  to  give  us  the 
answer,  w’e  will  defer  any  clinical  questions 
until  we  have  finished. 

DR.  JAMES  RISING:  Dr.  Faris  is  in 
charge  of  the  neuropathology  section  of  our 
Laboratory  and  since  this  is  a neurologic 
case,  I will  ask  him  to  discuss  his  findings  at 
autopsy. 

Pathology  Discussion 

DR.  AMIN  A.  FARIS:  The  main  findings  at 
postmortem  examination  were  those  en- 
countered in  the  brain  and  tracheobronchial 
tree. 

Acute  tracheobronchial  inflammation  was 
evident  in  addition  to  marked,  diffuse  acute 
alveolar  involvement  that  in  many  places 
were  hemorrhagic. 

Gross  examination  of  the  brain  disclosed 
thin  and  translucent  hemispheric  lepto- 


Fig.  5.  Diagramatic  representation  of  the  pro- 
posed location  of  the  lesion. 
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meninges.  The  hemispheric  sulci  were  dif- 
fusely shallow  and  the  gyri  blunted  in  all 
major  lobes.  A Torkildsen  shunt  tube  pro- 
truded from  the  right  occipital  pole.  Exami- 
nation of  the  base  of  the  brain  disclosed 
prominent  ballooning  of  the  pons  with  mod- 
erate enlargement  of  the  right  cerebellar 
peduncle.  Surgical  absence  of  a portion  of 
the  right  posterior  cerebellar  hemisphere 
was  evident. 

Sections  of  brain  demonstrated  moderate 
degree  of  dilatation  of  the  lateral  and  3rd 
ventricles.  The  hemispheric  cortex  appeared 
normal,  the  subcortical  white  matter  ap- 
peared moderately  compressed.  Mild  lateral 
compression  of  the  head  of  the  caudate 
nucleus  and  the  medial  thalamic  nuclei  was 
apparent. 

Sections  of  the  brain  stem  demonstrated 
a large  neoplasm  virtually  replacing  the 
larger  portion  of  the  midbrain  obliterating 
all  anatomic  landmarks  except  for  the  lat- 
eral portion  of  the  left  cerebral  peduncle, 
(Fig.  6).  The  aqueduct  of  Sylvius  was  uni- 


Fig.  6.  Cross  section  at  the  level  of  the  mid- 
brain showing  the  neoplasm  destroy- 
ing the  larger  portion  of  the  paren- 
chyma. 

dentifiable.  Some  of  the  tumor  tissue  was 
noted  to  extend  into  the  caudal  portion  of 
the  hypothalamic  nuclei  adjacent  to  the 
corpus  Luysii.  In  the  pons,  the  neoplastic 
tissue  occupied  the  whole  right  half  of  the 
tegmentum  and  basis  pontis  and  extended 
in  the  middle  cerebellar  peduncle  into  the 
medial  one-third  of  the  right  cerebellar 
hemisphere  (Fig.  7).  The  bulk  of  the  left 


Fig.  7.  Cross  section  of  the  tumor  at  the  level 
of  the  mid  pons,  infiltrating  all  the 
tegmentum  and  the  major  portion  of 
the  right  cerebellar  hemisphere.  The 
4th  ventricle  is  obliterated  by  tumor. 

basis  pontis  and  the  inferior  portion  of  the 
tegmentum  of  the  pons  on  the  left  side  was 
also  virtually  disrupted  by  this  neoplasm. 
The  4th  ventricle  was  obliterated  from  its 
rostral  end  in  the  pons  to  the  pontomedul- 
lary  junction.  This  neoplastic  tissue  oc- 
cupied the  basis  pontis  only  more  caudally; 
at  the  pontomedullary  junction  it  was  not 
encountered.  The  tumor  grossly  appeared 
firm,  bright  red  and  tan  in  color,  well 
demarcated  from  the  surrounding  neural 
tissues.  Hemorrhagic  areas  and  necrotic 
areas  in  the  tumor  mass  were  encountered 
at  all  levels. 

Microscopically  the  neoplasm  was  com- 
posed of  variable  forms  of  stellate  and  ob- 
long cells  with  varying  intensity  of  nuclear 
and  cytoplasmic  staining,  the  predominant 
cellular  form  being  oblong  with  a well 
formed  nucleus  and  nucleolus  and  moder- 
ately visable  cytoplasm  with  cytoplasmic 
processes  emanating  into  the  tissues,  (Fig. 
8) . Microcystic  formation  was  prominent. 
Several  areas  of  hemorrhage  and  necrosis 
were  encountered  and  the  tumor  cells  in 
many  areas  favored  the  formation  of  ro- 
settes around  blood  vessels  (Fig.  9) . In  sev- 
eral areas  examined  the  blood  vessels  ap- 
peared markedly  hypertrophied  (Fig.  10). 
The  tumor  tended  to  infiltrate  the  surround- 
ing neural  tissues  with  no  apparent  micro- 
scopic line  of  demarcation. 
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Fig.  8.  Astrocytic  character  of  the  neoplasm. 
(H&E  x250.) 


: ;.SV. 


Fig.  9.  Tumor  cells  arranged  in  rosette  forma- 
tion around  blood  vessels.  Note  necrosis 
at  right  lower  corner.  (H&E  xlOO.) 


Fig.  10.  Hypertrophy  of  blood  vessels  in  tumor. 
(H&E  x250.) 


Bailey,  Buchanan,  and  Bucy10  collected 
154  cases  of  intracranial  tumors  in  infancy 
and  childhood,  116  of  which  were  gliomas. 
Eighty  per  cent  of  these  gliomas  were  lo- 
cated in  the  posterior  fossa.  Of  the  313  intra- 
cranial tumors  in  children,  collected  by 
Ingraham  and  Matson11,  the  majority  of  the 
tumors  were  of  the  glioma  group  predomi- 
nantly in  the  posterior  fossa.  Thirty  gliomas 
of  the  brain  stem  were  tabulated  but  addi- 
tional differentiation  was  not  offered.  Bray, 
Carter,  and  Taveras12  collected  48  cases  of 
tumors  of  the  brain  stem  in  infants  and 
children  up  to  the  age  of  16,  from  the  files 
of  the  Presbyterian  Hospital  in  New  York 
from  1932  to  1956.  The  majority  of  these 
tumors  were  gliomas,  appearing  predomi- 
nantly between  the  third  and  sixth  year  of 
life.  The  30  cases  of  Ingraham  and  Matson 
of  gliomas  of  the  brain  stem  in  children  to 
12  years  of  age,  also  had  a peak  at  the 
sixth  year  of  life.  The  length  of  survival 
from  the  time  of  onset  of  symptoms  in 
their  group  averaged  about  4 months. 

Bray,  Carter  and  Taveras  analyzed  the 
presenting  signs  and  symptoms  in  their 
series  as  did  White13  in  a series  of  44  adult 
cases  of  gliomas  of  the  brain  stem.  Inter- 
estingly, both  the  childhood  and  adult 
variety  present  with  identical  clinical 
features. 

In  decreasing  frequency  the  commonest 
presenting  symptoms  are  those  of  gait  dis- 
turbance, diplopia,  facial  weakness,  head- 
ache, dysarthria,  dysphagia,  vomiting  and 
generalized  weakness.  Of  lesser  frequency 
is  hearing  loss,  vertigo,  tinnitus,  personality 
change,  and  facial  numbness.  In  decreasing 
frequency  the  commonest  signs  met  on 
physical  examination  were  those  of  cerebel- 
lar signs,  equilibratory  and  nonequilibra- 
tory,  nystagus — both  horizontal  and  vertical, 
motor  weakness,  hyperreflexia  and  extensor 
plantar  responses.  The  commonest  cranial 
nerves  involved  were  the  7th,  the  6th,  the 
5th  and  then  decreasingly  the  10th  and  the 
9th  cranial  nerves.  In  the  majority  of  these 
cases  a unilateral  cranial  nerve  was  noted 
to  be  affected. 


The  gross  and  microscopic  appearance  of 
this  neoplasm  would  favor  a glioblastoma 
multiforme  in  the  brain  stem. 


In  summary,  this  case  is  that  of  a 5 year 
old  child  who  developed  progressive  neuro- 
logic signs  and  symptoms  primarily  indica- 
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tive  of  posterior  fossa  lesion.  The  presenting 
features  and  physical  findings  were  dra- 
matically comparable  to  the  cases  of  glioma 
of  the  brain  stem  reported  in  the  literature. 
Indeed  such  a feature  was  verified  at  post- 
mortem examination. 

DR.  RISING:  I wanted  to  ask  Dr.  Faris 
a question.  Do  you  consider  the  term  “glio- 
blastoma multiforme”  to  be  synonymous 
with  astrocytoma,  grade  III  or  IV? 

DR.  FARIS:  Yes,  it  is  equivalent  to  as- 
trocytoma, grade  IV. 

Final  Anatomic  Diagnoses 

Glioblastoma  multiforme  of  brain  stem 
Pneumonitis,  acute 
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REFER  EYE  PATIENTS 

TO  AN 

EYE  PHYSICIAN 

By  so  doing,  you  will  be  assured  of  a complete  diagnosis  of  your 
patients’  eyes. 

Guild  Opticians  complete  the  cycle  for  Professional  Service. 
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BE  SAFE— BE  SURE 
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YOUR  GUILD  OPTICIAN 
FOR 

THE  BEST  SERVICE 
EYE  PHYSICIANS:  Please  Note— 

Your  prescriptions  for  glasses  are  "SAFE"  when  referred  to  a Guild  Optician. 

Bound  by  the  code  of  Ethics  to  uphold  the  highest  standards  in  optical  service. 
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1970  ANNUAL  MEETING  . • . Memphis,  April  9-11,  will  have  something 
interesting  and  informative  for  every  doctor.  Plan  now  to  attend  and 
participate.  THE  COMPLETE  ANNUAL  MEETING  PROGRAM  IS  PUBLISHED  IN  A 
SPECIAL  SECTION  OF  THIS  ISSUE  OF  THE  TMA  JOURNAL.  There  are  many 
interesting  scientific  programs. 


MUCH  PUBLICITY  ABOUT  PHYSICIAN  PAYMENTS  . . . HEW  Secretary  Finch  has 
refused  to  make  public  names  of  MDs  paid  through  Medicare,  and  fees  they 
receive  on  grounds  doctors  are  not  a party  to  Medicaid  transactions, 
therefore  names  and  payments  should  "be  treated  with  confidentiality." 
Senator  Anderson  of  New  Mexico  says  he  will  introduce  legislation  to 
force  the  Social  Security  Administration  to  make  names,  payments  public 
. . • You  can  look  for  the  Senate  Finance  Committee  to  issue  a report 
that  will  recommend  fixed  fees  for  MDs  participating  in  Medicare  • . . 
Since  Medicare  began, three  and  one-half  years  ago,  two  physicians 
have  been  convicted  of  fraud  . . . During  this  time,  2,500  cases  have 
been  investigated  by  the  Social  Security  Administration.  SSA 
Commissioner  Robert  M.  Ball  said  Medicare  "pays  about  30,000,000 
doctors  bills  and  12,000,000  bills  from  institutional  providers  of 
services  each  year  ...  It  is  clear  from  our  investigation  that 
the  number  of  attempts  at  fraud  or  abuse  is  relatively  very  small." 

. • . Nearly  half  of  the  cases  investigated  by  SSA  resulted  from 
clerical  errors,  misunderstandings  or  honest  mistakes 
by  physicians  and  health  services.  Ball  said.  To  date,  13  cases  have 
been  referred  to  the  Justice  Department  for  criminal  prosecution  for 
fraud.  There  are  approximately  35  other  possible  fraud  cases  being 
prepared  . . . The  Commissioner's  comments  and  statistics  contrasts 
sharply  with  recent  headline  reports  from  the  Senate  Finance  Committee 
indicating  that  sizable  numbers  of  physicians  have  been  guilty  of 
wrongdoing  under  Federal  health  care  programs  . • . Look  for  the  Senate 
Finance  Committee  to  continue  its  hearings  on  alleged  abuses. 


MDs  PAYMENT  DATA  DELAYED  . • . Insurance  companies  and  Blue  Plans  have 
one  year  of  grace  before  having  to  make  reports  to  Internal  Revenue 
Service  on  payments  to  MDs.  IRS  backed  down  and  revised  beginning  date 
to  January  1,  1971,  after  which  carriers  must  report  payments  of  $600 
or  more  in  any  year  to  physicians. 


O'  v 

PROFESSIONAL  CORPORATIONS  ...  By  now  most  of  you  are  aware  that  physi- 
cians may  incorporate  and  many  may  benefit  by  so  doing.  In  December, 
the  U.S.  Senate  by  a vote  of  65  to  25  defeated  a Senate  Finance  Commit- 


tee  attempt  to  limit  "lay  aside"  for  retirement  plans  of  professional 
corporations  to  10%  of  income  or  $2  ,500  annually  . • . There  will  be 
no  legal  restriction  this  year  and  no  additional  legislation  in  this 
field  until  the  Treasury  Department  makes  its  recommendations  to 
equalize  tax  treatment  of  all  "pension-retirement  plans."  The  Tennessee 
General  Assembly  passed  a bill  in  its  recent  session  to  update 
Tennessee’s  professional  corporation  statutes. 

^ ^ v v 

HOW  MANY  DOCTORS?  . . As  1969  ended  there  were  328,366  U.S. 

physicians,  and  219,570  were  AMA  members.  Of  the  199,997  physicians  in 
private  practice,  168,082  were  members.  A recent  survey  shows  that  of 
the  physicians  who  belong  to  state  associations  and  are  therefore 
eligible  for  AMA  membership,  91%  also  belong  to  the  AMA.  (TMA's 
membership  in  AMA  is  94%) 
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AMA  LEADERSHIP  HOLDS  CLOSED  DOOR  SESSION  WITH  PRESIDENT  NIXON  . . . 

High  officers  and  trustees  of  the  AMA  composed  a delegation  that  met 
recently  with  President  Nixon  in  a closed  door  conference.  Subjects 
discussed  were:  medical  manpower  shortages,  care  costs,  and  services  to 
the  poor  . . • AMA  has  initiated  positive  programs  to  get  manpower  up, 
costs  held,  and  care  delivery  to  poor. 


WILL  NURSES  PRACTICE  MEDICINE?  . . . AMA  may  soon  ask  that  50,000  to 
75,000  nurses  be  permitted  to  practice  medicine  under  direction  of 
MDs.  Nurses  would  be  employed  by  MDs,  be  on  f ee-f or-service  basis, 
giving  them  more  money,  professional  status.  Plan  would  give  MD  another 
pair  of  skilled  hands.  Nurse  would  be  available  for  house  calls, 
checking  back  with  MD  by  telephone  or  2-way  radio.  About  700,000  nurses 
are  employed  in  nursing.  Some  of  the  300,000  not  now  practicing  might 
be  encouraged  to  return  to  nursing  under  AMA  plan.  AMA  sees  proposal 
as  "only  dramatic  breakthru  available  to  us  now"  to  help  solve  manpower 
problems,  since  medical  schools  will  not  soon  produce  enough  MDs.  Legal 
problems  would  have  to  be  determined.  Plan  may  be  presented  to  AMA 
House  of  Delegates  in  June, 


^ 

NEWS  BRIEFS  . . . Ohio  has  a new  law  banning  medical  quackery. 

American  Society  of  Internal  Medicine  is  studying  internist  reactions 
to  detail  men  and  to  fourth  class  mail  advertising  from  drug 
companies  . . . Health  field  may  become  nation’s  largest  industry 
sooner  than  1975  as  predicted.  Construction  now  number  one  with 
3.5  million  employees,  agriculture  has  3.3  million,  health  field  2.9 
million,  up  221,300  from  a year  ago  • . . Department  of  Labor  figures 
show  following  changes  in  average  prices  across  the  nation  in  past  two 
years:  medical  care  up  12.9%,  public  transportation  up  13%,  insurance 
and  finance  cost  up  21.4%,  shoes  up  12.7%,  men’s  clothing  up  12.8%, 
owning  a home  up  18,2%-average  cost  for  operating  a car  is  $1,053  a year 
($2.88  a day),  regardless  of  how  much  or  how  little  you  drive.  If  you 
drive  10,000  miles  a year,  add  $395  for  gas,  oil,  other  operating  costs 
for  a total  of  $1,448  a year  or  14)4  cents  a mile.  Figures  based  on 
standard  size  4-door  sedan  with  automatic  transmission  . . . Gallop  Poll 
found  40%  of  public  favors  legalized  abortion. 


Communications 

Legislation 


Hadley  Williams,  Public  Service  Director 

MALPRACTICE  INSURANCE  • . . The  Federal  Government  is  concerned  over  the 
high  cost  of  physician’s  professional  liability  insurance.  HEW 
Secretary  Finch  told  newsmen  recently  that  health  services  would  be 
improved  if  malpractice  insurance  premiums  were  not  so  high  citing  one 
MD  who  pays  $40,000  annually  for  coverage,  and  wider  use  could  be  made 
of  paramedical  personnel.  Mr.  Finch  also  indicated  that  the  Adminis- 
tration is  studying  a plan  to  encourage  the  states  to  set  up  systems 
similiar  to  Workmen's  Compensation  Commissions  to  handle  malpractice 
cases. 
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MILLS  WANTS  MEDICARE  EXTENDED  . . . Wilbur  Mills,  chairman  of  the 
powerful  House  Ways  and  Means  Committee,  will  push  for  extending  Medi- 
care's hospital  benefits  to  more  than  1 million  disabled  workers  under 
65.  His  proposal  may  be  included  as  part  of  a new  Social  Security  bill 
his  committee  plans  to  begin  drafting  this  month.  Mills  feels  providing 
Medicare  for  men  over  65  who  are  working  and  not  doing  it  for  disabled 
who  are  unable  to  work  can  no  longer  be  justified.  He  would  not  cover 
disabled  by  Medicare’s  MDs ’ insurance  program. 

❖ * * V ❖ 

DENTAL  PROFESSION  ESTABLISHES  POLITICAL  ACTION  COMMITTEE  ...  The 

American  Dental  Political  Action  Committee  has  been  established  and 
hopes  to  raise  $100,000  to  provide  financial  support  on  selective  basis 
to  candidates  of  either  party.  The  American  Medical  Political  Action 
Committee  (AMPAC)  and  individual  state  committees  such  as  Independent 
Medicine's  Political  Action  Committe e— Tennessee  (IMPACT)  are  being 
recognized  as  powerful  forces  in  national  and  state  politics  now.  Dues 
to  your  state  committee  are  minute  compared  to  what  is  at  stake. 

Join  now  l 

T*  T*  'i'  ^ 

NEW  AMA  FILMS  AVAILABLE  TO  MEDICAL  SOCIETIES  . . . Several  new  films  are 
available  on  loan  from  AMA  on  a variety  of  current  topics.  "Next 
Witness"  is  a film  that  illustrates  dramatically  what  a physician  may 
expect  if  called  as  a medical  witness  in  personal  injury  litigation. 

The  importance  to  both  physician  and  attorney-and  to  the  injured  patient 
-of  pre-trial  preparation  against  cross  examination  in  court  is 
highlighted  and  the  film  shows  low  lack  of  preparation  creates  awkward 
and  embarrassing  situations  in  court.  Also  available  from  AMA  are  new 
films  on  the  subject  of  sex  education,  chiropractic,  students  in 
organized  medicine  and  food  additives.  Medical,  legal  and  social 
ramifications  of  legislation  on  abortion  will  be  discussed  in  one 
upcoming  film. 


MEDICARE  INCREASES  HOSPITAL  UTILIZATION  . . . Patients  65  and  over  have 
steadily  increased  their  utilization  of  community  hospital  facilities 
during  the  first  three  years  of  Medicare,  the  American  Hospital 
Association  reports.  For  the  first  six  months  of  Medicare,  elderly 
admission  were  18.9  per  cent  of  total  admissions.  From  January  to  June 
of  1969,  they  accounted  for  21.4  percent.  During  the  same  periods,  the 
percentage  of  total  days  of  hospital  care  for  the  elderly  increased 
from  29.8  per  cent  of  total  days  of  care  in  community  hospitals  to  34.4 
percent.  HEW  says  the  average  hospital  bill  for  Medicare  patients  was 
$700  at  last  report. 


BUREAU  OF  NARCOTICS  LISTS  15  DON'TS  AS  PHYSICIAN  SAFEGUARDS  ...  The 

Federal  Bureau  of  Narcotics  has  prepared  Don’ts  for  the  Practitioner  to 
protect  him  from  narcotic  addicts  and  abusers.  They  are: 

1.  Don’t  leave  prescription  blanks  around:  addicts  may  be  forgers. 

2.  Don’t  write  a narcotic  prescription  in  lead  pencil,  or  any  Rx  at 
all  in  pencil,  since  they  may  be  changed  to  call  for  morphine. 

3.  Don’t  write  narcotics  as  "Morphine  HT  % # x"  or  "Morphine  HT  % 

# 10".  Several  X’s  or  zeros  can  be  added  to  raise  the  amount. 

Use  brackets  or  spelling. 

4.  Don’t  carry  a large  stock  of  narcotics  in  your  bag.  Addicts  are 
often  watching  M.D.’s  offices  and  cars. 

5.  Don’t  store  your  office  narcotic  supply  unprotected,  especially 
near  a sink  or  washroom.  Patients  may  ask  to  use  these  facilities. 

6.  Don’t  fall  for  a story  from  a stranger  claiming  an  ailment  that 
usually  requires  morphine.  The  addict  can  produce  blood  sputum; 
simulate  bad  coughs  or  other  symptoms.  Make  your  own  diagnosis. 

7.  Don't  give  an  Rx  to  anyone  except  the  actual  patient.  Addicts  have 
posed  as  nurses. 

8.  Don’t  write  for  large  quantities  of  narcotics  unavoidable.  Diversion 
to  addicts  is  profitable,  as  much  as  $1  for  % grain  M.S. 

9.  Don’t  prescribe  narcotics  on  the  story  that  another  physician  has 
been  doing  so.  Consult  that  physician  or  hospital  records. 

10.  Don't  leave  Rx’s  signed  in  blank  for  nurses  to  fill  in.  Many  have 
been  stolen  by  addicts. 

11.  Don’t  treat  any  ambulatory  addicts.  They  must  be  under  proper 
control;  many  go  to  several  physicians  at  one  time. 

12.  Don’t  dispense  narcotics  without  keeping  records,  although  bedside 
and  office  administration  is  permissible. 

13.  Don’t  buy  your  office  narcotic  needs  on  an  Rx  blank.  The  law 
requires  that  you  use  an  official  order  form. 

14.  Don’t  resent  a pharmacist’s  call  for  verification  of  an  Rx.  He  is 
held  responsible  if  forgeries  are  filled. 

15.  Don’t  hesitate  to  call  an  agent  of  the  Federal  Bureau  of  Narcotics 
or  the  Narcotics  Division  of  the  Department  of  Public  Health  if  the 
patient  is  suspect.  Your  information  will  be  held  in  strict 
confidence. 

A class  "A"  Narcotic  Rx  should  not  be  phoned  in  unless  it  is  a true 
emergency.  Even  then,  the  pharmacist  must  have  a written  prescription 
in  his  or  his  agent's  hand  before  he  can  make  delivery  to  your  patient. 
The  pharmacist  or  his  agent  may  pick  up  the  Rx  at  your  office  or  at  the 
home  before  making  delivery.  Violations  of  the  narcotic  law  may  entail 
two  to  ten  years  imprisonment  and  up  to  a $20,000  fine  for  the  first 
offense.  Second  and  third  violations  are  more  severe. 
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Special  Section 

SCIENTIFIC  PROGRAM 
OF  THE  135TH  ANNUAL  MEETING 
OF  THE 

TENNESSEE  MEDICAL 
ASSOCIATION 

General  Information 

The  official  program  contains  detailed  in- 
formation on  the  1970  annual  meeting  of  the 
Tennessee  Medical  Association,  conducted  in 
Memphis,  Tennessee  April  9-10-11,  1970. 

♦ Registration 

The  registration  desk  will  be  located  on  the 
Main  Lobby  floor  of  the  Sheraton-Peabody  Hotel 
in  Memphis.  All  members,  visiting  speakers,  in- 
terns, residents,  exhibitors,  and  guests  are  urged 
to  register.  Admission  to  all  meetings  and  ses- 
sions, and  to  the  exhibits  is  by  a badge  secured 
at  the  registration  desk.  THERE  IS  NO  REGIS- 
TRATION FEE. 

Programs  for  all  activities  during  the  An- 
nual Meeting  are  available  at  the  registration 
desk.  Those  eligible  to  register  are:  Members  of 
the  Tennessee  Medical  Association;  physicians 
from  other  states  who  are  members  of  their 
respective  state  medical  associations;  residents, 
interns,  medical  students  and  guests. 

♦ Registration  Hours 

(All  times  are  Central 
Standard  Time) 

Wednesday,  April  8,  12:00  Noon 

(Special  registration  for  mem- 
bers of  the  House  of  Delegates 
from  12:00  Noon  to  5:00  P.M.) 
(Advance  registration  for  ex- 
hibitors and  early  arrivals 
after  4:00  P.M.) 

Thursday,  April  9 ..8:00  A.M.  to  5: 00  PJM. 

Friday,  April  10  ...  8: 00  A.M.  to  5: 00  P.M. 
Saturday,  April  11  . 8: 00  A.M.  to  2: 30  P.M. 

♦ Annual  Meeting  Headquarters 

Headquarters  are  located  in  the  Sheraton- 
Peabody  Hotel  in  Memphis,  where  many  activi- 
ties are  scheduled.  The  specialty  societies  will 
conduct  their  meetings  concurrently  with  TMA 
in  Memphis.  These  and  other  activities  will  be 
conducted  in  the  Sheraton-Peabody  and  the 
Downtowner  Motor  Inn.  Specialty  societies 
meeting  outside  of  the  Sheraton-Peabody  are 
listed  in  this  program  under  the  “days”  that  the 
various  societies  will  meet.  The  Woman’s  Aux- 
iliary activities  will  be  conducted  in  the  River- 
mont-Holiday  Inn. 

♦ TMA  Headquarters  Office 

The  TMA  headquarters  offices  will  be  lo- 
cated during  the  meeting  on  the  third  floor  of 
the  Sheraton-Peabody  Hotel.  The  room  numbers 
win  be  344-48-52-55. 


A member  of  the  staff  will  be  available  to 
assist  you  at  all  times.  Members  of  the  House  of 
Delegates,  Officers,  and  Reference  Committee 
Chairmen  can  secure  secretarial  help  when 
needed.  Your  headquarters  staff  is  available  to 
assist  you  in  your  needs. 

J.  E.  Ballenttne,  Executive  Director 
L.  Hadley  Williams,  Assistant  Executive 
Director  and  Public  Service  Director 
Hank  Holderfteld,  Executive  Assistant 
R.  M.  Windham,  Executive  Assistant  and 
Field  Representative 

Mrs.  Carolyn  Sandlin,  Records  and  Book- 
keeping 

Mrs.  Janice  Hargis,  Secretary 
Mrs.  Elva  Denney,  Secretary 
Mrs.  Judy  Poe,  Secretary 
Mrs.  Linda  Everson,  Secretary 
Mrs.  Jean  Ragsdale,  Admin.  Secretary 

♦ President’s  Banquet  and  Socicd  Hour 
The  President’s  Banquet  will  be  preceded  by 

a Social  Hour  sponsored  by  the  Tennessee  Medi- 
cal Association,  beginning  at  6:00  P.M.  on  Friday 
evening,  April  10,  in  the  Sheraton-Peabody. 

The  BANQUET  will  follow  at  7:00  PM.  in 
the  Sheraton-Peabody.  TICKETS  ARE  AVAIL- 
ABLE AT  THE  REGISTRATION  DESK.  A 
limited  number  can  be  accommodated.  GET 
YOUR  TICKETS  EARLY. 

♦ Communications — 

Emergency  Telephones 
Memphis  527-5329  and  527-5320 

A blackboard  will  be  placed  in  a conspicuous 
location  on  the  mezzanine  floor  in  the  Sheraton- 
Peabody  Hotel  where  doctors’  calls  will  be  listed. 
PLEASE  CHECK  OFTEN  WITH  THE  LISTINGS 
ON  THE  CALL  BOARD. 

♦ Specialty  Society  Luncheon  Tickets 

Tickets  to  specialty  society  banquets  and 
luncheons,  as  well  as  the  Woman’s  Auxiliary  af- 
fairs, can  be  obtained  from  Specialty  Societies 
respective  registration  desks.  PURCHASE  YOUR 
TICKETS  AT  THE  TIME  OF  REGISTRATION. 
The  number  that  can  be  accommodated  is 
limited. 

♦ House  of  Delegates 

The  first  session  of  the  House  of  Delegates 
will  be  held  on  Wednesday  afternoon,  April  8, 
beginning  at  4:00  P.M.  in  the  Sheraton-Peabody 
Hotel.  The  second  session  will  be  held  on  Satur- 
day, April  11,  beginning  at  9:00  AjM.,  in  the 
Sheraton-Peabody  Hotel.  Reference  Committees 
meet  on  Thursday,  April  9,  and  the  locations  are 
listed  below.  Any  TMA  member  may  appear 
before  a reference  committee  to  testify  on  the 
business  before  the  House  of  Delegates. 

♦ Reference  Committee  Meeting  Rooms 

Reference  Committee  on  Constitution  and 
By-Laws  . .Rooms  303-10  (Airlines  Room) 
Reference  Committee  on  Oustanding  Phy- 
sician of  the  Year  ..TMA  Workrooms — 
Third  Floor 
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Reference  Committee  (A)  

Rooms  345-51  (Arkansas  Room) 

Reference  Committee  (B)  

Room  216  (Mezzanine  Floor) 

Reference  Committee  (C)  

Rooms  339-343  (Mississippi  Room) 

Reference  Committee  (D)  

Rooms  303-07  (Tennessee  Room) 

All  reference  committees  are  scheduled  to 
convene  at  9:00  A.M. — April  9th. 

♦ Scientific  Meetings 

The  scientific  presentations  at  the  135th  an- 
nual meeting  of  TMA  will  be  presented  on  Fri- 
day and  Saturday  morning,  April  10  and  11. 
(See  complete  program  under  the  “days”  as 
listed  herein.)  The  specialty  societies  meeting 
concurrently  with  the  Tennessee  Medical  Asso- 
ciation will  conduct  their  scientific  programs  and 
business  on  April  9,  10  and  11.  Please  see  the 
program  listing  the  scientific  meetings  of  the 
TMA  and  the  specialty  societies  each  day.  Every 
member  attending  is  welcome  to  attend  any 
scientific  meeting  of  any  specialty  society.  Of 
special  interest  will  be  presentations  of  impor- 
tance and  general  interest  by  guest  speakers  on 
Friday  and  Saturday,  April  10  and  11.  Please 
note  topics  and  outstanding  speakers  listed  in 
this  program. 

♦ Specialty  Societies 

Fifteen  specialty  societies  are  conducting 
their  meetings  concurrently  with  the  Tennessee 
Medical  Association  in  Memphis.  Scientific  and 
business  sessions  of  the  specialty  societies  will  be 
conducted  on  April  9-10-11.  SEE  DETAILS  IN 
THIS  PROGRAM  LISTED  UNDER  EACH  OF 
THE  ABOVE  DATES  AND  UNDER  “AN- 
NOUNCEMENTS.” 

♦ Woman’s  Auxiliary 

The  Woman’s  Auxiliary  to  TMA  will  conduct 
all  sessions  of  its  annual  meeting  at  the  Holiday 
Inn-Rivermont  at  Memphis.  The  registration 
desk  of  the  Auxiliary  will  be  located  in  the 
Lobby  of  the  Rivermont  and  all  committee  meet- 
ings, board  meetings  and  general  sessions  will  be 
conducted  in  designated  rooms  in  the  Holiday 
Inn-Rivermont. 

♦ Exhibit  Attendance  Prize 

To  encourage  greater  physician  participation 
in  the  exhibit  program,  the  exhibit  committee 
continues  a new  feature  for  1970.  TMA  will  be 
giving  away  to  a lucky  physician,  an  RCA 
Portable  Color  Television,  as  an  Exhibit  Attend- 
ance Prize.  To  qualify,  each  registered  physician 
is  required  to  visit  a minimum  of  thirty  technical 
exhibitors.  The  drawing  will  be  held  Saturday 
(April  11)  afternoon  at  1:00  P.M.  Instructions 
for  participating  will  be  given  each  physician 
at  the  time  of  registration. 

♦ Scientific  Exhibits 

There  will  be  several  scientific  exhibits  pre- 
sented by  physicians.  These  will  also  be  located 


on  the  mezzanine  and  in  the  Lobby  floor  of  the 
Sheraton-Peabody  Hotel. 

♦ Technical  Exhibitors 

The  technical  exhibitors  will  be  located  in 
the  Main  Lobby  and  Mezzanine  floors  of  the 
Sheraton-Peabody  Hotel.  They  may  be  visited 
each  day  of  the  Annual  Meeting  beginning  on 
Thursday,  April  9,  from  9:00  A.M.  until  5:00 
P.M. — and  continued  from  9:00  A.M.  until  5:00 
P.M.  on  Friday,  April  10.  The  exhibits  will  be 
open  from  9:00  A.M.  until  3:00  P.M.  on  Satur- 
day, April  11. 

The  exhibitors  are  an  important  part  of  the 
135th  Annual  Meeting  and  each  physician  is 
urged  to  spend  some  time  visiting  and  inspecting 
the  products  and  services  of  the  exhibitors.  The 
exhibits  will  display  many  educational  features 
of  medical  supply  and  the  latest  developments  in 
scientific  undertaking.  Many  exhibitors  will  offer 
services  of  interest  to  physicians. 


Technical  Exhibitors 

The  newest  developments  in  pharmaceuti- 
cals, equipment  and  services  will  be  on  display, 
with  full  information  available  through  trained 
and  experienced  representatives. 

All  physicians  will  find  their  time  well  spent 
in  visiting  exhibits  and  keeping  abreast  of  what 
is  new  and  useful.  YOUR  ATTENDANCE  IS 
URGED,  for  your  benefit  as  well  as  for  an  ex- 
pression of  cooperation  with  our  exhibitors. 


ABBOTT  LABORATORIES 
North  Chicago,  Illinois 
AMES  COMPANY,  INC. 

Booth  23 

(Div.  of  Miles  Laboratories) 
Elkhart,  Indiana 

Booth  30 

AYERST  LABORATORIES 

New  York,  New  York 

Booth  26 

BLUE  CROSS-BLUE  SHIELD  OF  TENNESSEE 

Chattanooga,  Tennessee 

(LOBBY)  Booth  6 

BRISTOL  LABORATORIES 

Syracuse,  New  York 

(LOBBY)  Booth  4 

CARNATION  COMPANY 
Los  Angeles,  California 
Cl  BA  PHARMACEUTICAL  COMPANY 

Booth  56 

Summit,  New  Jersey 
COCA-COLA  COMPANY 

Booth  54 

Atlanta,  Georgia 

DePUY  MANUFACTURING  COMPANY 

Booth  43 

Warsaw,  Indiana 

(LOBBY)  Booth  13 

EDISON  VOICEWRITER 

Nashville,  Tennessee 

Booth  37 

THE  EMKO  COMPANY 
St.  Louis,  Missouri 

ENCYCLOPAEDIA  BRITANNICA,  INC. 

Booth  53 

Chicago,  Illinois 

Booth  32 

EQUITABLE  LIFE  ASSURANCE  SOCIETY 

Nashville,  Tennessee 
EQUITY  FUNDING  CORPORATION 

Booth  20 

Nashville,  Tennessee 
EXERCYCLE  OF  MEMPHIS 

Booth  41 

Memphis,  Tennessee 
FARRINGER  & COMPANY 

Booth  34 

Nashville,  Tennessee 

Booth  38 
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GEIGY  PHARMACEUTICALS 
Ardsley,  New  York  Booth  18 

GENERAL  MEDICAL  CORPORATION 
Tafel,  Knoxville  & Southeastern 
Surgical  Supply  Companies 

Richmond,  Virginia  Booth  55 

IMPERIAL  FASHIONS 

Los  Angeles,  California  Booth  33 

INVESTMENT  RETIREMENT  TRUST 
(Denby  Brandon  Company) 

Memphis,  Tennessee  Booth  28 

KAY  SURGICAL  SUPPLY  COMPANY 
Memphis,  Tennessee  Booth  31 

ELI  LILLY  AND  COMPANY 

Indianapolis,  Indiana  Booth  47 

MEAD  JOHNSON  LABORATORIES 
Evansville,  Indiana  Booth  51 

MEMPHIS  REGIONAL  MEDICAL  PROGRAM 
Memphis,  Tennessee  (LOBBY)  Booth  12 

MERCK  SHARP  & DOHME 

West  Point,  Pennsylvania  Booth  19 

MERRILL  LYNCH,  PIERCE,  FENNER  AND  SMITH 
Memphis,  Tennessee  Booth  17 

MUTUAL  BENEFIT  LIFE  INSURANCE  COMPANY 
(Dunn-Lemly-Sizer) 

Nashville,  Tennessee  Booth  42 

NASHVILLE  SURGICAL  SUPPLY  COMPANY 
Nashville,  Tennessee  Booth  36 

PARKE,  DAVIS  AND  COMPANY 
Detroit,  Michigan  Booth  22 

PFIZER  LABORATORIES 

New  York,  New  York  Booth  29 

WM.  P.  POYTHRESS  & COMPANY,  INC. 

Richmond,  Virginia  Booth  48 

ROYAL  CROWN  COLA  COMPANY 
Atlanta,  Georgia  Booth  25 

W.  B.  SAUNDERS  COMPANY 
Philadelphia,  Pennsylvania  Booth  27 

SCHERING  LABORATORIES 
Union,  New  Jersey  Booth  46 

G.  D.  SEARLE  & COMPANY 
Chicago,  Illinois  Booth  44 

SMITH,  MILLER  AND  PATCH,  INC. 

New  York,  New  York  Booth  52 

SMITH,  REED,  THOMPSON  & ELLIS  COMPANY 

Nashville,  Tennessee  Booth  57 

SOUTHERN  MEDICAL  ASSOCIATION 

Birmingham,  Alabama  Booth  21 

E.  R.  SQUIBB  & SONS,  INC. 

New  York,  New  York  Booth  45 

TENNESSEE  GUILD  OPTICIANS 
Nashville,  Tennessee  Booth  35 

TENNESSEE  MID-SOUTH  REGIONAL 
MEDICAL  PROGRAM 

Nashville,  Tennessee  Booth  49-50 

TENNESSEE  SECURITIES,  INC. 

Nashville,  Tennessee  Booth  24 

THE  UPJOHN  COMPANY 

Kalamazoo,  Michigan  Booth  39 

WARNER  CHILCOTT  LABORATORIES 

Morris  Plains,  New  Jersey  Booth  40 


VISIT  THE  EXHIBITS 

All  scientific  meetings  will  be  recessed 
TWICE  FOR  THIRTY  MINUTES  ON  EACH 
DAY  to  give  doctors  an  opportunity  to  visit  with 
the  exhibitors.  Hank  Holderfield 

Exhibit  Manager 


ANNOUNCEMENTS 

SPECIAL  EVENTS 
AND 

FEATURES 

★ ★ ★ 

PRESIDENT’S  BANQUET 
SHERATON-PEABODY  HOTEL 
Friday,  April  10—7 :00  P.M. 
Social  Hour— 6 : 00  P.M. 

Sponsored  by  TMA 

Francis  H.  Cole,  M.D.,  President, 

Presiding 

Introduction  of  President-Elect — 

Tom  E.  Nesbitt,  M.D. 

Special  Awards: 

Presenting  Tennessee’s  Outstanding  Physician 
of  the  Year — By:  R.  L.  DeSaussure,  M.D., 
Speaker  of  the  House  of  Delegates 

Presenting  Health  Project  Contest  Winner — 
By:  Robert  L.  Chalfant,  M.D.,  Treasurer 

Presenting  the  Distinguished  Service  Award — 
By:  John  H.  Saffold,  M.D.,  Chairman,  Board 
of  Trustees 

The  banquet  is  for  TMA  members,  their  wives 
and  guests.  Join  your  friends  in  dining  and 
dancing  to  the  great  music  of  Berl  Olswanger 
and  his  orchestra. 

★ ★ ★ 

Public  Health  Council 

The  meeting  of  the  Public  Health  Council  will 
be  held  in  Room  303-07  (Tennessee  Room)  at 
the  Sheraton-Peabody  Hotel  on  Friday,  April 
10.  The  meeting  begins  at  10:00  A.M.  Members 
of  the  Public  Health  Council  will  be  advised  of 
other  details  of  the  meeting. 

★ ★ ★ 

Please  Reserve  Luncheon 
Tickets  Early 

A number  of  the  specialty  societies  meeting 
with  TMA  will  sponsor  luncheons  during  the  an- 
nual meeting. 

PLEASE  MAKE  RESERVATIONS  FOR 
LUNCHEONS  YOU  ARE  PLANNING  TO  AT- 
TEND. 

These  should  be  made  with  the  secretary  of 
the  specialty  society. 

★ ★ ★ 

Tennessee  Chapter — American 
College  of  Surgeons — Banquet 

The  Tennessee  Chapter  of  the  American  Col- 
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lege  of  Surgeons  will  present  their  Social  Hour 
at  6:30  P.M.,  and  the  banquet  at  7:30  P.M.  on 
Thursday  evening,  April  9 in  the  Continental 
Ballroom  of  the  Sheraton -Peabody  Hotel. 

TMA  MEMBERS  AND  THEIR  GUESTS  ARE 
INVITED  TO  ATTEND  THE  SOCIAL  HOUR 
AND  BANQUET. 

★ ★ ★ 

NOTICE 

HOUSE  OF  DELEGATES 
First  Session 
Wednesday  Afternoon 
April  8 
4:00  P.M. 

Sheraton-Peabody  Hotel 

★ ★ ★ 

NOTICE 

Re:  Scientific  Presentations 

The  scientific  presentations  of  all  of  the  spe- 
cialty societies  meeting  concurrently  with  the 
Tennessee  Medical  Association,  are  open  to  all 
physicians  registered  at  the  annual  meeting.  At- 
tend the  meeting  of  your  choice. 

★ ★ ★ 

Technical  Exhibits 

The  technical  exhibits  are  located  on  the 
Lobby  and  Mezzanine  floors  of  the  Sheraton- 
Peabody  Hotel.  They  are  open  daily  at  9:00  A.M. 

★ ★ ★ 

TMA  Board  of  Trustees  Meeting 

The  TMA  Board  of  Trustees  will  meet  in  Room 
214  of  the  Sheraton-Peabody  Hotel  at  9:00  A.M. 
on  Sunday,  April  12. 

★ ★ ★ 

Woman’s  Auxiliary  to  the 
Tennessee  Medical  Association 

42nd  Annual  Convention 
April  9-11,  1970 

Holiday  Inn-Rivermont 
Memphis 

The  Woman’s  Auxiliary  to  TMA  will  conduct 
all  sessions  of  its  annual  meeting  in  the  Holiday 
Inn-Rivermont  in  Memphis.  The  registration 
desk  will  be  located  in  the  lobby  of  the  hotel 
and  all  general  sessions,  committee  meetings 
and  board  meetings  will  be  conducted  in  desig- 
nated rooms  in  the  hotel. 

Arts  and  Crafts  Exhibit 

The  Arts  and  Crafts  Exhibit  of  the  Woman’s 
Auxiliary  will  be  conducted  in  the  Holiday  Inn- 
Rivermont  Hotel.  Arts  and  Crafts  will  be  ac- 
cepted Thursday,  April  9 from  3:00  to  6:00  P.M., 


and  on  Friday,  April  10,  from  8:00  A.M.  to  12:00 
Noon.  Doctors  and  their  families  are  urged  to 
participate  in  the  exhibit. 

Boutique  and  Surprise  Shoppe — AMA- 
ERF  Fund 

In  connection  with  the  Arts  and  Crafts  Exhibit 
there  will  be  a Boutique  and  Surprise  Shop  to 
augment  Tennessee’s  contribution  to  the  AMA- 
ERF  Fund.  Doctors,  do  come  with  your  wives — 
or  if  alone,  come  purchase  her  gift — you  will  find 
the  very  special  gift  to  take  home  from  Con- 
vention. 

★ ★ ★ 

TENNESSEE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 
THURSDAY,  APRIL  9,  1970 
7:00  P.M. 

BANQUET 

Grand  Salon  (East) — 
Downtowner  Motor  Inn 

TENNESSEE  CHAPTER 
AMERICAN  COLLEGE  OF 
SURGEONS 

Thursday,  April  9,  1970 
12:00  Noon 

COUNCIL  LUNCHEON 

Room  202  Sheraton-Peabody  Hotel 

★ ★ ★ 

COLOR  TV-PRIZE 

Don’t  forget  to  obtain  your  instructions  and 
card  to  be  punched  by  the  exhibitors  so  that  you 
will  have  a chance  on  the  drawing  for  the 
portable  color  television  set  to  be  given  away. 
The  drawing  will  be  held  Saturday  Afternoon, 
April  11th.  Complete  details  can  be  obtained 
at  the  registration  desk. 

★ ★ ★ 

TENNESSEE — TRAUMA 
COMMITTEE 

Friday,  April  10,  1970 
12:00  Noon 

LUNCHEON 

Room  202  Sheraton-Peabody  Hotel 

★ ★ ★ 

Vanderbilt  Reception 

Date:  Thursday,  April  9,  1970 — 4:30-6:00  P.M. 
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Host:  Dr.  Randolph  Batson,  Dean  of  the  Van- 
derbilt University  School  of  Medicine 

Place:  Plantation  Room — No.  1454,  Downtowner 
Motor  Inn,  Memphis 

Vanderbilt  Medical  Alumni  and  guests  cordially 
invited. 

PROGRAM 

Thursday,  April  9, 1970 

SPECIALTY  SOCIETIES 

★ ★ ★ 

TENNESSEE  CHAPTER— 
AMERICAN  COLLEGE  OF 
SURGEONS 

THURSDAY,  APRIL  9,  1970 

12:00  Noon 

COUNCIL 

Luncheon  Meeting 
Room  202 — Sheraton-Peabody  Hotel 

GENERAL  MEETING 

Forest  Room  Sheraton-Peabody  Hotel 

(All  physicians  attending  the  TMA  meeting  are 
invited  to  attend  the  scientific  sessions  of  the 
Tennessee  Chapter,  American  College  of  Sur- 
geons.) 

SCIENTIFIC  PROGRAM 

Russell  H.  Patterson,  Jr.,  M.D.,  President-Elect, 
Presiding 

1:00  P.M. 

“The  Role  of  Renin  in  Coarctation  of  the  Aorta” 

By  Charles  Van  Way,  M.D.,  Nashville 

1:15  P.M. 

“Metabolic  Changes  in  Morbid  Obesity  After 
Massive  Intestinal  By-Pass” 

By:  Verne  C.  Lanier,  M.D.,  Nashville 

1:30  P.M. 

“Arterial  Injury  Secondary  to  the  Use  of  the 
Fogarty  Catheter” 

By:  James  W.  Carter,  M.D.,  Nashville 
1:45  P.M. 

“Dynamics  of  Peripheral  Arterial  Embolism”— 
Movie 

By  Robert  M.  Miles,  M.D.,  Memphis 
2:00  P.M. 

“An  Appraisal  of  the  Tanner — 9 Loop  in  Bilious 
Vomiting” 

By:  John  E.  Kesterson,  M.D.,  Knoxville 


2:15  P.M. 

Intermission — Visit  Exhibits 

SCIENTIFIC  PROGRAM 

(continued) 

John  E.  Kesterson,  M.D.,  President,  Presiding 
2:45  P.M. 

“Management  of  Blunt  Lacerations  of  the  Liver” 

By:  Robert  W.  Newman,  M.D.,  Knoxville 

3:00  P.M. 

“Traumatic  Rupture  of  Thoracic  Aorta — Recog- 
nition and  Surgical  Treatment” 

By:  Robert  L.  Richardson,  M.D.,  Memphis 

3:15  P.M. 

“Surgical  Management  of  Hiatus  Hernia” 

By:  Turley  Farrar,  M.D.,  Memphis 

3:30  P.M. 

“The  Use  of  an  Acrylic  External  Splint  after 
Mandibular  Resection” 

By:  Irvin  D.  Fleming,  M.D.,  Memphis 
(Presentations  are  limited  to  10  minutes  and  3 
minutes  for  discussion.) 

3:45  P.M. 

GUEST  LECTURER 

JOHN  L.  MADDEN,  M.D.,  Clinical  Professor  of 
Surgery,  New  York  Medical  College,  Director  of 
Surgery  and  Attending  Surgeon,  St.  Clare’s  Hos- 
pital, New  York  City,  New  York 
“Considerations  in  Surgery  of  the  Common  Bile 
Duct” 

4:30  P.M. 

Business  Meeting 

6:30  P.M. 

SOCIAL  HOUR 

Continental  Ballroom — Sheraton-Peabody 

7:30  P.M. 

BANQUET 

Continental  Ballroom — Sheraton-Peabody 

TMA  members  and  their  guests  are  invited  to 
attend  the  Social  Hour  and  Banquet.  Make 
reservations  early.  Tickets  available  at  regis- 
tration desk. 

★ ★ ★ 

TENNESSEE  STATE 
ORTHOPAEDIC  SOCIETY 
THURSDAY,  APRIL  9,  1970 
Room  214  Sheraton-Peabody  Hotel 
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9:00  A.M. 

“Roentgenographical  Features  and  Surgical  Pro- 
cedures for  Patients  with  Paget’s  Disease” 
By:  R.  A.  Calandruccio,  M.D.  (and) 

Don  Beck,  M.D.,  Campbell  Clinic,  Memphis 

9:30  A.M. 

“Ewing’s  Sarcoma” 

By:  Irvin  Fleming,  M.D.,  Memphis 

10:00  A.M. 

“Neoplasia  of  Bone” 

By:  John  C.  Ivins,  M.D.,  Mayo  Clinic,  Rochester, 
Minnesota 
(By  Invitation) 

Intermission — Visit  Exhibits 

11:00  A.M. 

“Disappearing  Bone — A Twenty -Year  Follow-up” 

By:  Moore  Moore,  Jr.,  M.D.,  Memphis 

11:30  A.M. 

“Iatrogenic  Tibial  Defects” 

By:  Ernst  Dehne,  M.D.,  VA  Hospital,  Memphis 

12:00  Noon 

LUNCHEON 

Room  200 — Sheraton-Peabody  Hotel 

SCIENTIFIC  PROGRAM 

(continued) 

Room  200  Sheraton-Peabody  Hotel 

1:00  P.M. 

“High  Tibial  Osteotomy” 

By:  William  L.  Moffatt,  M.D.,  Memphis 

1:30  P.M. 

“Herniated  Nucleus  Pulposus  in  Children” 

By:  J.  William  Hillman,  M.D.  (and)  James  T. 
Craig,  M.D.,  Vanderbilt  University  Hospital, 
Nashville 

2:00  P.M. 

“Anterior  Dislocation  of  the  Shoulder” 

By:  T.  David  Sisk,  M.D.,  Campbell  Clinic,  Mem- 
phis 

2:30  P.M. 

“X-ray  Changes  Associated  with  Recurrent 
Shoulder  Dislocations” 

By:  John  F.  Connolly,  M.D.,  Vanderbilt  Univer- 
sity Hospital,  Nashville 

Intermission — Visit  Exhibits 


3:15  P.M. 

“Crush  Injuries  of  the  Foot” 

By:  Charles  W.  Emerson,  Jr.,  M.D.  Vanderbilt 
University  Hospital,  Nashville 

3:45  P.M. 

“Technique  of  Fusion  C1-C2” — Movie 
By:  Arthur  L.  Brooks,  M.D.,  Vanderbilt  Uni- 
versity Hospital,  Nashville 

★ ★ ★ 

TENNESSEE  ACADEMY  OF 
OPHTHALMOLOGY  & 
OTOLARYNGOLOGY 
THURSDAY,  APRIL  9,  1970 
12:00  Noon 

Venetian  Room  Sheraton-Peabody  Hotel 

LUNCHEON  AND  PANEL  DISCUSSION 

Panelists:  Alston  Callahan,  M.D., 

Birmingham,  Ala. 

Dan  B.  Jones,  M.D., 

Nashville 

J.  Wesley  McKinney,  M.D., 

Memphis 

OPHTHALMOLOGY  SECTION 
Venetian  Room  Sheraton-Peabody  Hotel 

SCIENTIFIC  PROGRAM 

1:10  P.M. 

Meeting  Called  to  Order 
By:  Ralph  S.  Hamilton,  M.D.,  President 

1:15  P.M. 

“Vitreous  Traction — The  Key  to  Retinal  Sur- 
gery” 

By:  David  Meyer,  M.D.,  Memphis 
1:35  P.M. 

“Trivial  Ocular  Trauma  Followed  by  Optic 
Atrophy” 

By:  Wilkes  H.  Davis,  M.D.,  Robert  C.  Nevins, 
M.D.,  and  James  H.  Elliott,  M.D.,  Nashville 

1:45  P.M. 

GUEST  SPEAKER 

Alston  Callahan,  M.D.,  Birmingham,  Alabama 
“Plastic  Ophthalmic  Surgery  Up  To  Date”  Part-I 

2:45  P.M. 

Intermission — Visit  Exhibits 
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3:00  P.M. 

“Atypical  Ocular  Signs  as  the  Initial  Manifesta- 
tion of  Serious  Systemic  Diseases” 

By:  Alice  R.  Deutsch,  M.D.,  Memphis 

3:20  P.M. 

“The  Early  Diagnosis  and  Management  of 
Endophthalmitis” 

By:  Dan  B.  Jones,  M.D.,  Nashville 
3:40  P.M. 

“A  Study  on  the  Intraocular  Pressure  of  Orally 
Administered  Anticholinergic  Drugs  in  Patients 
with  Wide-Angle  Glaucoma,  Narrow-angle 
Glaucoma,  Duodenal  Ulcer  and  Normals” 

By:  Roger  L.  Hiatt,  M.D.,  Butler  Fuller,  M.D., 
Lloyd  Smith,  M.D.,  and  Jonathan 
Schwartz,  M.D.,  Memphis 

4:00  P.M. 

“The  Theory  and  Application  of  Hypnosis  in  the 
Daily  Practice  of  Ophthalmology” 

By:  Fletcher  Goode,  M.D.,  Memphis 

4:20  P.M. 

“External  Silicone  Sponge  Buckles  with  Full 
Thickness  Cryotherapy” 

By:  William  R.  Morris,  M.D.,  and  Ralph  S. 
Hamilton,  M.D.,  Memphis 

★ ★ ★ 

TENNESSEE  DISTRICT  BRANCH — 
AMERICAN  PSYCHIATRIC 
ASSOCIATION 
THURSDAY,  APRIL  9,  1970 

LUNCHEON 

12:00  Noon 

Continental  Ballroom 

Sheraton-Peabody  Hotel 

SCIENTIFIC  PROGRAM 
Louis  XYI  Room  Sheraton-Peabody  Hotel 

9:00  A.M. 

“The  Human  Pharmacology  and  Toxicology  of 
Marihuana” 

By:  Donald  Jasenski,  M.D.,  Addiction  Research 
Center,  U.S.  Public  Health  Service,  Lexing- 
ton, Kentucky 

10:00  A.M. 

“Amphetamine:  Addiction  to  a Nonaddicting 
Drug” 

By:  John  D.  Griffith,  M.D.,  Department  of 


Pharmacology  and  Psychiatry,  Vanderbilt 
University  Medical  School,  Nashville,  Ten- 
nessee 

Adjourn  to  visit  the  Exhibitors 
6:30  P.M. 

SOCIAL  HOUR  & COCKTAILS 
Holiday  Inn-Rivermont 

★ ★ ★ 

TENNESSEE  ACADEMY  OF 
PREVENTIVE  MEDICINE  AND 
PUBLIC  HEALTH 
and 

TENNESSEE  INDUSTRIAL 
MEDICAL  ASSOCIATION 
THURSDAY,  APRIL  9,  1970 
Room  215  Sheraton-Peabody  Hotel 

SCIENTIFIC  PROGRAM 

1:00  P.M. 

“Contact  Dermatitis” 

By:  Bonnie  Hall,  M.D.,  Memphis 

PANEL  DISCUSSION 

“Air  Pollution” 

Subject:  “Air  Pollution — Its  Economic  Effects” 
By:  Mr.  Gene  Welsh,  Regional  Pro- 
gram Director,  Consumer  Protec- 
tion and  Environmental  Health 
Services,  National  Air  Pollution 
Control  Administration 
Subject:  “Air  Pollution  and  Human  Illness” 

By:  John  F.  Finklea,  M.D.,  Chief, 
Ecological  Research  Branch,  Divi- 
sion of  Health  Effects  Research, 
Department  of  Health  Education 
and  Welfare 

Intermission — Visit  Exhibits 

★ ★ ★ 

TENNESSEE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 
THURSDAY,  APRIL  9,  1970 

7:00  P.M. 

BANQUET 

Grand  Salon  (East) — Downtowner  Motor  Inn 
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PROGRAM 

Friday,  April  10,  1970 

SCIENTIFIC  MEETINGS 

General  Scientific  Program 

Continental  Ballroom 

Sheraton-Peabody  Hotel 

Presiding:  Wm.  H.  Edwards,  M.D.,  Nashville, 
Vice-President,  Tennessee  Medical 
Association 

9:00  A.M. 

SYMPOSIUM  ON 

MODERN  TREATMENT  OF  UREMIA 
Subject:  “Medical  Management  of  the  Severely 
Azotemic  Patient  Prior  to  Dialysis” 

By:  Robert  J,  Kelley,  M.D.,  Director, 
Artificial  Kidney  Center  and  Assis- 
tant Professor  of  Nephrology,  Uni- 
versity of  Tennessee  College  of 
Medicine,  Memphis 

9:45  A.M. 

Subject:  “End  Stage  Uremia — Dialysis  and 
Transplantation” 

By:  H.  Earl  Ginn,  M.D.,  Chief,  Ne- 
phrology Division  and  Associate 
Profeessor  of  Medicine  and  Uro- 
logy, Vanderbilt  University  Medi- 
cal Center,  Nashville 

10:30  A.M. 

Intermission — Visit  Exhibits 

11:00  A.M. 

ADDRESS 

THE  HONORABLE  BUFORD  ELLINGTON 
GOVERNOR 
STATE  OF  TENNESSEE 

(Governor  Ellington  will  be  introduced  by 
Francis  H.  Cole,  M.D.,  President,  Tennessee 
Medical  Association.) 

★ ★ ★ 

SPECIALTY  SOCIETIES 

TENNESSEE  STATE 
ORTHOPAEDIC  SOCIETY 
FRIDAY,  APRIL  10,  1970 
Room  200  Sheraton-Peabody  Hotel 

SCIENTIFIC  PROGRAM 

1:00  P.M. 

“Implications  of  Medicaid  with  Particular  Refer- 
ence to  Crippled  Children” 

By:  R.  H.  Hutcheson,  M.D.,  M.P.H.,  Franklin, 
Tennessee  (By  Invitation) 


2:00  P.M. 

“Orthopaedic  Surgery  in  Equatorial  Africa” 

By:  Eugene  M.  Regen,  Jr.,  M.D.,  Nashville 

2:30  P.M. 

Orthopaedic  in  Indonesia” 

By:  Robert  J.  Smith,  M.D.,  Jackson 
Intermission — Visit  Exhibits 

3:00  PM. 

“Pigmented  Lesions  of  the  Skin” 

By:  John  C.  Ivins,  M.D.,  Mayo  Clinic,  Rochester, 
Minnesota 

3:45  P.M. 

“Interesting  Variations  of  Innervation  of  the 
Forearm  and  Hand  of  Clinical  Significance” 

By:  Lee  Milford,  M.D.,  Campbell  Clinic,  Mem- 
phis 

4:15  P.M. 

“Clinical  Significance  of  the  Electromyogram” 

By:  John  D.  Huffman,  M.D.,  Methodist  Hospital, 
Memphis 

4:45  P.M. 

“Fat  Embolism” 

By:  J.  William  Hillman,  M.D.,  Vanderbilt  Uni- 
versity Hospital,  Nashville 

★ ★ ★ 

TENNESSEE  ACADEMY  OF 
OPHTHALMOLOGY  & 
OTOLARYNGOLOGY 
FRIDAY,  APRIL  10,  1970 
Forest  Room  Sheraton-Peabody  Hotel 

11:00  A.M. 

BUSINESS  MEETING 

12:00  Noon 

LUNCHEON  AND  PANEL  DISCUSSION 

Panelists:  Alston  Callahan,  M.D., 

Birmingham,  Ala. 

Dan  B.  Jones,  M.D., 

Nashville 

J.  Wesley  McKinney,  M.D., 

Memphis 

★ ★ ★ 

OPHTHALMOLOGY  SECTION 
Forest  Room  Sheraton-Peabody  Hotel 

SCIENTIFIC  PROGRAM 

1:10  P.M. 

Meeting  Called  to  Order 
By:  L.  Rowe  Driver,  M.D.,  Vice-President 
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1:15  P.M. 

“The  Electroretinogram:  Some  Clinical  Illustra- 
tions Concerning  Its  Usefulness  and  Limita- 
tions” 

By:  Milam  S.  Cotten,  M.D.,  Memphis 
1:35  P.M. 

“Corneal  Temperature  Measurement” 

By:  Jerre  M.  Freeman,  M.D.,  Memphis 

1:45  PM. 

GUEST  SPEAKER 

Alston  Callahan,  M.D.,  Birmingham,  Ala. 

“Plastic  Ophthalmic  Surgery  Up  To  Date” — 
Part  II 

2:45  P.M. 

Intermission — Visit  Exhibits 
3:00  P.M. 

“Recession  of  the  Superior  Levator  for  Proptosis” 
— Movie 

By:  Dale  A.  Teague,  M.D.,  Knoxville 
3:20  P.M. 

“Results  of  Cyclodiathermy  Procedures” 

By:  John  M.  Omohundra,  III,  M.D.,  and 
Dan  B.  Jones,  M.D.,  Nashville 

3:40  P.M. 

“Cause  of  Penetrating  Keratoplasty  Failure” 
By:  Alex  S.  de  Leon,  M.D.,  James  H.  Elliott, 
M.D.,  and  George  W.  Bounds,  Jr.,  M.D., 
Nashville 

4:00  P.M. 

CASE  REPORTS 

“Necrotizing  Nodular  Scleritis  Treated  with 
Graft  of  Autogenous  Fascia  Lata” 

By:  I.  Lee  Arnold,  M.D.,  and  Jemison  Bowers, 
M.D.,  Chattanooga 

4:10  P.M. 

“Reverse  Latent  Nystagmus” — Movie 
By:  Francisco  M.  Honrubia,  M.D.  and 
Dan  B.  Jones,  M.D.,  Nashville 

4:20  P.M. 

“Osteopetrosis,  or  Albers-Schonberg  Disease” 
By:  Phillip  Utley,  M.D.,  Memphis 

★ ★ ★ 

OTOLARYNGOLOGY  SECTION 
Room  213  Sheraton-Peabody  Hotel 

SCIENTIFIC  PROGRAM 

1:30  P.M.-4: 00  P.M. 

Five  short  clinical  papers,  speakers  to  be 
announced. 


TENNESSEE  SOCIETY  OF 
PLASTIC  AND  RECONSTRUCTIVE 
SURGEONS 

FRIDAY,  APRIL  10,  1970 
Room  215  Sheraton-Peabody  Hotel 

12:00  Noon 

LUNCHEON 

1:00  P.M. 

SCIENTIFIC  PROGRAM 

“Electrical  Burns  of  the  Hand” 

By:  Robert  C.  Reeder,  M.D.,  Memphis 

1:15  P.M. 

“Baggy  Eyelids — The  Pros  and  Cons  of  Surgical 
Treatment” 

By:  McCarthy  Demere,  M.D.,  Memphis 
1:30  P.M. 

“Surgical  Repair  of  Hypospadias” 

By:  Greer  Ricketson,  M.D.,  Nashville 

1:45  P.M. 

“Healing  of  Severed  Arterial  Ends  and  Reestab- 
lishment of  Circulation  without  Arterial  Su- 
ture”— Case  Report 

By:  Beverly  Douglas,  M.D.,  Nashville 
2:00  P.M. 

Intermission — Visit  Exhibits 
2:30  P.M. 

“Surgery  of  Maxillo -Facial  Injuries” 

By:  Juan  Nostri,  M.D.  (and) 

Donald  J.  Russell,  M.D.,  Chattanooga 

2:45  P.M. 

“A  New  Suture  Material:  A Preliminary  Report” 
By:  John  W.  Frost,  M.D.  (and) 

Wm.  M.  Cocke,  Jr.,  M.D.,  Nashville 

3:00  P.M. 

“Rhinoplasty” 

By:  Anthony  Jerome,  M.D.,  Memphis 
3:15  P.M. 

“Silicone  Implants” 

By:  James  W.  Walker,  M.D.,  Memphis 

★ ★ ★ 

TENNESSEE — TRAUMA 
COMMITTEE 
FRIDAY,  APRIL  10,  1970 

10:00  A.M. 

Scientific  Meeting 

Airlines  Room  (303-10) — Sheraton-Peabody 
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12:00  Noon 

LUNCHEON 

Room  202 — Sheraton-Peabody 

★ ★ ★ 

TENNESSEE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 
FRIDAY,  APRIL  10,  1970 
Room  214  Sheraton-Peabody  Hotel 

12:00  Noon 

Luncheon  and  Business  Meeting 
2:00  P.M. 

SCIENTIFIC  PROGRAM 

The  scientific  program  of  the  Tennessee  Ob- 
stetrical and  Gynecological  Society  will  be  com- 
bined with  the  Tennessee  Diabetes  Association, 
beginning  at  2:00  P.M.  in  the  Grand  Salon 
(West)  of  the  Downtowner  Motor  Inn.  See 
combined  scientific  program,  Page  28. 

6:00  P.M. 

SOCIAL  HOUR 

Grand  Salon  (East) — Downtowner  Motor  Inn 

★ ★ ★ 

TENNESSEE  DIABETES 
ASSOCIATION 
FRIDAY,  APRIL  10,  1970 
Grand  Salon  (East)  Downtowner  Motor  Inn 

12:30  P.M. 

LUNCHEON 

1:15  P.M. 

GUEST  SPEAKER 

GEORGE  D.  MOLNAR,  M.D.,  MAYO  CLINIC, 
ROCHESTER,  MINNESOTA 
“Biochemical  and  Clinical  Aspects  of  Brittle 
Diabetes;  Studies  with  Continuous  Automated 
Blood  Glucose  Analysis  in  Ambulatory  Fed 
Subjects” 

The  scientific  program  of  the  Tennessee  Dia- 
betes Association  will  be  combined  with  the  Ten- 
nessee Obstetrical  and  Gynecological  Society, 
beginning  at  2:00  P.M.  in  the  Grand  Salon 
(West)  of  the  Downtowner  Motor  Inn. 

★ ★ ★ 

TENNESSEE  DIABETES 
ASSOCIATION 
(and) 

TENNESSEE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 
FRIDAY,  APRIL  10,  1970 

Grand  Salon  (West)  Downtowner  Motor  Inn 


COMBINED  SCIENTIFIC  PROGRAM 
Panel  Discussion 
“Diabetes  and  Pregnancy” 

2:00  P.M. 

“The  Pregnant  Diabetic” 

By:  Charles  R.  Shuman,  M.D.,  Professor  of 
Medicine  and  Chief  of  Metabolic  Section, 
Temple  University,  Philadelphia,  Pa. 

2:30  P.M. 

“Obstetrical  Aspects  of  Pregnancy  with  Dia- 
betes” 

By:  John  W.  Greene,  Jr.,  M.D.,  Professor  of 
Obstetrics  and  Gynecology  and  Chairman  of 
the  Department,  University  of  Kentucky 
Medical  Center,  Lexington 

3:00  P.M. 

“Infant  of  the  Diabetic  Mother” 

By:  James  N.  Etteldorf,  M.D.,  Professor  of  Pe- 
diatrics, University  of  Tennessee  School  of 
Medicine;  and  Shane  Roy,  III,  M.D.,  Le- 
Bonheur  Children’s  Hospital,  Memphis 

3:30  P.M. 

Question  and  Answer  Session 
4:00  P.M. 

Tennessee  Diabetes  Association 

BUSINESS  MEETING 

(Members  Only) 

★ ★ ★ 

TENNESSEE  THORACIC  SOCIETY 
FRIDAY,  APRIL  10,  1970 
Room  216  Sheraton-Peabody  Hotel 

2:00  P.M. 

W elcome — Introductions 

H.  Edward  Garrett,  M.D.,  President,  Memphis 

SCIENTIFIC  PROGRAM 

“Rheumatoid  Lung  Disease” 

By:  Harry  B.  Blumenfeld,  M.D.,  Memphis 

“Transplantation  of  the  Human  Lung” 

By:  Fikri  Alican,  M.D.,  University  of  Missis- 
sippi Medical  Center,  Jackson,  Mississippi 

Intermission — Visit  Exhibits 

3:30  P.M. 

SYMPOSIUM  ON 
DIAGNOSIS  AND  MANAGEMENT 
OF  CHRONIC  OBSTRUCTIVE 
LUNG  DISEASE 

Moderator:  Harry  L.  Davis,  M.D.,  Memphis 
Pathophysiology:  Harry  L.  Davis,  M.D. 
Diagnosis:  William  A.  Potter,  M.D.,  Memphis 
Medical  Management:  Sam  M.  Tickle,  M.D., 

Memphis 

Surgical  Management:  S.  Gwin  Robbins,  M.D., 

Memphis 

Questions  and  Floor  Discussion 
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TENNESSEE  NEUROSURGICAL 
SOCIETY 

FRIDAY,  APRIL  10,  1970 
Mississippi  Room  (339-343) 

Sheraton-Peabody  Hotel 

SCIENTIFIC  PROGRAM 

1:30  P.M. 

Round  Table  Discussion 

Subject:  “Economic  Factors  in  the  Practice  of 
Neurological  Surgery  in  Tennessee 

Moderator:  William  F.  Meacham, 
M.D.,  Nashville 

Panelists:  Augustus  McCravey,  M.D., 
Chattanooga 

A.  Roy  Tyrer,  Jr.,  M.D., 
Memphis 

Joe  D.  Beals,  M.D., 
Knoxville 

3:15  P.M. 

Intermission — Visit  Exhibits 
3:30  P.M. 

BUSINESS  MEETING 

★ ★ ★ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 
FRIDAY,  APRIL  10,  1970 
Holiday  Inn-Rivermont  Hotel 

PROGRAM 

8:00  A.M.-5: 00  P.M. 

Registration 

Lobby — Holiday  Inn-Rivermont 

8:00  A.M.-9: 15  A.M. 

Pre-Convention  Board  Breakfast 

9:30  A.M.-12: 00  Noon 
General  Business  Session 
Holiday  Inn-Rivermont  Hotel 

12:15  P.M.-l: 45  P.M. 

LUNCHEON  AND  PROGRAM 

2:00  P.M.-3:30  P.M. 

Special  Committee  Meetings 
(Awards,  Finance,  Revisions) 
President’s  Suite 

TEA 

(Time  and  place  to  be  announced) 

Arts  and  Crafts  Exhibit  and  Hospitality  Rooms 
(Check  registration  desk  for  rooms) 

6:00  P.M. 

TMA  President’s  Social  Hour 
Venetian  Room  Sheraton-Peabody  Hotel 


7:00  P.M. 

TMA  BANQUET 

Continental  Ballroom 

9:30  P.M. 

DANCE 

Venetian  Room 

PROGRAM 

Saturday,  April  II,  1970 


9:00  A.M. 

HOUSE  OF  DELEGATES 

Forest  Room 
Sheraton-Peabody  Hotel 


General  Scientific  Program 
Continental  Ballroom  Sheraton-Peabody  Hotel 
Presiding:  Joe  E.  Tittle,  M.D.,  Oak  Ridge,  Vice- 
President,  Tennessee  Medical  Assoc- 
iation 

9:00  A.M. 

PANEL  ON 

LEUKEMIA  AND  OTHER  MALIGNANCIES 

Moderator:  Charles  B.  Pratt,  M.D., 

St.  Jude  Children’s  Research  Hos- 
pital, Memphis 

Subject:  “Chemotherapy  of  Leukemia,  Lympho- 
sarcoma, Rhabdomyosarcoma,  and  Ret- 
inoblastoma” 

By:  Charles  B.  Pratt,  M.D. 

St.  Jude  Children’s  Research  Hos- 
pital, Memphis 

Subject:  “Chemotherapy  of  Wilms’  Tumor,  Neu- 
roblastoma, and  Hodgkin’s  Disease” 

By:  Irvin  D.  Fleming,  M.D. 

St.  Jude  Children’s  Research  Hos- 
pital, Memphis 

Subject:  “Chemotherapy  of  Melanoma,  Breast 
Cancer,  and  Colorectal  Cancer” 

By:  Vernon  H.  Reynolds,  M.D. 

Vanderbilt  University  School  of 
Medicine,  Nashville 

10:15  A.M. 

Intermission — Visit  Exhibits 

10:45  A.M. 

SYMPOSIUM  ON 
PROFESSIONAL  LIABILITY 

Moderator:  Mr.  M.  K.  Chew,  Attorney,  Shelby 
Ohio 

Subject:  “So  You  Have  Been  Sued” 

By:  Mr.  Dan  McGugin,  Attorney, 
Nashville 
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Subject:  “Surgical  Hazards  from  a Legal  Stand- 
point” 

By:  Mr.  John  Thomason,  Attorney, 
Memphis 

Subject:  “The  Importance  and  Technique  of 
Keeping  Proper  Medical  and  Surgical 
Records” 

By:  Mr.  Ralph  Farmer,  Attorney, 
Memphis 

★ ★ ★ 

SPECIALTY  SOCIETIES 

TENNESSEE  RADIOLOGICAL 
SOCIETY 

SATURDAY,  APRIL  11,  1970 
Room  215  Sheraton-Peabody  Hotel 

11:30  A.M. 

LUNCHEON 

1:00  P.M.-3: 00  P.M. 

BUSINESS  MEETING 

Intermission — Visit  Exhibits 

3:30  P.M.-5: 00  P.M. 

SCIENTIFIC  PROGRAM 

3:30  P.M. -4: 15  P.M. 

GUEST  SPEAKER 

Frank  V.  Comas,  M.D. 

Director  of  Radiotherapy,  Department  of  Radi- 
ology, University  of  Tennessee  Memorial  Re- 
search Center  and  Hospital,  Memphis 

“Recent  Advances  in  Radiation  Therapy” 

4:15  P.M.-5:00  P.M. 

“Diagnosis  and  Management  of  Renovascular 
Hypertension” 

By:  Henry  Burko,  M.D.,  Professor  of  Radiology 
(and)  John  Foster,  M.D.,  Professor  of 
Surgery  Vanderbilt  University  Medical 
Center,  Nashville 

6:30  P.M. 

COCKTAIL  HOUR 

Forest  Room — Sheraton-Peabody  Hotel 

★ ★ ★ 

TENNESSEE  STATE  SOCIETY  OF 
ANESTHESIOLOGISTS 
SATURDAY,  APRIL  11,  1970 
Room  214  Sheraton-Peabody  Hotel 

12:00  Noon 

Luncheon 

SCIENTIFIC  PROGRAM 

1:00  P.M. 

“Intermittent  Methoxyflurane  Analgesia  in  Ob- 
stetrics” 

By:  Paul  C.  Kemmerly,  M.D.,  Nashville  (and) 
Ruth  E.  Dinkins,  M.D.,  Memphis 


1:30  P.M. 

Guest  Speaker 

Gunter  Corssen,  M.D.,  Professor  and  Chairman, 
Department  of  Anesthesiology,  University  of  Al- 
abama, Birmingham 

“Ketamine — A New  Approach  to  Anesthesia” 

2:30  P.M. 

“Unusual  Anesthesia  Problems” 

By:  A Panel  of  Selected  Participants,  headed  by 
Yumas  Eryasa,  M.D.,  Nashville 

4:00  P.M. 

Business  Session 

SOCIAL  HOUR 

6:00  P.M. 

Louis  XVI  Room  Sheraton-Peabody  Hotel 

BANQUET 

7:00  P.M. 

★ ★ ★ 

TENNESSEE  SOCIETY  OF 
PATHOLOGISTS 
SATURDAY,  APRIL  11,  1970 
Room  216  Sheraton-Peabody  Hotel 

12:00  Noon 

Dutch  Treat  Luncheon 

SCIENTIFIC  PROGRAM 

1:00  P.M. 

“The  Role  of  the  Pathologist  in  the  Modern 
Clinical  Laboratory” 

By:  C.  H.  Altshuler,  M.D.,  Pathologist,  St. 
Joseph’s  Hospital,  Milwaukee,  Wisconsin 

2:00  P.M. 

Discussion  of  Dr.  Altschuler’s  Presentation 
2:45  P.M. 

Intermission  to  Visit  Exhibits 
3:00  P.M. 

“Jaundice  in  Sickle  Cell  Disease” 

By:  L.  W.  Diggs,  M.D.,  Memphis 

3:15  P.M. 

“The  Importance  of  the  Open  Staff” 

By:  Harry  G.  Browne,  M.D.,  Nashville 

3:30  P.M. 

“The  Kidney  and  the  Blood  Pressure,  Research” 
By:  E.  E.  Muirhead,  M.D.,  Memphis 

3:45  P.M. 

“Assay  of  Amniotic  Fluid  for  Rh  Antibody  in 
Rhesus  Sensitized  Gravid  Women” 

By:  Richard  H.  Walker,  M.D.  and 

Arthur  T.  Fort,  III,  M.D.,  Memphis 
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4:00  P.M. 

“Thrombopathy,  Diagnosis  and  Management” 
By:  Larry  J.  Davis,  M.D., 

E.  Eric  Muirhead,  M.D.,  (and) 

M.  Eulalia  Harbaugh,  Memphis 

4:15  P.M. 

“Technical  and  Clinical  Experience  with  GLC 
Steroids  and  Estrogens” 

By:  Daniel  F.  Beals,  M.D.,  Knoxville 

4:30  P.M. 

“Sickle  Cell  Disease  Affecting  the  Kidney” 

By:  James  A.  Pitcock,  M.D.,  Memphis 

4:45  P.M. 

“Specific  Histiologic  Diagnosis  from  Cytologic 
Material” 

By:  Stephen  Wilson,  M.D.,  Knoxville 
5:00  P.M. 

“Endocrine  Adenomatosis” 

By:  Alan  R.  Laurain,  M.D.,  Johnson  City 

5:15  P.M. 

Business  Meeting 


Scientific  Exhibit 

(East  entrance  to  main  lobby) 

The  Pali;  A Program  Accelerated  Labora- 
tory Investigation 

The  Role  of  the  Pathologist  in  the  Modem 
Clinical  Laboratory 


★ ★ ★ 

TENNESSEE  PEDIATRIC  SOCIETY 
SATURDAY,  APRIL  11,  1970 
Room  202  Sheraton-Peabody  Hotel 

12:00  Noon 

Luncheon  and  Business  Meeting 
1:30  P.M. 

SCIENTIFIC  PROGRAM 

The  scientific  program  of  the  Tennessee  Pedi- 
atric Society  will  be  combined  with  the  Oto- 
laryngology Section  of  the  Tennessee  Academy 
of  Ophthalmology  & Otolaryngology,  beginning 
at  1:30  P.M.  in  Room  213  of  the  Sheraton- 
Peabody  Hotel. 

★ ★ ★ 

TENNESSEE  PEDIATRIC  SOCIETY 

(and) 

TENNESSEE  ACADEMY  OF 
OTOLARYNGOLOGY 
SATURDAY,  APRIL  11,  1970 
COMBINED  SCIENTIFIC  PROGRAM 
Room  213  Sheraton-Peabody  Hotel 


1:30  P.M. 

“Upper  Respiratory  Tract  Infections” 

By:  David  Karzon,  M.D.,  Professor  of  Pediatrics 
Vanderbilt  University  School  of  Medicine 

2:00  P.M. 

“New  Trends  in  Pediatric  Otolaryngology” 

By:  Michael  Glasscock,  III,  M.D.,  Assistant 
Professor  of  Otolaryngology,  Vanderbilt 
University  School  of  Medicine 

2:30  P.M. 

Panel  Discussion 

“Management  of  Respiratory  Infections  in  Chil- 
dren” 

Moderator:  Jerrie  Cherry,  M.D.,  Professor  and 
Chief  of  the  Division  of  Otolaryn- 
gology, Vanderbilt  University 
Panelists:  David  Karzon,  M.D.,  Professor  of 
Pediatrics,  Vanderbilt  University; 
Michael  Glasscock,  III,  M.D.,  Assis- 
tant Professor  of  Otolaryngology, 
Vanderbilt  University;  and  Charles 
Gross,  M.D.,  Professor  of  Otolaryn- 
gology, University  of  Tennessee 
School  of  Medicine,  Memphis 

SOCIAL  HOUR 

Room  200  Sheraton-Peabody  Hotel 

6:00  P.M. -8: 00  P.M. 

(For  the  Combined  Sections  of  Otolaryngology 
and  Pediatrics) 

★ ★ ★ 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL 
ASSOCIATION 
SATURDAY,  APRIL  11,  1970 
Hobday  Inn-Rivermont,  Memphis 

PROGRAM 

8:00  A.M.-1:45  P.M. 

Registration 

Lobby — Holiday  Inn  Rivermont 
8:00  A.M.-9:30  A.M. 

Combined  Boards  Breakfast  and  Workshop 

Presiding:  Mrs.  William  F.  Mackey 
“Important  that  all  retiring  officers  and  incoming 
officers  and  committee  chairmen  be  present.  Mrs. 
Chester  Young,  National  Regional  Vice-President 
will  be  present.” 

9:45  A.M.-11:45  A.M. 

General  Business  Session 

12:00  Noon-1: 45  P.M. 

ANNUAL  LUNCHEON 
Honoring  Past  Presidents  and  National  Officers 
Installation  of  Officers 

2:00  P.M.-3:00  P.M. 

Pick  up  articles  from  Arts  and  Crafts 
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DRUGS  -BIOLOGICALS 

We've  Got  Em 

Tennessee's  Most  Complete  Line 
of  Hard  to  Obtain  Drugs  for 
Your  Patient's  Needs 

NASHVILLE  SURGICAL 

3332  Powell  Avenue 
Nashville,  Tennessee 

24-Hour  EMERGENCY  Semite 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individ- 
ual psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  ther- 
apy, drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and  well  organized 
activities  program,  including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient  is  carefully  super- 
vised in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through 
the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.,  (3)  Charles  W.  Neville,  Jr.,  M.D., 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry  and 

Medical  Director 

Area  Code  704-254-3201 
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As  this  is  written,  the  time  for  introduction  of  new  bills  in  the 
Tennessee  General  Assembly  has  passed,  and  an  entirely  different 
situation  has  prevailed  from  the  conditions  under  which  we  en- 
dured last  year.  The  short  session  has  generated  few  bills  of  para- 
mount concern  to  physicians,  and  we  welcome  the  opportunity  to 
attempt  to  adjust  to  the  programs  established  in  1969,  specially  the 
gigantic  headache  of  Medicaid.  There  is  reason  to  believe  that  the 
hours  of  contact  work  by  Tennessee  physicians  and  by  the  T.M.A. 
staff  has  contributed  to  mutual  understanding  and  respect  between 
the  legislators  and  doctors,  and  a continuation  of  this  effort  is 
mandatory  in  the  future. 

Meanwhile,  from  Washington  have  come  unappetizing  fragments 
of  the  report  of  the  investigation  of  the  Senate  Finance  Committee  into  the  workings  of 
Medicare  and  Medicaid.  The  news  media  of  each  state  were  furnished  the  information 
about  physicians’  activities  in  that  state,  and  an  outbreak  of  infuriating  publicity  ensued 
— “Tennessee  Doctors  charging  more  than  the  going  rate.”  The  magical  figure  of  $25,000 
was  invoked,  with  strong  implications  that  gross  payments  of  over  that  amount  of  money 
was  presumptive  evidence  of  wrong-doing.  The  following  statement  was  released  to  the 
news-wire  services  on  Monday,  February  9,  1970: 

“The  Tennessee  Medical  Association  welcomes  the  investigation  made  by  the  Senate  Finance 
Committee  into  the  workings  of  Medicare.  The  basic  defects  in  this  program  were  identified  by 
physicians  at  the  time  of  its  introduction  into  the  Congress  in  1965,  and  these  defects  contrib- 
ute to  the  present  problems.  First,  the  provision  of  health  care  to  persons  over  65  regardless 
of  their  state  of  wealth  is  an  unnecessary  drain  on  public  funds,  and  secondly,  Federal  Ad- 
ministration of  the  program  has  been  so  costly  that  actual  figures  are  a closely  guarded  secret. 

Health  care  costs  have  been  caught  in  the  same  rising  spiral  of  inflation  that  has  increased  the 
cost  of  food,  lodging,  gasoline,  and  even  the  salaries  of  Senators  and  Representatives. 

The  regulations  covering  benefits,  services,  and  payments  under  medicare  are  quite  straight- 
forward, and  are  well  understood  by  elderly  patients  and  by  their  doctors.  If  fraud  has  been  per- 
petrated, then  the  guilty  persons  must  be  sought,  identified,  tried,  and  punished.  However,  the  fact 
that  a certain  gross  payment  has  been  made  does  not  constitute  evidence  of  fraud,  but  will  usu- 
ally be  found  to  reflect  long  hours  of  service  to  elderly  patients  who  are  eligible  for  this  care  by 
reason  of  the  laws  enacted  in  1965. 

The  Social  Security  Administration  through  its  fiscal  intermediary  insurance  companies  has  the  in- 
formation and  the  authority  to  withhold  payment  on  any  claim  until  its  authenticity  is  estab- 
lished, and  until  the  charge  for  services  has  been  investigated  and  found  to  be  reasonable. 

Physicians  of  Tennessee  resent  the  implications  and  innuendoes  in  recent  news  releases,  but  stand 
ready  to  assist  in  the  investigation  of  any  alleged  impropriety  by  any  members  of  the  Tennessee 
Medical  Association.” 

More  than  ever,  every  physician  must  keep  good  records;  must  give  particular  atten- 
tion to  the  economics  of  his  practice,  and  be  certain  that  billing  is  accurate,  and  must, 
above  all,  furnish  good  care  to  patients  at  a reasonable  charge.  Carelessness  in  records, 
over-utilizing,  over-charging,  by  a few  individuals  will  bring  irreparable  damage  to  our 
profession. 

Sincerely, 


Francis  H.  Cole 


/J~ 


M.D. 


President 
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EDITORIAL 

CONTINUING  EDUCATION  AT  "HOME  BASE" 

Some  recent  developments  have  made  it 
urgent  that  medical  groups  which  wished 
to  assume  responsibility  for  continuing  edu- 
cation take  steps  promptly  to  implement 
their  desires. 

An  editorial1  on  these  pages,  in  Decem- 
ber 1968,  pointed  to  the  renewal  of  an  old 
and  continuing  interest  of  the  AMA  in  the 
postgraduate  education  of  the  medical  prac- 
titioner,2 and  its  urgent  suggestion  that 
state  associations  become  actively  involved 
in  this  field.  In  November  of  1968  the  AMA 
held  a conference  at  which  representatives 
of  the  state  associations  considered  means 
by  which  their  associations  might  become 
involved  in  activities  of  continuing  educa- 
tion if  inactive  as  of  that  date.  Much  of  the 
stimulus  to  the  AMA’s  active  interest  no 
doubt  stems  from  the  1967  Report  of  the 
National  Commission  on  Health  Man- 
power3 which  contained  the  words: 

“The  dual  program  of  continuing  education 
and  relicensure  is  a feasible  method  for  pro- 
viding the  health  professional  with  the  new 
knowledge  he  needs  and,  at  the  same  time,  giving 
assurance  to  the  public  that  a practitioner’s 
knowledge  reflects  the  most  advanced  results  of 


medical  progress.  . . . We  therefore  recommend 
that  professional  societies  and  state  governments 
should  explore  the  possibility  of  periodic  re- 
licensing of  physicians  and  other  health  profes- 
sionals. Relicensure  should  be  granted  either 
upon  certification  of  acceptable  performance  in 
continuing  education  programs  or  upon  the  basis 
of  challenge  examinations  in  the  practitioner’s 
specialty.” 

The  editorial  of  December  1968  also  in- 
formed you  that  TMA  had  activated  a Com- 
mittee on  Continuing  Education  in  the  late 
summer  of  that  year  thereby  providing  for 
its  participation  in  the  AMA  Conference. 

In  the  several  meetings  of  the  TMA  Com- 
mittee it  developed  the  philosophy,  based 
on  much  accumulating  information  that 
continuing  education  to  be  effective  must 
be  self-education.  It  recognized  that  though 
undergraduate  education,  following  the 
Flexner  Report  of  60  years  ago,  had  moved 
from  the  hard  seats  in  the  lecture  hall  to 
the  bedside,  postgraduate  education  had 
continued  in  the  “horse  and  buggy”  vein  of 
sitting  to  be  lulled  into  somnolence  by  the 
drone  of  a lecturer  expounding  upon  an  ir- 
relevant topic.  William  Osier4,  who  intro- 
duced bedside  teaching  to  the  North  Ameri- 
can continent,  recognized  the  inadequacies 
of  such  methods  and  in  1903,  in  his  address 
“On  the  Educational  Value  of  the  Medical 
Society”  outlined  what  should  be  1970’s  ob- 
jectives in  continuing  education.  The  TMA 
Committee  believed  the  Hill-Burton  hos- 
pitals now  for  the  first  time  permit  the 
development  of  self  (bedside)  education 
in  nonurban  communities  and  to  outmode 
“sitting  and  dozing”  postgraduate  educa- 
tion. The  Committee  presented  its  views 
to  the  House  of  Delegates  at  the  1969  An- 
nual meeting,  which  resulted  in  the  follow- 
ing official  Resolution:5 

“RESOLVED,  that  it  is  the  conviction  of  the 
Committee  on  Continuing  Medical  Education  that 
continuing  self-education  is  imperative  in  the 
promulgation  of  good  medical  practice,  and  be  it 
further 

RESOLVED,  that  this  Committee,  believing  that 
motivation  is  basic  to  self-education,  recom- 
mends that  the  Board  of  Trustees  and  House 
of  Delegates  urge  each  member  of  the  Tennessee 
Medical  Association  to  become  active  in  con- 
tinuing education  and  self-examination,  and  be 
it  further 

RESOLVED,  that  in  the  development  of  such  a 
program  this  committee  will  have  as  its  function 
to  act  as  a liaison  and  catalyst  to  local  medical 
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societies  and  the  medical  staffs  of  community 
hospitals.  The  Committee  will  seek  the  coopera- 
tion of  the  Regional  Medical  Programs  to  assist 
them  in  the  promotion  of  the  continuing  educa- 
tion program.” 

The  TMA  Committee  recognized  realisti- 
cally and  practically  certain  facts.  Though 
“sitting  and  dozing”  courses  can  be  “thought 
up”  to  be  presented  to  medical  societies  or 
hospital  staffs,  whether  in  large  cities  or  in 
small  towns,  they  perforce  must  contain 
much  that  is  irrelevant  at  either  end  of  this 
spectrum.  Thus,  the  Committee  recognized 
that  a self-education  program  must  be  cus- 
tom-built, dependant  upon  the  size  of  the 
group,  the  representation  of  specialty  dis- 
ciplines in  the  group,  availability  of  tech- 
nologic and  other  ancillary  aides  and  per- 
sonnel, and  above  all  the  needs  of  day-by- 
day  practice  in  a given  community.  The 
Committee  recognized  that  its  function  then 
must  be  consulting  and  advisory  to  attain 
self-education  which  is,  basically,  relevant 
continuing  education,  and  that  setting  up 
“sitting  dozing”  courses  would  miss  the 
point. 

Therefore  dual  letters  were  addressed  to 
(1)  the  Chief  of  Staff  and  (2)  to  the  Hos- 
pital Administrator  of  all  Tennessee  Hos- 
pitals in  March  1969  to  acquaint  them  of  the 
Committee’s  objectives.  A follow-up  letter 
went  out  in  August,  1969,  to  inform  these 
persons  of  the  action  of  the  House  of  Del- 
egates and  to  invite  requests  of  the  Com- 
mittee for  advice  and  consultation.  (Mem- 
bers of  the  Committee  have  met  with  Com- 
mittees on  Continuing  Education  of  several 
nonurban  hospitals.) 

Five  months  ago  each  TMA  member  re- 
ceived from  the  AMA  a brochure  describ- 
ing its  “Physicians  Recognition  Award,” 
and  an  application  for  this  award  to  be 
given  in  June  1972.  Reference  to  this  Award 
was  made  on  these  pages  in  September 
19695  (See  reference  also  on  Editorial  Page, 
February  19706).  Since  the  information  in 
regard  to  the  requirements  for  the  AMA 
Award  did  not  spell  out  the  acceptability  of 
continuing  education  in  the  nonteaching  (in 
terms  of  house-staff  teaching)  hospital,  cor- 
respondence developed  between  the  TMA 
and  the  AMA  Council  on  Medical  Educa- 
tion. 

From  this  correspondence  of  the  past 


sixty  days  it  has  developed  that  it  may  be 
possible  to  provide  for  “credit  hours”  in  a 
continuing  education  program  in  the  “home” 
hospital. 

It  has  been  customary  for  the  AMA  to 
list  each  August  in  the  JAMA  hospitals  ac- 
credited for  continuing  education.  Hours 
spent  in  such  programs  will  be  given  credit 
toward  the  new  Award.  However,  it  now 
appears  that  the  AMA  will  entertain  appli- 
cations for  listing  in  August  of  programs 
developed  in  community  hospitals  never 
listed  previously.  This  will  permit  a pre- 
liminary experience  in  self  education  in 
community  hospitals  for  a year  or  two  be- 
fore requesting  the  customary  accredita- 
tion. This  is  consonant  with  the  quotation 
your  Editor  used  on  these  pages  last  Sep- 
tember, taken  from  JAMA  editorials.7 
These  pointed  up  the  essence  of  continuing 
education — self  education  in  the  home  hos- 
pital environment  which  makes  for  accessi- 
bility, motivation,  participation  and  rele- 
vance to  local  needs  in  continuing  educa- 
tion. These  editorials  underline  the  basic 
philosophy  of  the  TMA  Committee. 

The  deadline  for  preliminary  registration 
with  the  AMA  for  projected  courses  was 
March  1.  A subsequent  deadline  of  May  15, 
will  need  to  be  met  in  a description  of  con- 
tinuing education  to  be  offered  by  a com- 
munity hospital  for  the  period  of  Septem- 
ber 30,  1970  to  August  31,  1971.  The  TMA 
Committee  has  acquainted  all  Tennessee 
hospitals  of  this  new  development  of  po- 
tentials in  continuing  education.  (The 
Journal’s  deadline  did  not  permit  publica- 
tion of  this  important  information  in  the 
February  issue.)  A number  of  Tennessee’s 
nonteaching  hospitals,  whether  in  the  larger 
or  in  the  smaller  cities,  have  the  potential, 
because  of  geographic  location  and/or  inter- 
ested staff,  of  developing  programs  of  self- 
education  closer  to  “home  base”  for  many 
members  of  TMA.  The  hospitals  have  been 
told  again  that  the  TMA  Committee  will  be 
pleased  to  act  in  screening  programs  in  con- 
tinuing education  and  recommendation  for 
listing  in  the  August  issue  of  the  JAMA. 
Thereby  the  TMA  Committee  will  be  in  a 
position  to  develop  additional  responsibil- 
ities in  the  area  of  continuing  education, 
which  will  be  attaining  increasing  impor- 
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tance  in  the  provision  of  adequate  and  com- 
prehensive medical  care  as  seen  through  the 
eyes  of  both  government  and  private  med- 
icine- R.  H.  K. 
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IN  MEMORIAM 


Gammon,  William  M.,  Bristol.  Died  January  21, 
1970,  Age  70.  Graduate  of  University  of  Virginia, 
1930.  Member  of  Sullivan- Johnson  County  Medi- 
cal Society. 

Hite,  J.  Harvill,  Nashville.  Died  February  6, 
1970,  Age  79.  Graduate  of  Eclectic  Medical  Col- 
lege, Cincinnati,  1914.  Member  of  Nashville 
Academy  of  Medicine. 

Russell,  Alexander  Fount,  Clarksville.  Died 
January  6,  1970,  Age  61.  Graduate  of  University 
of  Tennessee  Medical  College,  1933.  Member  of 
Montgomery  County  Medical  Society. 

Shull,  Vivion  F.,  St.  Francisville,  Louisiana. 
Died  December  30,  1969.  Graduate  of  Loma 
Linda  University,  1930.  Member  of  Chattanooga- 
Hamilton  County  Medical  Society. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Montgomery  County  Medical  Society 

Recently  installed  officers  of  the  Montgomery 
County  Medical  Society  for  1970  are: 

President:  Dr.  Troy  A.  Walker 

Vice  President:  Dr.  Dawson  W.  Durrett 

Secretary-Treasurer:  Dr.  A.  R.  Boyd 

Knoxville  Academy  of  Medicine 

At  its  February  meeting,  the  Knoxville  Acad- 
emy of  Medicine  heard  an  address  by  Dr.  Tom 
Littlejohn,  State  Medical  Examiner.  Dr.  Little- 
john’s topic  was  “The  Law  and  Function  of  the 
State  Medical  Examiner.”  Also,  Dr.  W.  Gilmer 


Reed  discussed  “A  Case  Report  of  Hemachroma- 
tosis.” 

Memphis-Shelby  County  Medical  Society 

The  MEMPHIS  and  MID-SOUTH  MEDICAL 
JOURNAL  has  been  discontinued  due  to  a drastic 
decline  in  advertising  income  and  the  increased 
cost  of  publication.  The  “Journal”  has  been  in 
existence  since  1881,  although  the  actual  name 
of  the  monthly  publication  has  been  changed 
several  times. 

As  of  January  1,  the  Memphis  and  Shelby 
County  Medical  Society  began  publishing  a 
monthly  newsletter.  This  is  being  done  in  an 
effort  to  continue  bringing  important  medical 
news  of  the  Memphis  and  Mid-South  area  to  the 
members  of  the  Medical  Society  and  the  Mid- 
South  Medical  Association. 

Coffee  County  Medical  Society 

The  following  were  elected  to  serve  as  officers 
of  the  Coffee  County  Medical  Society  for  1970: 

President:  Dr.  William  D.  Calhoun 

Vice  President:  Dr.  Charles  H.  Webb 

Secretary-Treasurer:  Dr.  Coulter  S.  Young 

Roane-Anderson  County  Medical  Society 

The  meeting  of  the  Roane-Anderson  County 
Medical  Society  was  held  on  February  24  at  the 
Oak  Ridge  Hospital.  Dr.  Samuel  J.  Pieper,  Medi- 
cal Director  for  the  Regional  Mental  Health 
Center  in  Oak  Ridge,  was  the  principal  speaker 
for  the  evening.  Dr.  Pieper  discussed  the  Re- 
gional Mental  Health  Center’s  operations. 


New  Members 

The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  Mem- 
bers. 

HENRY  COUNTY  MEDICAL  SOCIETY 

Frank  B.  Sleadd,  M.D.,  Paris 
NASHVILLE  ACADEMY  OF  MEDICINE 
William  G.  Davis,  M.D.,  Madison 
Kenneth  J.  Kahn,  M.D.,  Nashville 
Robert  A.  Brown,  Jr.,  M.D.,  Nashville 
ROANE-ANDERSON  COUNTY  MEDICAL 
SOCIETY 

James  A.  Greene,  M.D.,  Oak  Ridge 

SHELBY  COUNTY  MEDICAL  SOCIETY 

Ronald  L.  Terhune,  M.D.,  Memphis 

OVERTON  COUNTY  MEDICAL  SOCIETY 

B.  H.  Copeland,  M.D.,  Byrdstown 
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The  Month  In  Washington 
(From  Washington  Office,  AMA) 

The  Senate  Finance  Committee  approved 
a staff  report  on  medicare  and  medicaid 
which  was  critical  of  both  physicians  and 
administration  of  the  health  care  programs. 
It  included  a recommendation  for  fee 
schedules  for  physicians’  services. 

In  a joint  statement,  the  presidents  of  the 
American  Medical  Association  and  the  Na- 
tional Medical  Association  pledged  support 
of  their  organizations  to  the  committee’s 
efforts  to  correct  deficiencies  and  abuses  in 
the  two  programs.  However,  the  two  spokes- 
men for  organized  medicine  said  “it  would 
be  tragic  if  . . . regulations  were  adopted 
whose  effect  would  be  to  deny  a greatly 
improved  level  of  health  care  to  the  ghet- 
tos.” 

The  AMA-NMA  statement  said  that  “we 
were  greatly  encouraged  by  the  committee’s 
comment  that  it  ‘believes  that  the  majority 
of  physicians  for  whom  information  was 
requested  with  respect  to  medicare  and 
medicaid  as  presently  structured  have  dealt 
fairly  with  these  federal  programs  and  with 
the  federal  government.’  ” 

In  regard  to  abuses  and  fraud,  the  state- 
ment said: 

“Where  these  abuses  exist,  they  must  be 
rooted  out.  Both  the  AMA  and  the  NMA 
are  prepared  to  take  very  vigorous  action 
within  their  power  to  help  the  committee 
and  the  government  accomplish  this.” 

It  was  noted  that  the  committee  had 
denied  an  AMA  request  many  months  ago 
that  it  be  given  the  names  of  physicians 
involved  in  the  committee’s  investigation. 

“Despite  this,”  the  statement  said,  the 
AMA  and  the  NMA  through  their  own  re- 
sources have  been  able  to  identify  a num- 
ber of  physicians  grossing  more  than  $25,000 
in  these  programs  . . . 

“In  some  instances,  medical  societies  had 
already  taken  appropriate  action  against  in- 
dividual physicians  where  the  evidence 
warranted.  In  other  instances,  however,  the 
AMA  and  the  NMA  have  found  that  many 
of  the  physicians  presumably  included  in 


the  committee’s  study  are  dedicated  phy- 
sicians working  in  isolation  in  slum  and 
rural  areas  who  are  literally  being  over- 
whelmed by  a tide  of  sick  humanity  . . . 

“We  therefore  believe  it  would  be  un- 
fortunate if  the  committee’s  report  leads 
the  public  to  believe  that  medicare  and 
medicaid  are  riddled  with  fraud  or  that  the 
number  of  physicians  abusing  the  programs 
is  large.  Such  is  not  the  case  . . .” 

The  report  said  that  incomplete  and  par- 
tial listings  indicated  4,300  individual  practi- 
tioners plus  an  additional  900  physician 
groups  each  received  at  least  $25,000  from 
medicare  in  1968,  including  68  who  received 
$100,000  or  more.  The  report  also  included  a 
long  list  of  physicians  by  state  receiving 
$25,000  or  more  from  medicaid  in  1968.  None 
were  named;  listings  were  by  code  numbers. 

“Hundreds  of  the  payments  profiles  indi- 
cate that  the  physicians  involved  might  be 
abusing  the  program,”  the  report  said.  “For 
example,  we  found  many  general  practition- 
ers each  paid  $15,000,  $20,000,  or  more  for 
laboratory  services.  We  found  large  pay- 
ments being  made  for  what  appear  to  be 
inordinate  numbers  of  injections.  In  many 
cases  we  found  what  is  apparently  over- 
visiting and  gang-visiting  of  patients  in 
hospitals  and  nursing  homes. 

The  staff  believes  that  the  majority  of 
physicians  on  whom  information  was 
gathered  provided  medically  necessary  ser- 
vices for  which  they  were  entitled  to  charge 
and  be  reimbursed.  On  the  other  hand, 
medicare’s  payments  structure  did  little  to 
discourage — in  fact,  it  encouraged — high 
fees,  and  thus  may  well  have  contributed  to 
the  very  substantial  payment  totals  to  those 
same  physicians.” 

Recently,  the  Social  Security  Administra- 
tion reported  that  about  2,500  cases  had 
been  investigated  for  fraud  or  abuse  during 
the  first  three  and  one-half  years  of  medi- 
care. It  was  emphasized  that  this  was  only 
a minuscule  fraction  of  total  medicare  trans- 
actions. Social  Security  Commissioner 
Robert  M.  Ball  said: 

“Medicare  pays  about  30  million  doctors’ 
bills  and  12  million  bills  from  institutional 
providers  of  services  each  year.  It  is  clear 
from  our  investigations  that  the  number  of 
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attempts  at  fraud  or  abuse  is  relatively  very 
small.” 

About  half  of  the  cases  investigated,  he 
said,  resulted  from  clerical  errors,  misun- 
derstandings or  honest  mistakes  by  phy- 
sicians and  health  services.  To  Jan.  20,  1970, 
the  SSA  had  referred  the  cases  of  13  in- 
dividuals and  organizations  to  the  Justice 
Department  with  recommendations  for 
criminal  prosecution  for  fraud.  Two  phy- 
sicians have  been  convicted  in  U.  S.  district 
courts  and  indictments  have  been  returned 
against  another  five  physicians  and  one  non- 
physician. Another  five  cases  had  been  re- 
ferred with  recommendations  that  civil  pro- 
ceedings be  started  for  the  return  of  ille- 
gally collected  funds.  Early  this  year,  social 
security  investigators  also  were  preparing 
an  additional  35  possible  fraud  cases  for 
referral  to  the  Justice  Department. 

The  most  common  types  of  alleged  viola- 
tions reported  include  physicians  and  pro- 
viders billing  for  services  not  rendered, 
excessive  charges,  alteration  of  bills,  dupli- 
cate billing,  misrepresentation  of  types  of 
services  or  dates  of  services,  unreported 
discounts,  or  kickbacks,  and  employee  em- 
bezzlement, medicare  officials  said. 

The  report’s  recommendations  were  aimed 
at  providing  “bases  for  remedying  the 
serious,  costly,  and  pervasive  problems”  of 
the  two  programs  and  make  them  “work 
more  efficiently  and  economically.”  How- 
ever, it  was  conceded  that  physicians  con- 
stitute the  cardinal  factor. 

“The  key  to  making  the  present  system 
workable  and  acceptable  is  the  physician 
and  his  medical  society,”  the  committee 
staff  said.  “We  are  persuaded  that  at  this 
point  in  time  neither  the  government  nor 
its  agents  have  the  capacity  to  effectively 
audit  medical  practice  to  assure  that  a 
given  physician  functions  responsibly  in 
dealing  with  the  publicly  financed  pro- 
grams. 

“While  there  is  growing  awareness  among 
many  physicians  of  the  need  for  the  profes- 
sion to  effectively  police  and  discipline  it- 
self, performance  has  been  spotty  and  iso- 
lated so  far.  Prompt  action  is  necessary  by 
organized  medicine  (and  other  health  pro- 
fessions) to  do  what  is  required  with  re- 


spect to  monitoring  care  provided  and 
charges  made  for  the  care  . . . 

“However,  procedures  which  involve  peer 
review  should  not  be  undertaken  without 
precise  spelling  out  and  assurances  that 
such  review  will  be  comprehensive  and 
effective — not  paper  and  token.” 

Report  recommendations: 

— Fee  schedules  for  physicians’  services. 

— Generic  prescribing  of  drugs. 

— “Curb  overutilization  by  requiring  prior 
professional  approval  of  elective  procedures 
and  expensive  courses  of  treatment. 

— Require  the  patient  to  name  a “primary 
physician”  to  end  “costly  ‘doctor  shopping’.” 

— Require  states  to  provide  medicaid  re- 
cipients with  statements  outlining  payments 
made  in  their  behalf. 

— Modify  present  law  “to  make  practic- 
able reasonable  cost-sharing  payments  by 
the  medically  indigent.” 

— Prohibit  independent  collection  and  dis- 
count agencies  from  collecting  medicaid  or 
medicare  due  bills  that  providers  have  sold 
to  them. 

— Improve  federal  administration,  and 
establish  cooperative  arrangements  with 
and  between  states. 

— Establish  a medicaid  fraud  and  abuse 
unit  in  HEW,  and  require  states  to  establish 
similar  units. 

— Combine  the  medicare  and  medicaid 
advisory  councils. 

$ $ $ 

The  American  Medical  Association  urged 
changes  in  proposed  federal  regulations 
concerning  fraud  under  the  medicaid  pro- 
gram. 

“While  we  do  not  condone  in  any  way 
any  fraudulent  conduct  of  physicians  in 
Title  XIX  (medicaid)  or  in  any  profes- 
sional activity,  we  do  believe  that  physi- 
cians will  consider  the  new  requirements 
an  unwarranted  affront  to  their  integrity  in 
their  participation  in  the  program,”  Dr. 
Ernest  B.  Howard,  executive  vice  president 
of  the  AM  A,  said  in  a letter  to  John  D. 
Twiname,  acting  administrator  of  the  medi- 
caid program. 

One  of  the  proposed  regulations  would 
require  physicians  to  sign  form  statements 
certifying  that  their  claims  were  correct 
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and  that  they  understood  fraud  could  sub- 
ject them  to  prosecution. 

These  statements,  Dr.  Howard  said,  would 
serve  no  useful  purpose  because  physicians 
already  know  that  false  claims  could  lead 
to  prosecution.  On  the  other  hand,  the  regu- 
lation would  be  “regarded  as  offensive  by 
many  physicians  since  it  obviously  impugns 
their  integrity,”  the  AMA  letter  said. 

The  other  proposed  regulation  would  re- 
quire state  agencies  to  promptly  report 
suspected  cases  of  fraud. 

“It  is  obvious  that  serious  prejudice  may 
result  to  a physician  where  the  suspicion  of 
fraud  is  publicized,”  the  AMA  said.  “Even 
when  the  fraud  is  not  later  established,  ir- 
reparable harm  to  the  reputation  of  the 
physician  will  still  have  resulted.  ...  We 
believe  it  will  be  better  procedure  not  to 
report  each  suspected  case,  but  to  include 
in  the  report  only  those  situations  where  the 
case  has  been  concluded  and  fraud  has  been 
established.” 

$ $ $ 

The  Nixon  Administration  submitted  a 
fiscal  1971  budget  calling  for  federal  ex- 
penditures of  $20.6  billion  from  general 
revenues  for  health  purposes,  an  increase  of 
$1.8  billion  over  current  spending  levels. 
Medicaid  and  medicare  Part  B (physicians’ 
services)  accounted  for  much  of  the  in- 
crease. 

The  overall  medicare  budget,  including 
Part  A (hospitalization),  increased  by  $1.2 
billion  to  $8.8  billion.  Estimated  medicaid 
costs  to  the  federal  government  rose  from 
$2.6  billion  to  $3.1  billion.  However,  the 
Administration  hopes  to  cut  the  medicaid 
budget  by  $235  million  by  getting  Congress 
to  approve  elimination  of  federal  aid  for 
extended  care  in  mental  institutions  and 
nursing  homes. 

The  budget  for  the  current  1970  fiscal 
year,  ending  next  June  30,  still  had  not 
been  approved  when  the  new  budget  was 
submitted.  Congress  upheld  President 
Nixon’s  veto  of  the  appropriations  for  the 
departments  of  labor  and  of  health,  educa- 
tion and  welfare  on  the  ground  that  it  was 
inflationary.  The  main  funds  at  issue  were 
educational  aid  for  the  federally  impacted 
areas.  The  Administration  and  Congres- 
sional leaders  negotiated  a compromise. 


In  the  1971  budget,  the  lid  was  kept  on 
health  research  spending  by  holding  the 
overall  increased  in  funds  requested  for  the 
National  Institutes  of  Health  to  $48  million. 
Some  of  the  institutes’  programs  were  cut 
and  others  given  only  small  increases.  Can- 
cer research  was  allotted  the  largest  in- 
crease, $28  million,  pushing  the  1971  budget 
for  the  program  to  $202.3  million.  Heart 
research  and  child  health  research  were 
increased  by  $17  million  each. 

Increases  totaling  $15.4  million  were 
asked  for  alcoholism  and  drug  addiction 
programs. 

The  Food  and  Drug  Administration 
budget  was  upped  by  10  per  cent,  from 
$81.3  million  to  $89.5  million.  Of  this  hike, 
nearly  $2  million  would  be  used  to  check 
safety  of  food  additives  and  $2.2  billion  for 
research  on  cancer  and  birth  defects  in  ani- 
mals exposed  to  pesticides. 

A boost  of  $12.4  million,  to  $57.4  million, 
was  requested  for  health  services  research 
and  development  projects  “directed  pri- 
marily at  containing  the  rate  of  increase  of 
medical  care  costs  and  improving  the 
availability  and  utilization  of  health  care 
especially  for  low  income  groups.”  The 
federal  programs  in  this  field  include:  the 
development  of  alternatives  to  long-term 
stays  in  hospitals;  experiments  with  private 
insurance  firms  to  develop  additional  poli- 
cies to  encourage  out-of-hospital  care;  ex- 
periments with  comprehensive  prepayment 
plans;  improvement  of  municipal  hospital 
systems,  and  development  of  new  types  of 
health  service  manpower. 

An  increase  of  $25  million,  to  $320  million, 
was  requested  for  health  professions  educa- 
tion and  manpower  training  programs. 

The  pros  and  cons,  with  emphasis  on  the 
cons,  of  birth  control  pills  were  aired  at  a 
Senate  subcommittee  hearing. 

Most  of  the  physician  witnesses  at  four 
days  of  hearings  by  the  Senate  Anti- 
monopoly  Subcommittee  testified  that  not 
enough  attention  had  been  paid  to  side  ef- 
fects. They  urged  that  both  physicians  and 
drug  companies  be  more  diligent  in  calling 
patients’  attention  to  the  possible  dangers  in 
taking  oral  contraceptives. 

Some  of  the  witnesses  expressed  strong 
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concern  or  alarm  as  to  side  effects.  Others 
defended  the  oral  contraceptives. 

Developments  related  to  the  hearings  in- 
cluded: 

— The  Food  and  Drug  Administration  re- 
vived its  birth  control  advisory  committee 
which  last  fall  concluded  that  the  benefits 
of  oral  contraceptives  outweighed  the  pos- 
sible dangers  so  heavily  that  they  could  be 
evaluated  as  “safe.”  Dr.  Roy  Hertz,  New 
York,  N.  Y.,  a critical  witness  before  the 
subcommittee,  was  named  temporary  chair- 
man. 

— In  advising  physicians  about  the  new 
labeling,  the  new  FDA  commissioner,  Dr. 
Charles  C.  Edwards,  urged  that  patients  be 
given  full  information  about  potential  ad- 
verse effects. 

— The  American  College  of  Obstetricians 
and  Gynecologists  said  it  “deplored  inac- 
curate or  sensational  reports  concerning  the 
scientific  data  on  these  drugs.”  The  pills 
were  termed  “accepted  therapeutic  meth- 
ods.” 

— Dr.  E.  B.  Howard,  executive  vice  presi- 
dent of  AMA,  in  a televised  interview, 
urged  American  women  to  be  calm  in  the 
face  of  the  wide  publicity  about  side  effects 
and  follow  the  orders  of  their  physicians. 

— The  AMA’s  Council  on  Drugs  said: 
“Oral  contraceptives  should  continue  to  be 
prescribed  by  physicians  for  patients  who 
require  this  type  of  contraception.  How- 
ever, we  urge  that  patients  be  advised  that 
there  are  certain  risks  involved — the  slight 
risk  of  vascular  damage  and  the  theoretical 
risk  of  carcinoma.” 


MEDICAL  NEWS 
IN  TENNESSEE 


James  Waters  Named  BCBS  President 

James  M.  Waters  has  been  named  Presi- 
dent of  the  Blue  Cross-Blue  Shield  of  Ten- 
nessee. Mr.  Waters,  formerly  Executive 
Vice  President  of  Blue  Cross-Blue  Shield, 
was  elected  following  the  death  of  John  R. 
Hill,  who  headed  the  Blue  Cross  organiza- 
tion since  1945. 

Mr.  Waters  joined  Blue  Cross-Blue  Shield 
of  Tennessee  in  1946,  only  months  after  the 
Blue  Cross  plan  began  operation.  In  his  24 
years  with  the  organization,  he  has  served 


in  a variety  of  management  capacities,  most 
recently  as  Vice  President  and  then  as  Ex- 
ecutive Vice  President.  He  formerly  had 
experience  in  railroading,  manufacturing, 
and  corporate  tax  accounting. 

Blue  Cross-Blue  Shield  of  Tennessee  now 
serves  over  1.5  million  Tennesseans  and  dis- 
perses more  than  $120  million  annually  in 
health  care  payments.  Operating  in  90  of 
Tennessee’s  95  counties,  Blue  Cross-Blue 
Shield  has  offices  in  Jackson,  Nashville, 
Knoxville  and  Kingsport  in  addition  to  the 
home  office  in  Chattanooga. 

Meharry  Medical  College 

Meharry  Medical  College  officially 
launched  its  $88  million  fund  drive  on  Janu- 
ary 14th.  The  five  year  fund  drive  antici- 
pates $33  million  from  federal  funds  and  $55 
million  from  private  sources. 

It  is  hoped  that  the  program  will  triple 
the  Meharry  enrollment  and  encourage 
many  youngsters  from  poor  neighborhoods 
to  pursue  medical  education  either  at  Me- 
harry or  elsewhere. 

Dr.  Lloyd  Elam,  President  of  Meharry, 
stated  at  a recent  luncheon  in  New  York 
given  by  the  Metropolitan  Life  Insurance 
Company  that  80%  of  Meharry  graduates 
are  practicing  either  in  urban  ghettos  or  in 
poor  rural  areas.  He  said  Meharry  gradu- 
ated 65  doctors  last  year  and  is  presently 
accepting  81  applicants  in  the  freshman 
class. 

Also  at  the  luncheon,  Dr.  Roger  O.  Ege- 
berg,  Assistant  Secretary  of  Health,  Ed- 
ucation and  Welfare,  said  the  Meharry  pro- 
gram “could  change  the  whole  picture  of 
health  care  in  America.  The  Meharry  grad- 
uates are  in  my  judgement  among  the  best 
trained  doctors  in  the  world.” 

★ 

The  dedication  of  the  Matthew  Walker 
Health  Center  occurred  on  March  7 in  the 
auditorium  of  Pearl  High  School,  the 
speaker,  Mayor  Charles  Evers  of  Fayette, 
Mississippi. 

University  of  Tennessee  Medical  Units 

Dr.  Jack  K.  Williams  has  been  appointed 
Chancellor  Pro  Tern  at  the  University  of 
Tennessee  Medical  Units  until  a successor 
to  Dr.  Homer  Marsh  can  be  appointed.  Dr. 
Williams,  who  is  U.T.’s  Academic  Vice- 
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President,  has  held  both  academic  and  ad- 
ministrative positions,  first  at  Clemson  Uni- 
versity and  then  as  Commissioner  of  Public 
Higher  Education  for  the  State  of  Texas. 

Dr.  Williams  will  divide  his  time  between 
Knoxville  and  Memphis  in  serving  as 
Chancellor  Pro  Tern  and  in  continuing  to 
carry  on  his  duties  as  Academic  Vice- 
President  for  the  statewide  University  of 
Tennessee  system.  He  will  also  continue  to 
serve  as  Chairman  of  the  Medical  Units’ 
Search  Committee  which  is  to  screen  and 
recommend  a permanent  successor  to  Dr. 
Marsh.  ^ 

The  University  of  Tennessee  Pharmacy 
Department’s  Drug  Abuse  Education  team 
will  present  informative  sessions  on  Drug 
Abuse  at  sixty-two  junior  and  senior  high 
schools  in  the  Memphis  and  Shelby  county 
area.  This  will  be  a two  week  program  and 
will  be  called  “Operation  D-Day.”  Also,  Dr. 
Seldon  Feurt,  Dean  of  the  Department  of 
Pharmacy,  will  appear  on  several  radio  and 
TV  programs  discussing  various  aspects  of 
drug  abuse. 

The  project  has  received  support  and  ap- 
proval from  B’Nai  Brith,  the  Memphis 
Police  Department,  and  the  Shelby  County 
Sheriff’s  Department  and  it  is  anticipated 
that  it  will  reach  75,000  students  in  the 
Memphis  area. 

Vanderbilt  University 
School  of  Medicine 

The  Vanderbilt  Medical  Center  Library 
has  been  named  a member  of  the  South- 
eastern Regional  Medical  Library  Program, 
which  will  extend  services  to  health  pro- 
fessionals and  institutions  in  the  region.  In 
the  beginning,  the  primary  service  of  the 
RMP  will  be  interlibrary  loans  but  will 
eventually  expand  to  include  reference  ser- 
vice, union  lists  of  serials  and  books  and 
some  training  functions.  The  program, 
which  began  January  1,  will  serve  the  states 
of  Alabama,  Florida,  Georgia,  Mississippi, 
South  Carolina,  Tennessee  and  also  Puerto 
Rico.  The  ultimate  goal  is  to  speed  the  flow 
of  biomedical  information  to  practitioners 
and  health  science  professionals,  by  supple- 
menting existing  services. 

★ 

The  Abraham  Flexner  Lecturer  for  1970 


is  Dr.  Franz  Gross,  chief  of  the  Depart- 
ment of  Pharmacology  at  the  University  of 
Heidelberg,  Germany,  and  distinguished  for 
his  work  in  the  pharmacology  of  antihyper- 
tensive drugs  and  the  effect  of  the  adrenal 
cortex  and  the  kidney  on  hypertension.  He 
will  be  the  lecturer  in  residence  during  the 
period  March  19-May  14. 

A symposium  on  the  Control  of  Hyper- 
tension will  be  held  on  April  30,  sponsored 
jointly  by  the  Middle  Tennessee  Heart 
Association  and  Vanderbilt  University 
School  of  Medicine.  It  is  being  held  on 
Cardiac  Day  and  in  connection  with  the 
Lectureship.  In  addition  to  Dr.  Gross,  the 
other  participants  in  the  symposium  are 
to  be  Dr.  E.  D.  Freis,  Veterans  Administra- 
tion Hospital,  Washington,  D.C.;  Dr.  W. 
Stanley  Peart,  F.R.C.P.,  St.  Mary’s  Hos- 
pital, London,  England;  Dr.  Robert  Gaunt, 
Ciba  Pharmaceutical  Company;  Dr.  Irvin 
H.  Page,  Cleveland  Clinic  Foundation;  Dr. 
James  C.  Melby,  Boston  University;  and 
Drs.  Grant  Liddle,  John  Oates,  and  John 
Foster  of  Vanderbilt. 
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Dr.  William  Stoney,  Nashville,  was  the  fea- 
tured speaker  at  the  1970  Henry  County  Heart 
Fund  kickoff  dinner  on  January  31  in  Paris,  Ten- 
nessee. 

Drs.  Jean  M.  Hawkes  and  Douglas  Hawkes, 

Memphis,  are  serving  a two  month  tour  of  ser- 
vice aboard  the  hospital  ship  S.  S.  Hope  in  Tunis, 
Tunisia.  The  tour  began  on  January  15  for  the 
husband-wife  team. 

Drs.  John  F.  Connelly,  Frank  E.  Jones,  III,  and 
E.  Dewey  Thomas,  all  of  Nashville,  were  recently 
inducted  as  Fellows  of  the  American  Academy  of 
Orthopedic  Surgeons. 

Dr.  Ronald  R.  DiNella  has  joined  Drs.  William 
L.  Taylor  and  Harrison  H.  Shoulders  in  the  prac- 
tice of  Medicine  and  Surgery  at  the  Taylor  Hos- 
pital in  Lewisburg. 

Dr.  Nat  T.  Winston,  Jr.,  President  of  the 
American  Psychiatric  Hospitals,  Inc.  and  former 
Commissioner  of  Mental  Health  for  the  State  of 
Tennessee,  was  guest  speaker  at  the  Annual 
Lewis  County  Civic  Club  banquet. 

Drs.  Fred  B.  Ownbey  and  Harry  L.  Page  were 
co-directors  of  a symposium  conducted  at  Baptist 
Hospital  in  Nashville.  The  symposium  was  co- 
sponsored by  Baptist  Hospital  and  the  American 
College  of  Cardiology  and  entitled  “The  Physi- 
cian and  Intensive  Coronary  Care.” 
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Dr.  S.  Benjamin  Fowler,  President  of  the 
American  Academy  of  Orthopedic  Surgeons,  de- 
livered his  presidential  address  at  the  Society’s 
recent  annual  meeting  in  Chicago.  Dr.  Fowler  is 
from  Nashville. 

Dr.  Amos  I.  Chernoff,  Knoxville,  was  the  main 
speaker  at  a seminar  at  the  University  of  Ten- 
nessee— Atomic  Energy  Commission  Agricultural 
Research  Laboratory  in  Oak  Ridge.  Dr.  Chernoff’s 
topic  was  “The  Memorial  Research  Center — Its 
History,  Function  and  Future.”  He  is  director  of 
the  UT  Memorial  Research  Center  in  Knoxville 
and  also  Professor  of  Medicine  at  the  UT  College 
of  Medicine  in  Memphis. 

Dr.  James  J.  Hamilton,  Kingsport,  is  the  new 
President  of  the  Medical  and  Dental  Staff  of  the 
Holston  Valley  Community  Hospital  for  1970. 

The  husband-wife  physician  team  of  Drs.  Gor- 
don and  Sara  Sell  were  guest  speakers  at  a 
special  joint  lady’s  night  meeting  of  several  civic 
clubs  in  Dickson.  Dr.  Gordon  Sell  practices  card- 
iology in  Nashville  and  his  wife,  Sara,  is  a Pro- 
fessor of  Pediatrics  at  Vanderbilt  University 
Medical  School. 

Dr.  Kathern  Ann  Gilreath  has  recently  moved 
her  private  practice  from  Knoxville  to  Sevier- 
ville.  Dr.  Gilreath  will  continue  to  practice  her 
specialty  of  Obstetrics  and  Gynecology. 

Dr.  Jack  Kinnard,  Nashville,  has  been  selected 
to  head  the  Doctor’s  Division  of  the  Heart  Fund 
Campaign. 

Dr.  Charles  W.  Reavis,  Chattanooga,  is  among 
four  U.S.  physicians  whose  comments  on  “Colon 
Preparation  for  Radiological  Study”  were  fea- 
tured in  a current  issue  of  MODERN  MEDICINE 
Dr.  Reavis  is  a practicing  Radiologist  and  a staff 
member  of  Baroness  Erlanger  Hospital  in  Chat- 
tanooga. 

Dr.  Frank  M.  Rembert  has  joined  Dr.  Fred 
Goldner,  Nashville,  in  the  practice  of  internal 
medicine,  with  special  interest  in  hematology. 

Dr.  John  K.  Wright  has  become  an  associate 
of  Drs.  Douglas  Riddell  and  Lansdon  Robbins 
of  Nashville,  in  the  practice  of  surgery. 
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Calendar  of  Meetings  1970 

State 

April  9-11  Tennessee  Medical  Association, 
Sheraton-Peabody  Hotel,  Memphis 

April  23  Ninth  Annual  Medical  Symposium 
of  Bristol  Memorial  Hospital,  Holi- 
day Inn,  Bristol,  Va.-Tenn. 

May  26-29  Mid-South  Medical  Association, 
Holiday  Inn-Rivermont,  Memphis 


National 

April  9-10  National  Conference  on  Rural 
Health,  Pfister  Hotel,  Milwaukee 


April  10-12  American  Society  of  Internal  Medi- 
cine, Warwick  Hotel,  Philadelphia 

April  12-17  American  College  of  Physicians, 
Bellevue-Stratford  Hotel,  Philadel- 
phia 

April  12-18  American  College  of  Obstetricians 
and  Gynecologists,  Americana  Hotel, 
New  York  City 

April  13-16  American  Academy  of  Pediatrics, 
Washington  Hilton,  Washington,  D.C. 

April  23  Post-graduate  Symposium  on  Rheu- 
matic Diseases,  Rankin  Amphi- 
theater, Louisville  General  Hos- 
pital, Louisville,  Ky. 

April  27-  American  Academy  of  Neurology, 
May  2 Americana  Hotel,  Miami  Beach 

May  4-5  American  Cancer  Society’s  12th  An- 
nual Cancer  Seminar,  Frontier 
Hotel,  Las  Vegas,  Nevada 

May  4-5  AMA  Congress  on  Environmental 
Health,  Statler-Hilton  Hotel,  Wash- 
ington, D.C. 

May  10-14  American  Urological  Association, 
Bellevue-Stratford  Hotel,  Philadel- 
phia 

May  11-15  American  Psychiatric  Association, 
San  Francisco 

May  20-23  American  Gastroenterological  Asso- 
ciation, Sheraton-Boston,  Boston 

May  24-27  American  Thoracic  Society,  Shera- 
ton, Cleveland 

May  25-27  American  Gynecological  Society, 
The  Homestead,  Hot  Springs,  Va. 

May  28-30  American  Ophthalmological  Society, 
The  Homestead,  Hot  Springs,  Va. 

June  15-17  American  Neurological  Association, 
Claridge  Hotel,  Atlantic  City,  N.J. 

June  21-25  American  Medical  Association,  An- 
nual Meeting,  Chicago 


AMA  Establishes  New  Department 
To  Strengthen  Specialty  Ties 

The  American  Medical  Association  established 
a new  headquarters  staff  department  Jan.  22  to 
strengthen  liaison  and  services  to  related  medi- 
cal organizations.  It  is  the  Department  of 
Specialty  Society  Services,  reporting  directly  to 
Richard  S.  Wilbur,  M.D.,  assistant  executive 
vice  president.  Department  Director  is  Theodore 
R.  Chilcoat,  Jr.,  a five-year  staff  member  for- 
merly assigned  to  the  AMA  Washington  Office. 

The  Department  will  serve  and  implement  the 
directives  of  the  Interspecialty  Committee  which 
was  created  in  1966.  On  the  same  date,  Jan.  22, 
Ernest  B.  Howard,  M.D.,  AMA  executive  vice 
president,  announced  that  Doctor  Wilbur  was 
appointed  secretary  of  the  Committee,  succeed- 
ing Hugh  H.  Hussey,  M.D.,  who  was  appointed 
director  of  the  AMA  Division  of  Scientific  Pub- 
lications and  editor  of  the  Journal  of  the  Ameri- 
can Medical  Association  Jan.  1. 

Commenting  on  the  new  appointments,  Doctor 
Howard  said,  “The  establishment  of  this  special 
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department  is  an  important  step  in  strengthening 
AMA’s  relationship  with  the  specialty  societies, 
and  it  is  the  culmination  of  a long  range  pro- 
gram undertaken  to  upgrade  the  services  of  the 
AMA  to  the  specialty  societies. 

“After  the  founding  of  the  Interspecialty  Com- 
mittee, the  House  of  Delegates  appointed  an  Ad 
Hoc  Committee  to  Study  the  Modus  Operandi  of 
the  Sections  of  the  House  of  Delegates.  Its  re- 
port, prepared  under  the  direction  of  its  chair- 
man, William  F.  Quinn,  M.D.,  a Los  Angeles 
surgeon,  called  for  the  creation  of  a group  of 
section  councils  to  provide  specialty  societies 
with  direct  representation  in  the  AMA  House  of 
Delegates.  The  report  was  adopted  in  July,  1969. 

Its  specific  recommendations  were  to: 

• “Establish  a mechanism  for  stimulating  in- 
creased cooperation  between  the  specialty  medi- 
cal societies  and  the  AMA,  thus  forging  a rela- 
tionship that  will  bind  specialty  societies  and 
the  AMA  closer  together,  generating  a single- 
ness of  purpose  which  will  benefit  all  of  medi- 
cine; 

• Give  more  satisfactory  representation  in  the 
House  of  Delegates  to  the  specialty  organiza- 
tions; 

• Provide  for  an  increase  in  experience  and 
competent  manpower  to  assist  the  Council  on 
Scientific  Assembly  in  developing  the  Associa- 
tion’s Annual  Convention  scientific  program; 

• Generate  stimulating  and  engaging  inter- 
disciplinary and  specialty-oriented  programs 
which  will  command  the  interest  of  greater 
numbers  of  practicing  physicians; 

• Provide  a direct  and  continuing  liaison  be- 
tween a section  and  its  corresponding  specialty 
societies; 

• Permit  specialty  societies  direct  access  to  the 
House  of  Delegates  through  their  appointed 
delegates,  and 

• Give  AMA  specialty  sections  recognized 
status  by  identifying  them  directly  with  the 
specialty  societies.” 

The  Department’s  responsibilities,  under  the 
direction  of  Mr.  Chilcoat  and  a staff  aide,  are  to 
assist  Doctor  Wilbur  in  his  secretarial  services  to 
the  AMA  Interspecialty  Committee,  further  liai- 
son with  specialty  groups,  and  advance  the 
development  of  the  section  councils  of  the  House 
of  Delegates. 

Washington,  D.C.  To  Host 
Voluntary  Health  Conference 

The  Third  National  Voluntary  Health  Con- 
ference will  be  held  at  the  Statler-Hilton  Hotel 
in  Washington,  D.C.,  May  7-8,  1970.  Sponsored 
by  the  AMA’s  Board  of  Trustees  and  Council  on 
Voluntary  Health  Agencies,  the  meeting  will 
emphasize  “Health  Team  Relationships:  Profes- 
sional Associations,  Governmental  Agencies, 
Voluntary  Organizations.” 

National  leaders  will  explore  the  roles,  re- 
sponsibilities and  relationships  among  profes- 


sional associations,  governmental  agencies  and 
voluntary  organizations  in  the  provision  of 
health  care,  broadly  interpreted  to  include  re- 
search, health  education  and  health  services. 

Information  on  registration  and  reservations 
may  be  obtained  from  D.  A.  Dukelow,  M.D. 
Conference  Coordinator,  Department  of  Health 
Education,  AMA,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

Infernal  Medicine  Course  to  be  Presented 

The  Medical  College  of  Georgia  will  present  a 
continuing  education  seminar  on  “Selected 
Topics  in  Internal  Medicine”  on  March  31- April 
1,  1970.  This  course  is  designed  to  present  the 
current  status  of  diagnosis  and  management  of  a 
variety  of  conditions  in  clinical  medicine. 

The  morning  sessions  will  be  lecture  presenta- 
tions held  in  the  Small  Auditorium  of  the  Edu- 
cational Building,  and  in  the  afternoon  regis- 
trants may  choose  between  several  simultaneous 
demonstrations,  conferences,  and  panel  discus- 
sions. The  afternoon  session  will  provide  con- 
siderable opportunity  for  personal  discussions 
with  our  faculty. 

For  information  regarding  registration,  please 
write:  Division  of  Continuing  Education,  Medical 
College  of  Georgia,  Augusta,  Georgia  30902 
(phone— 724-7111,  Ext.  307). 

This  program  is  approved  for  13  hours  credit 
by  the  AAGP. 

AAP  Spring  Session  Set  for 
Washington,  D.C. 

The  institutionalized  child,  protection  from  in- 
fection, the  pediatrician  and  hearing  problems, 
infectious  mononucleosis  and  eb  virus,  and  logis- 
tics of  delivery  of  child  health  practice  are 
among  the  subjects  scheduled  to  be  presented 
during  the  annual  spring  session  of  the  Ameri- 
can Academy  of  Pediatrics,  April  13-15  in  Wash- 
ington, D.C. 

The  meeting  will  also  feature  more  than  90 
scientific  and  technical  exhibits,  and  informative 
round  table  discussions  on  such  subjects  as  the 
pediatrician,  the  family  and  the  child  in  chronic 
diseases,  adolescence,  the  pediatrician  and  the 
legislative  process,  asthma,  and  blood  disorders. 

Special  activities  planned  for  the  AAP  spring 
session  include:  a conference  on  pediatric  nurs- 
ing, Sunday,  April  12;  an  open  meeting  of  the 
Academy  Head  Start  Medical  Consultation  Ser- 
vice at  8:00  p.m.  Monday,  April  13,  and  a lunch- 
eon meeting  of  the  AAP  Council  on  Pediatric 
Practice,  Monday,  April  13. 

The  conference  on  pediatric  nursing  will  fea- 
ture four  seminar-workshop  discussion  groups 
examining  such  areas  as  the  natural  history  of  a 
pediatric  patient  visit;  how  is  the  pediatric  prac- 
titioner role  practiced;  the  responsibility  of  the 
nursing  profession  for  preparing  the  nurse  of  the 
future  for  pediatric  patient  care,  and  how  is  the 
pediatric  nurse  clinician’s  role  practiced? 
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EIGHTY-FIRST 
ANNUAL  MEETING 

of  the 

MID-SOUTH 

MEDICAL  ASSOCIATION 

(Formerly  Mid-South  Postgraduate  Medical  Assembly) 

MAY  27,  28,  29,  1970 
at  the 

HOLIDAY  INN-RIVERMONT  MEMPHIS,  TENNESSEE 

Outstanding  speakers  will  present  half-hour  lectures  on  subjects  of 
interest  to  both  general  practitioner  and  specialist.  A well  balanced 
program  is  scheduled.  Make  your  plans  to  attend  NOW!! 

CLASS  REUNIONS:  Class  of  1930;  Class  of  1935 — March,  June, 
September,  December;  Class  of  1939 — December;  Class  of  1940 — 
March,  June,  September,  December;  Class  of  1945 — March,  June, 
September,  December;  Class  of  1950 — March,  June,  September, 
December;  Class  of  1955 — March,  June,  September;  Class  of  1956 — 
June;  Class  of  1960 — March,  June,  September,  December;  Class  of 
1965 — March,  June,  September,  December. 

MAKE  YOUR  PLANS  NOW  TO  ATTEND  THE 
MID-SOUTH  MEDICAL  ASSOCIATION 
MAY  27,  28,  29,  1970 

MEMPHIS  TENNESSEE 
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In  addition,  a special  seminar  entitled:  “Fun- 
damental Education,  a Developmental  Model,” 
will  be  held  at  the  Washington-Hilton  Hotel 
from  10:00  a.m.  to  1:00  p.m.  on  Sunday,  April 
12.  This  session  will  be  co-sponsored  by  the 
AAP,  the  Baltimore-District  of  Columbia  Psy- 
choanalytic Institute,  and  the  100th  Anniversary 
Committee  of  the  Children’s  Hospital  of  the  Dis- 
trict of  Columbia.  Children’s  Hospital  of  D.C. 
will  celebrate  its  centennial  anniversary,  April 
10-11. 

The  Academy,  headquartered  in  Evanston,  Ill- 
inois, is  the  Pan-American  association  of  phy- 
sicians certified  in  the  care  of  infants,  children, 
and  adolescents.  It  has  more  than  11,000  mem- 
bers in  the  U.S.,  Canada,  and  Latin  America. 

ACP  Postgraduate  Courses  Announced 

The  American  College  of  Physicians  announces 
the  following  courses: 

Title:  “Current  Concepts  in  Physiology  of  the 
Gastrointestinal,  Endocrine  and  Respiratory  Sys- 
tems” 

Date:  April  9-11,  1970 

Meeting  Place:  Holiday  Inn,  City  Line  Avenue 

and  Monument  Road,  Philadelphia,  Pennsylvania 

* 

Title:  “Rheumatic  Diseases:  Pathogenesis,  Diag- 
nosis and  Treatment” 


Date:  March  30 — April  3,  1970 
Meeting  Place:  Towsley  Center  for  Continuing 
Medical  Education,  The  University  of  Michigan 
Medical  Center,  Ann  Arbor,  Michigan. 

Please  send  all  requests  for  information  and 
application  to:  Edward  C.  Rosenow,  Jr.,  M.D., 
Executive  Director,  American  College  of  Phy- 
sicians, 4200  Pine  Street,  Philadelphia,  Pennsyl- 
vania 19104. 

University  of  Kentucky 
Continuing  Education  Courses 

The  following  courses  will  be  held  at  the 
Albert  B.  Chandler  Medical  Center  in  Lexington: 

1.  A symposium  on  Gastrointestinal  disease 
entitled  “Bring  Your  Own  Lesion.”  May  8-9,  1970. 
Guest  lecturers:  Dr.  Robert  Zollinger,  Professor 
and  Chairman,  Department  of  Surgery,  Ohio 
State  University  and  Dr.  Steven  L.  Wangensteen, 
Associate  Professor,  Department  of  Surgery,  Uni- 
versity of  Virginia.  Fee:  $40.00. 

2.  “Ill  Winds,”  a course  on  current  progress 
and  respiratory  therapy.  April  17-18,  1970.  Fee: 
$25.00. 

For  further  information  contact  Frank  R. 
Lemon,  M.D.,  Associate  Dean,  Continuing  Edu- 
cation, College  of  Medicine,  University  of  Ken- 
tucky, Lexington,  Ky.  40506. 
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Activism  In  Continuing  Education 
F.  Douglas  Scu+chfield,  M.D.* 

Introduction 

Continuing  education  is  usually  consid- 
ered a passive  process  on  the  part  of  a 
recipient.  That  is  the  individual  to  be  edu- 
cated sits  benignly  while  the  visiting  circuit 
rider  lectures,  or  fidgets  in  his  seat  at  a 
postgraduate  conference  or  national  meet- 
ing while  the  same  lecturer  drones  on.  Both 
purveyor  and  recipient  of  this  method  of 
continuing  education  are  aware  of  and 
criticize  its  faults.1’2-3 

It  is  necessary  for  us  to  begin  to  perceive 
continuing  education  as  a dynamic,  active 
thing  on  the  part  of  the  learner.  That  is,  the 
individual  who  wishes  to  learn  must  be 
active  in  the  educational  process.  The  corol- 
lary of  this  is  that  by  making  learning  an 
active  process  on  the  part  of  the  learner, 
entices  the  individual  who  is  disinterested 
in  continuing  education.  An  active  educa- 
tional process  becomes  more  interesting  to 
the  individual  who  is  reluctant  to  become 
involved  in  continuing  education. 

How  do  we  make  continuing  education 
an  active  process?  It,  like  other  activities, 
involves  three  steps;  (1)  planning,  (2)  im- 
plementation, and  (3)  evaluation. 

Planning 

The  prospective  student  should  be  in- 
volved in  decision-making  about  his  own 
course  of  study.  This  concept  has  been  given 
some  lip  service  in  that  students  are  fre- 
quently “polled”  about  the  content  of  the 
educational  efforts  aimed  at  them,  the  topics 
covered  by  the  circuit  riding  lecturer,  or  the 
topics  of  video  tapes  they  will  watch.  But, 
what  is  more  important  is  to  provide  the 
student  with  data  for  objective  decision- 
making. 

Generally  this  objective  analysis  is  based 
on  “quality  of  care”.  There  are  many  ways 
to  measure  quality  of  care  including  care 

* Director  of  Continuing  Education 
St.  Claire  Medical  Center 
Morehead,  Kentucky  40351 


reviews,  certification,  random  chart  review 
and  medical  audit  procedures.1 

The  student  must  develop  criteria  for 
what  he  considers  “good”  care.  It  is  im- 
portant to  emphasize  that  this  definition  of 
“good”  is  unique  to  the  learner  and  cannot 
or  should  not  be  dictated  by  external 
sources.  By  providing  the  prospective  stu- 
dent with  information  to  allow  him  to  de- 
cide where  he  is  most  short  in  attaining  his 
own  goals,  he  must  make  decisions  about  the 
content  and  character  of  his  education, 
making  him  an  active  participant  in  estab- 
lishing his  educational  needs. 

Implementation 

The  traditional  methods  of  continuing 
education  such  as  the  circuit  riding  pro- 
fessor and  the  university  postgraduate 
course  do  not  provide  activism  on  the  part 
of  the  student.  We  must  begin  to  investigate 
new  methods  of  education  which  encourage 
an  active  role  on  the  part  of  the  student. 

How  can  the  student  be  actively  involved 
in  his  own  educational  efforts?  Several 
methods  have  proven  useful,  and  perhaps  a 
brief  description  of  these  would  be  in  order. 
The  classic  ways  of  involving  the  student 
consist  of  case  presentations  and  discussions 
at  staff  meetings.  The  use  of  a staff  meeting 
for  a discussion  of  a specific  topic  by  a mem- 
ber of  the  hospital  staff  may  not  be  an  ideal 
way  to  reach  the  staff,  but  the  individual 
responsible  for  the  presentation  will  be  ac- 
tively involved  in  his  own  education.  The 
physician-student  who  has  the  stimulus  of 
teaching  interns,  residents,  and  medical  stu- 
dents frequently  will  learn  more  about  what 
he  is  teaching  than  the  students.  In  hos- 
pitals without  house  staff  or  students  this 
same  method  can  be  used  when  physicians 
are  called  upon  to  teach  nurses  and  nurses 
to  teach  aides.  Other  methods  of  active 
learning  are  attempts,  such  as  this  journal, 
to  encourage  the  practicing  physician  to 
write  scientific  articles.  The  importance  of 
many  of  these  is  not  necessarily  the  infor- 
mation they  convey  but  the  information  the 
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author  obtains  while  preparing  them. 

This  is  the  concept  of  student  activism  in 
implementing  his  own  educational  goals. 

Evaluation 

The  process  of  evaluation  of  educational 
efforts  is  closely  tied  to  the  concept  of 
planning.  Just  as  information  is  needed  to 
provide  data  for  decision-making  about  edu- 
cational needs,  it  is  also  important  to  pro- 
vide data  to  evaluate  the  impact  of  educa- 
tional efforts  on  those  needs.  This  is  usually 
provided,  as  in  planning,  through  quality  of 
care  analysis.  The  purpose  of  this  evalua- 
tion is  to  demonstrate  the  ability  of  an  edu- 
cational effort  to  make  an  impact  on  the 
student’s  performance. 

Once  again  it  is  imperative  that  the  stu- 
dent take  an  active  role  in  the  evaluation 
of  the  educational  efforts  in  which  he  played 
a part.  By  affirming  the  extent  to  which  an 
educational  experience  has  affected  the 
quality  of  care,  it  provides  a reinforcement 
of  the  desired  activity.  In  addition,  there  is 
an  impetus  toward  more  educational  goal 
development  as  the  effect  of  the  previous 
planning/implementation  cycle  is  impressed 
on  the  student. 

Conclusion 

In  summary,  the  student,  for  his  own  con- 
tinuing education,  must  be  an  active  partici- 
pant. He  must  be  active  in  planning,  imple- 
menting, and  evaluating  the  education  ef- 
forts revolving  around  him.  The  passive  role 
adapted  by  many  sources  of  postgraduate 
education  will  no  longer  suffice  as  the  pri- 
mary method  of  changing  professional  be- 
havior. 

The  student  must  have  objective  informa- 
tion available  to  make  decisions  about  how 
well  he  meets  his  unique  criteria  for  pro- 
vision of  “good”  quality  -of  care.  He  must 
actively  participate  in  the  educational  ef- 
forts to  improve  his  quality  of  care,  and  he 
must  have  available  objective  data  on 
whether  he  has  improved  his  quality  of  care 
following  an  educational  effort. 
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Medical  Practice  in  Rural  Communities 
A Summary 

The  AMA  Council  on  Rural  Health  sur- 
veyed a random  sample  of  2,468  physicians 
practicing  in  non-metropolitan  areas  of  the 
U.S.  in  1967  with  a questionnaire  entitled, 
“Medical  Practice  in  Small  and  Large  Com- 
munities.” The  questionnaire  contained  71 
completion  or  multiple-choice  items  divided 
into  three  categories:  1)  background  ma- 
terial; 2)  medical  practice  organizations; 
and  3)  factors  associated  with  practice  and 
community.  Major  findings  were: 

1)  Over  one-third  of  the  physicians  reported 
that  their  fathers  were  professional  men, 
with  12  to  16%  following  their  father  as  a 
physician. 

2)  Nearly  one-half  (49%)  of  the  physicians 
who  were  practicing  in  towns  under  2,500 
were  reared  in  a similar  sized  town,  while 
the  same  percentage  held  true  for  phy- 
sicians practicing  in  non-metropolitan 
cities  of  25,000  or  more.  The  results  would 
seem  to  indicate  that  the  best  chance  of 
securing  physicians  for  the  smaller-sized 
communities  is  to  have  more  young  men 
with  such  a background  enter  the  study 
of  medicine. 

3)  It  was  quite  evident  that  the  physicians 
practicing  in  non-metropolitan  areas  were 
not  mobile  in  movement  from  their  origi- 
nal career  selections.  At  least  63%  of  the 
physicians  had  not  moved  from  their 
original  place  of  practice. 

4)  Factors  which  influenced  them  in  the 
selection  of  a location  were:  a)  best  open- 
ing when  ready  to  practice;  b)  geographi- 
cal preference;  c)  family  and  friends;  and 
d)  internship  and  residency  period. 

5)  In  regard  to  finding  the  location  to  prac- 
tice, the  home-town  preference  or  sug- 
gestion of  friends  were  most  often  listed, 
followed  by  place  of  internship  nearby  as 
well  as  assistance  of  state  and  AMA  phy- 
sician placement  services. 

6)  It  is  of  interest  to  note  that  approximately 
60%  of  the  physicians  said  they  were  not 
practicing  in  the  same  state  in  which  they 
graduated  from  medical  school. 

7)  Among  the  respondents,  58%  were  en- 
gaged in  solo  or  individual  practice,  17% 
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in  group  medical  practice,  9%  in  a full- 
time salary  arrangement,  8%  in  other  com- 
binations of  group  or  partnership 
arrangements,  and  8%  in  combinations  of 
salary,  group,  or  individual  practice. 

8)  Most  rural  physicians,  in  addition  to  hav- 
ing hospital  staff  appointments,  also  had 
working  relations  with  other  physicians. 

9)  Limited  accessibility  to  continuing  medical 
education  programs  and  lack  of  opportuni- 
ties for  professional  growth  were  of  con- 
cern to  physicians  in  the  sample,  and  in 
particular,  to  those  practicing  in  the 
isolated  rural  counties. 

10)  Physicians  also  viewed  hours  of  practice, 
medical  facilities  and  personnel  available, 
and  emergency  medical  facilities  as  prob- 
lems of  concern. 

11)  The  commitment  of  physicians  to  their 
profession  was  demonstrated  by  the  fact 
that  84%  of  the  respondents  indicated  that 
they  were  active  participants  in  their  local 
medical  society. 

12)  Those  physicians  who  liked  rural  practice 
and  living  did  so  because  of  the  feeling 
that  rural  people  were  friendly  and  de- 
pendable which  resulted  in  close,  personal 
ties  with  the  people;  because  they  liked  to 
be  near  the  open  country  for  recreation; 
because  there  was  less  traffic  and  confusion 
and  a slower  pace;  and  because  their  re- 
lations with  their  patients  were  pleasant. 

13)  Those  physicians  who  expressed  dissatis- 
faction with  their  present  location  did  so 
because  of  community  limitations  such  as 
lack  of  social  and  cultural  activities;  short- 
age of  physicians  and  other  health  per- 
sonnel; lack  of  educational  facilities;  and 
inadequate  living  conditions. 

14)  On  the  whole,  physicians  in  rural  America 
seem  pretty  well  satisfied.  They  have  a 
hard  but  good  job,  and  a position  of  re- 
spect in  the  community. 

AMA  Surveys 

Physicians  engaged  in  the  group  practice 
of  medicine  comprised  10.9%  of  all  doctors 
involved  in  patient-care  activities  in  1965, 
according  to  a recent  statistical  study  made 
by  the  AMA’s  Department  of  Survey  Re- 
search. 

“Group  medical  practice,”  as  defined  by 
the  AMA  Council  on  Medical  Service,  “is 


the  application  of  medical  services  by  three 
or  more  full-time  physicians  formally  or- 
ganized to  provide  medical  care,  consulta- 
tion, diagnosis,  and  treatment  through  the 
joint  use  of  equipment  and  personnel,  and 
with  the  income  from  medical  practice  dis- 
tributed in  accordance  with  new  methods 
previously  determined  by  members  of  the 
group.” 

The  survey  views  the  group  practice  of 
medicine  as  “a  significant  force  in  the  health 
care  system.” 

Of  the  4,289  medical  groups  responding  to 
the  AMA  survey,  2,161  (50.4%)  were  single- 
specialty groups;  651  (15.2%),  general  prac- 
tice groups,  and  1,477  (34.4%),  multi- 
specialty groups. 

The  group  physician  complement  num- 
bered 28,381,  of  whom  25,452  were  on  a full- 
time basis. 

Group  Practice 

The  survey  reported  88  groups  utilizing  a 
prepayment  mechanism  as  part  of,  or  all  of, 
the  group  activity.  “Most  of  the  prepaid 
groups  (88.6%)  were  multi-specialty  groups, 
and  almost  all  of  the  physicians  in  prepaid 
groups  (98.5%)  were  in  multi-specialty 
groups,”  according  to  the  survey. 

Physicians  affiliated  with  prepaid  group 
practices  numbered  3,491,  71.1%  of  whom 
were  in  the  general  specialties. 

“Of  the  31  (35.2%)  prepaid  groups  which 
reported  an  affiliation,  nine  were  associated 
with  hospitals,  only  one  with  a medical 
school,  and  six  were  associated  with  a labor 
union,  employee  association,  or  consumer 
cooperative.  The  remaining  15  prepaid 
groups  reported  affiliation  with  ‘other’  or- 
ganizations. No  prepaid  group  reported  an 
affiliation  with  industry.” 

Three  of  the  29  states,  where  prepaid 
group  practices  were  found,  contained  44.3% 
of  the  prepaid  groups,  and  71.7%  of  the  phy- 
sicians. The  three  states  were  California, 
Minnesota,  and  New  York.  ( From  the  Mary- 
land State  Medical  Journal — May  1969) 
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Shortages  in  medical  manpower  face  the  nation,  a fact  of  which  all  are  aware.  This  analysis  of 
Tennessee’s  problem  in  this  respect  should  be  of  interest  to  all  readers,  though  where  the  solution 

lies  is  the  unanswerable. 

The  Crisis  in  Physician  Distribution  in 

Tennessee* 

CHARLES  C.  TRABUE,  IV,  M.D.  and  RICHARD  SACKS,  Nashville,  Tenn. 


Those  of  us  who  have  practiced  medicine 
in  Tennessee  in  recent  years  do  not  need 
any  further  proof  that  there  are  not  enough 
physicians  to  meet  the  demands  and  needs 
of  our  times.  The  senior  author  during  the 
past  year  has  visited  many  physicians  in 
their  offices  and  has  been  impressed,  and 
alarmed,  at  the  dimensions  of  the  manpower 
shortage.  A true  crisis  exists  in  many  areas. 
This  physician  shortage  is  given  top  priority 
of  the  problems  in  the  delivery  of  health 
care.  We  have  often  been  told,  “Find  us 
some  more  doctors  for  this  county  and  then 
we  can  consider  our  other  problems.”  In 
order  to  examine  the  existing  distribution  of 
physicians  more  accurately,  this  study  was 
undertaken  in  the  summer  of  1969  to  docu- 
ment the  location  of  physicians  in  Tennessee 
by  planning  areas  and  by  counties  in  each 
decade  since  1930.  (For  the  sake  of  brevity 
in  this  publication  the  county  data  are 
omitted.) 

Two  principal  sources  of  information  were 
used.  First,  the  Directory  of  the  AMA  which 
gives  the  name  and  age  of  all  physicians  by 
town  and  county.  The  second  source  used 
was  the  Directory  of  Doctors  of  Medicine 
registered  in  Tennessee  published  annually 
by  the  State  Licensing  Board  for  the  Heal- 
ing Arts.  This  latter  Directory  lists,  in  addi- 
tion to  the  doctor’s  location,  his  preference 
for  type  of  practice.  This  information  was 

*From  the  Tennessee  Mid-South  Regional 
Medical  Program,  Nashville,  Tenn.  (Mr.  Sacks 
is  a student,  Meharry  Medical  College.) 

Support  for  this  paper  was  rendered  by  the 
United  States  Public  Health  Service.  The  find- 
ings and  conclusions  do  not  necessarily  represent 
the  views  of  the  Service. 


used  to  compile  the  G.  P.  vs.  Specialist  in- 
formation. In  one  of  the  eight  areas  of  the 
state,  a comparative  tabulation  was  made 
using  the  Directory  of  Medical  Specialists. 
It  was  found  that  58%  of  those  practicing 
a specialty  were  board  certified.  There  is 
no  directory  to  indicate  how  many  of  the 
remaining  42%  are  board  qualified  or  are 
practicing  a specialty,  because  there  are  no 
doctors  in  their  area  who  are  better  quali- 
fied for  this  specialty  practice.  Thus  the 
data  published  in  this  paper  would  not  con- 
form at  all  closely  with  the  type  of  survey 
which  would  classify  as  specialists  only 
those  qualified  by  currently  accepted  stand- 
ards of  specialization  or  by  specialty  board 
certification.  Neither  does  our  classification 
indicate  membership  in  an  Academy  of 
General  Practice. 

The  physicians  included  in  these  data  are 
all  of  those  licensed  to  practice  in  the  state 
of  Tennessee  with  the  exception  of  interns 
and  residents,  who  were  excluded.  On  the 
other  hand,  it  is  certain  that  many  physi- 
cians are  included  who  because  of  retire- 
ment, teaching  and  research  duties,  admin- 
istrative occupations,  etc.,  are  not  directly 
involved  in  the  delivery  of  health  care.  It  is 
thought  that  the  majority  of  these  are  lo- 
cated in  the  medical  schools  and,  thus,  that 
the  areas  significantly  affected  are  Memphis 
and  Nashville.  It  is  also  believed  that  in  a 
study  seeking  to  locate  the  physicians  in- 
volved in  the  delivery  of  health  care  the  two 
groups  offset  each  other  to  some  extent. 

Tabulations  have  been  made  for  each 
county  and  each  planning  area  as  well  as 
for  the  state  as  a whole.  This  division  into 
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Fig.  I 

areas  is  shown  in  figure  1.  It  is  recognized,  line  represents  the  passage  of  a decade, 
however,  that  each  of  these  planning  areas  starting  with  1930  on  the  left  of  each  figure 
represents  a group  of  counties  which  vary  and  ending  with  1968  on  the  right.  For  the 
greatly  from  each  other  in  their  size,  geog- 
raphy, density  of  population,  existing  health 
facilities,  economic  development,  and  per 
capita  income.  Furthermore,  neither  county 
lines  nor  area  boundaries  restrict  residents 
in  their  search  for  the  doctor  of  their  choice. 

The  population  of  the  state  as  a whole  has 
grown  quite  steadily,  amounting  to  a 47% 
increase  from  1930  to  1968.  The  population 
of  each  of  the  8 areas  is  illustrated  by 
decades  in  figure  2.  The  population  change 
of  the  areas  has  varied  greatly,  ranging 
from  a 5%  loss  in  the  Northwest  to  a 73% 
increase  in  the  Southwest  during  this  period 
of  almost  four  decades. 

The  number  of  physicians  licensed  to 
practice  in  Tennessee  in  1930  was  2,693  and 
in  1968,  the  number  was  3,553.  This  repre- 
sents an  increase  of  31.2%  in  comparison 
with  the  state-wide  increase  of  population 
of  47%  during  this  same  period.  It  is  quite 
obvious  that  the  rate  of  increase  in  physi- 
cians has  not  kept  pace  with  the  rate  of  in- 
crease in  the  population.  If  figure  3 is  stud- 
ied in  conjuction  with  figure  2,  it  is  seen 
that  with  a few  exceptions  there  has  been 
a definite  correlation  between  the  increased 
physician  population  and  the  increased  gen- 
eral population  in  the  different  areas. 

Figure  4 illustrates  graphically  the  most 
important  data  brought  out  in  this  survey. 

The  chart  illustrates  the  ratio  between  phy- 
sicians and  population  as  measured  by  the 
number  of  physicians  per  100,000  population 
in  each  of  the  areas  and  in  the  state  as  a 
whole.  The  distance  between  each  vertical 
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state  as  a whole,  the  ratio  of  licensed  phy- 
sicians per  100,000  population  fell  from 
102.6  in  1930  to  91.9  in  1968.  It  will  be  ob- 
served that  in  all  areas  the  ratio  was  rela- 
tively high  in  1930,  but  by  1940  it  had  fallen 
precipitously,  and  to  an  even  lower  ratio  by 
1950.  This  decline  in  the  ratio  was  due 
principally  to  an  increasing  population  and 
a decreasing  number  of  available  physicians, 
presumably  because  so  many  of  the  latter 
were  serving  in  the  Armed  Forces.  By  1950 
the  ratio  had  reached  its  low  point  in  every 
area  except  the  Mid-Cumberland  where 
the  lowest  point  was  reached  in  1960.  Be- 
tween 1940  and  1950,  the  number  of  physi- 
cians in  the  state  increased  3%,  but  the 
population  increased  13%.  In  the  decade 
preceding  1960,  the  number  of  physicians 
increased  17%  and  the  population  increased 
only  7%.  Thus  the  ratio  of  physicians  to 
population  showed  a marked  improvement 
in  1960  in  the  majority  of  areas.  By  1968 
the  state  population  has  increased  9%,  but 
the  number  of  physicians  had  increased 
15%,  resulting  in  a still  further  improve- 
ment in  the  physician  to  population  ratio, 
except  that  the  Upper  East,  Mid  East  and 
South  Central  areas  were  an  exception  and 
showed  a declining  ratio.  In  the  Upper  East 
and  South  Central  areas,  there  was  a 
slightly  decreased  number  of  physicians 
with  a rising  population  and  in  the  Mid 
East  area,  the  population  growth  out- 
stripped the  increase  in  physicians. 

The  highest  ratio  of  physicians  to  popula- 
tion exists  in  the  areas  which  include  the 
larger  cities,  and  in  the  case  of  the  South- 
west and  Mid-Cumberland  areas  also  con- 
tain the  medical  schools.  The  ratio  of  phy- 
sicians per  100,000  population  in  the  cities 
is  as  follows:  Memphis,  160;  Nashville,  141; 
Chattanooga,  242;  Knoxville,  187.  These 
ratios  are  not  only  considerably  higher  than 
the  ratios  for  the  respective  areas  in  which 
the  cities  are  found,  but  are  out  of  all  pro- 
portion to  the  largely  rural  areas  which 
have  the  following  ratios:  Upper  Cumber- 
land, 48;  South  Central,  53;  Northwest,  64; 
and  Upper  East,  82.  This  disparity  of  the 
physician-population  ratio  between  the  ur- 
ban and  the  rural  areas  is  by  no  means  a 
true  index  of  the  division  of  patient  load 
among  all  the  physicians  of  Tennessee. 


Many  factors  are  involved  and  probably 
the  most  significant  is  the  fact  that  85% 
of  the  total  specialists  who  practice  in  the 
state  are  in  the  4 major  cities.  The  number 
of  patients  who  are  referred  from  the  rural 
areas  to  see  specialists  in  these  4 major 
cities  is  not  known,  but  is  undoubtedly  very 
considerable.  Another  significant  factor  is 
the  large  number  of  physicians  included  in 
this  survey  who  are  not  involved  in  direct 
patient  care  and  who  are  concentrated  in 
the  major  cities.  On  the  other  hand,  direct 
inquiry  in  several  rural  counties  has  re- 
vealed a surprisingly  large  number  of  phy- 
sicians who  are  retired  from  practice  but 
are  still  included  in  both  the  State  Direc- 
tory and  the  AMA  directory.  Thus  we 
recognize  that  the  figures  presented  in  this 
paper  represent  an  approximation  rather 
than  an  accurate  head  count  of  those  in- 
volved in  patient  care. 

It  is  safe  to  assume  that  the  increased 
number  of  physicians  in  practice  is  due 
largely  to  the  increased  output  of  the  medi- 
cal schools.  In  the  decade  preceding  1960, 
the  medical  schools  of  the  United  States 
graduated  96%  more  students  than  they  did 
in  the  decade  preceding  1930.  In  Tennes- 
see, although  there  were  no  new  medical 
schools,  the  number  of  graduates  increased 
124%  in  this  same  period,  with  the  Univer- 
sity of  Tennessee  recording  the  greatest 
increase. 

It  is  difficult  to  relate  out  figures  to  other 
published  figures  because  of  a difference 
in  basis  of  calculations.  In  a pamphlet  en- 
titled, “Distribution  of  Physicians,  Hospitals 
and  Hospital  Beds  in  the  United  States  as  of 
January,  1966,”  the  ratio  of  physicians  per 
100,000  population  for  the  United  States  was 
138  and  for  Tennessee  was  114  as  compared 
to  91.9  in  our  tabulation.  These  figures  are 
based  on  calculations  including  all  physi- 
cians, whereas  our  figures  include  only 
those  physicians  licensed  to  practice  with 
interns  and  residents  excluded.  However, 
they  strongly  indicate  that  the  physician  to 
population  ratio  in  Tennessee  is  consider- 
ably below  the  national  average.  It  is  not 
surprising  that  we  hear  complaints  of  over- 
work from  so  many  of  our  areas. 

In  studying  the  distribution  of  physicians 
throughout  the  state  decades,  it  soon  be- 
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came  obvious  that  many  towns  which  had 
one  or  more  physicians  in  1930  now  do  not 
have  any  physicians.  A tabulation  revealed 
488  towns  with  physicians  in  1930  and  only 
210  with  one  or  more  physicians  in  1968.  The 
smaller  the  town  the  less  likely  it  is  to  have 
a physician  and  for  the  most  part,  there 
are  few  towns  of  less  than  a 1,000  popula- 
tion which  have  the  support  of  a physician 
in  1968.  This  is  not  surprising  when  we 
realize  that  statewide  there  are  1,088  people 
for  each  physician  licensed  to  practice. 

The  decline  in  the  number  of  general 
practitioners  in  the  state  has  been  recog- 
nized by  all.  Our  tabulations  show  that 
there  was  1,940  general  practitioners  in  1930 
and  in  1968  only  1,091.  In  1930,  the  general 


practitioners  comprised  72%  of  the  total 
physicians  and  in  1968,  31%.  The  decline  of 
general  practitioners  in  the  4 largest  cities 
has  been  even  more  dramatic  and  in  1968, 
they  comprised  only  15%  of  total  physicians 
in  those  cities.  The  percentage  decline  has 
not  been  in  a straight  line  but  has  been  more 
acute  in  the  past  8 years  than  in  either  of 
the  two  preceding  decades.  One  wonders 
where  this  declining  trend  will  stop,  or 
reverse  itself,  unless  means  are  employed 
to  make  the  practice  and  the  life  pattern  of 
the  generalist  more  attractive  to  young 
graduates. 

Note.  A sheaf  of  tables  showing  data  by 
counties  available  on  request  from  senior 
author. 


* * * 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individ- 
ual psychotherapy,  group  therapy,  psychodrama,  electro- convulsive  therapy,  Indoklon  convulsive  ther- 
apy, drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and  well  organized 
activities  program,  including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient  is  carefully  super- 
vised in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through 
the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.,  (3)  Charles  W.  Neville,  Jr.,  M.D., 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry  and 

Medical  Director 

Area  Code  704-254-3201 
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The  author  from  his  studies  of  clinical  material  in  two  areas  arrives  at  the  conclusion  that  cancer  in 
nodular  goiters  is  quite  rare,  of  an  incidence  of  1 to  Z per  cent  in  glands  unsuspected  of  containing 
a malignant  disease.  In  suspicious  glands  the  incidence  is  higher.  In  the  two  studies  the  author 
found  the  accuracy  of  clinical  diagnosis  to  be  50  to  80  per  cent.  The  author  concludes  that  these 
facts  should  determine  the  surgeon’s  choice  of  management. 

Cancer  of  the  Thyroid  in  Nontoxic  Goiters 

JAMES  E.  HAMPTON,  M.D.,  Clarksville,  Tenn. 


Introduction 

Nontoxic  goiter  is  a common  problem  in 
our  population  today.  It  is  alarming  mainly 
in  its  relationship  to  thyroid  cancer,  and 
much  thyroid  surgery  today  is  done  pri- 
marily out  of  fear  of  the  cancer  problem. 
Crile1  has  stated  that  he  can  clinically 
and  accurately  recognize  80%  of  all  thyroid 
cancers  preoperatively,  but  many  other  phy- 
sicians doubt  that  this  can  be  done  with 
true  accuracy. 

In  1960  I prepared  a questionnaire  to 
survey  the  thinking  on  the  methods  of 
treatment  concerning  thyroid  disease  in 
Memphis,  at  the  University  of  Tennessee 
Medical  Units.  Nine  clinical  problems  re- 
garding thyroid  management  were  pre- 
sented to  9 surgeons  at  the  medical  center. 
They  were  asked  how  they  would  manage  a 
woman  who  had  been  examined  by  an  in- 
ternist and  a surgeon,  both  agreeing  that 
she  was  a “good  risk”  and  could  pay  without 
hardship  for  whichever  treatment  they 
thought  safest  and  best.  One  case  concerned 
a woman  who  had  a nontoxic,  multinodular 
goiter  one  and  a half  to  twice  normal  size, 
which  was  acceptable  cosmetically  without 
compression  and  which  was  discovered  on  a 


routine  physical  examination  unaccom- 
panied by  lymphadenopathy.  There  was  al- 
most an  equal  division  among  the  surgical 
group  as  to  whether  the  patient  should  be 
treated  surgically  or  nonsurgically  initially. 
In  a similar  patient  with  a solitary  thyroid 
nodule  most  of  the  surgeons  preferred  ini- 
tial surgery.  When  these  same  clinical  prob- 
lems were  presented  to  a group  of  14  inter- 
nists at  the  medical  center,  none  suggested 
surgical  treatment  as  the  initial  manage- 
ment. 

In  1968,  I presented  an  identical  question- 
naire to  3 internists  and  3 surgeons  at  our 
small  community  hospital  (200  beds)  in 
Clarksville,  Tennessee;  the  3 surgeons  pre- 
ferred operation  as  the  initial  management 
of  the  above  clinical  problems,  and  the  in- 
ternists preferred  nonsurgical  treatment. 
From  these  two  small  surveys  it  would  ap- 
pear that  surgeons  generally  are  more  apt 
to  use  surgical  treatment  in  nontoxic  goiter 
(both  in  single  and  multiple  nodules) . The 
real  problem,  of  course,  lies  in  finding  the 
true  incidence  of  cancer  in  a nontoxic  goiter 
and  to  this  problem  I shall  address  myself. 

There  are  many  theories  today  regarding 
the  development  of  nontoxic  goiter;  figure  1 
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summarizes  much  of  the  current  theory  in 
this  regard: 

In  a nontoxic  goiter,  the  thyroid  hormone 
(T-4)  output  may  be  inadequate  in  approxi- 
mately 15%  of  the  patients  and  normal  in 
the  remainder.  I have  chosen  non  toxic 
goiter  as  the  subject  of  this  paper  because 
several  investigators  have  thought  the  inci- 
dence of  thyroid  cancer  in  toxic  nodular 
goiters  is  extremely  small  and  thus  is  not 
nearly  the  clinical  problem  that  nontoxic 
goiters  present2.  Many  surgeons  have  em- 
phasized the  significance  of  solitary  nodules 
versus  multi-nodular  goiters  in  relation- 
ship to  cancer.  Mortenson  and  associates3, 
at  the  Mayo  Clinic,  studied  1,000  con- 
secutive autopsies  over  a period  of  2 years. 
(Because  the  thyroid  glands  were  thought 
to  be  abnormal  clinically  before  death,  179 
autopsies  were  not  included  in  the  study.) 
Of  the  821  cases  of  clinically  normal 
thyroid  glands  at  the  time  of  autopsy,  soli- 
tary nodules  were  found  by  palpation  in 
only  8.6%,  and  multiple  nodules  by  palpa- 
tion in  only  12.3%.  After  these  glands  were 
sectioned,  the  macroscopic  findings  showed 
12.2%  to  contain  single  nodules  and  37.3% 
multiple  nodules,  or  49.5%  of  the  macro- 
scopic sections  showed  nodules.  Depending 
on  how  one  regards  the  accuracy  of  diag- 
nosis here,  the  chance  of  separating  solitary 
nodules  from  multiple  nodules — even  with 
thyroid  glands  in  hand — is  only  23  to  33% 
accurate,  and  it  should  be  noted  that  in  this 
study  one-third  of  the  nodules  were  over 
2 cm.  in  size.  Vander  and  associates4  re- 
cently made  a final  report  on  their  15-year 
study  of  the  incidence  of  thyroid  malig- 
nancy. At  the  onset  of  the  study,  a distinc- 
tion was  made  between  glands  with  single 
and  multiple  nodules.  However,  after  the  15 
years,  no  distinction  was  made  between 
single  and  multiple  nodules  in  the  report 
because  the  research  team  thought  the  ac- 
curacy with  which  such  a differentiation 
could  be  made  in  the  smaller  lesions  was  not 
sufficient  to  justify  separate  divisions.  With 
these  points  in  mind,  this  study  concerns 
nontoxic  goiters  with  no  differentiation  be- 
ing made  between  single  and  multiple 
nodules. 

The  incidence  of  nontoxic  goiter  in  the 
population  is  rather  high.  Vander  and  col- 


laborators4, in  1968,  reported  a prospec- 
tive study  of  5,000  patients  between  the 
ages  of  25  and  59  in  Framingham,  Massa- 
chusetts, in  a large  public  health  survey 
conducted  over  a 15  year  period.  They  found 
the  total  incidence  of  nodular  goiter  to  be 
4.2%  in  this  nongoitrous  area.  The  inci- 
dence of  new  thyroid  nodules  developing 
during  the  15  year  period  in  these  persons 
initially  free  of  thyroid  disease  was  1.3%. 
In  1932,  Rice5,  in  Minnesota  (which  is  a 
goitrous  area)  reported  the  incidence  of 
solitary  nodules  on  a postmortem  study  of 
26.7%.  In  areas  where  goiter  is  endemic, 
as  many  as  one-third  to  one-half  of  all 
adults  have  thyroid  nodules  0.5  cm.  or 
greater  in  diameter6.  Schlesinger,  Gar- 
gill  and  Saxe7  state  that  nodular  goiter 
is  found  in  5.5%  of  a nongoitrous  popula- 
tion. It  has  been  estimated  that  clinically 
recognizable  nodules  may  be  found  in  10% 
of  the  population  of  the  United  States.8 
Sokal9  suggests  an  incidence  of  5.5%  non- 
toxic nodular  goiter  in  a standard  popu- 
lation in  a nongoitrous  community.  While 
there  is  some  agreement  as  to  the  frequency 
of  nodular  goiter,  there  is  considerable  vari- 
ation of  opinion  as  to  the  incidence  of  can- 
cer in  nodular  goiter. 

The  signs  of  thyroid  cancer  are  listed  in 
standard  textbooks  of  medicine  and  in- 
clude: 9 

(1)  Invasion  of  the  capsule.  This  invasion  may- 
cause  fixation  and  a loss  of  outline  of  at  least 
part  of  the  nodule. 

(2)  Hardness  of  the  nodule.  Under  40  years 
of  age,  the  thyroid  cancer  is  hard  in  approxi- 
mately 19%;  and  over  40  years  of  age,  the  thy- 
roid carcinoma  is  hard  in  44%  of  patients.  There- 
fore, 56%  of  all  thyroid  cancer  is  not  hard  and  in 
fact  may  even  feel  cystic. 

(3)  A change  in  the  rate  of  growth  of  the 
nodule. 

(4)  A Delphian  node. 

(5)  Metastasis,  usually  to  the  vocal  chords, 
chest  or  bones. 

(6)  Infrequency  of  cancer  in  toxic  nodular 
goiters  and  in  “hot”  nodules. 

(Nodules  may  be  due  to  involution,  localized 
thyroiditis,  cysts  and/or  hemorrhage,  as  well  as 
new  growth — including  adenomas  and  carcino- 
mas.) 

Sokal9  has  attempted  to  clarify  the  rather 
confusing  statistics  on  thyroid  cancer  in 
nontoxic  goiter.  He  points  to  the  fact  that 
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the  high  incidence  of  cancer  in  operative 
goiters  is  in  part  due  to  careful  screening 
of  patients  by  the  general  practitioner,  in- 
ternist, or  others,  before  they  are  referred 
for  operation,  thereby  eliminating  great 
numbers  of  benign  goiters  from  the  statis- 
tics. Another  factor  confusing  the  statistics 
is  that  most  areas  include  every  thyroid 
cancer — many  of  which  could  be  diagnosed 
by  the  laity.  The  burning  question  that  the 
general,  nonsurgical  physician  desires  to 
know  is  “What  is  the  true  incidence  of 
cancer  in  a nontoxic,  nodular  goiter,  seen 
in  private  office  practice  that  is  not  suspi- 
cious of  thyroid  cancer?”  The  following  sur- 
vey was  undertaken  to  further  clarify  this 
question  which  may  be  considered  in  two 
important  parts:  (1)  the  accuracy  of  clini- 
cal diagnosis  of  thyroid  cancer,  and  (2)  the 


incidence  of  cancer  in  a nontoxic,  nodular 
goiter  that  clinically  is  not  suggestive  of 
thyroid  cancer. 

Clinical  Material 

The  patient  records  of  the  City  of  Mem- 
phis hospitals  for  a 10  year  period  (Decem- 
ber 1949-December  1959)  were  surveyed. 
The  total  of  thyroid  operations  in  this  10 
year  period  done  on  nontoxic  goiters  was 
333.  In  this  same  10  year  period,  20  in- 
stances of  thyroid  cancer  were  discovered. 
A careful  review  of  the  preoperative  rec- 
ords, in  a search  for  definite  signs  of  thyroid 
cancer,  reveals  that  16  (80%)  of  the  glands 
were  suspected  clinically  and  usually 
strongly  suspected  of  being  cancerous.  A 
summary  of  these  20  cases  and  the  signs  of 
cancer  found  in  the  16  cases  appears  in 
table  1. 


Table  I 

CASE  REPORTS  OF  THYROID  CANCER. 
(City  of  Memphis  Hospitals) 

GROUP  I — Not  Suspicious  Clinically 


CHART 

NO.  AGE 

RACE 

SEX 

THYROID 

EXAMINATION 

SUGGESTIVE 
OF  CANCER 

PATHOLOGIC 

DIAGNOSIS 

53,736 

62 

C 

M 

Supraclavicular 
fat  pad  biopsy 
for  unresolved 
pneumonia 

No 

Follicular 

adenocarcinoma 

106,445 

45 

C 

F 

6-7  soft,  movable 
area  in  isthmus 

No;  thought  to  be 
colloid  goiter 

Fetal  adenoma 
with  morphologic 
carcinoma 

147,383 

71 

C 

F 

Firm  7x5x3  cm. 
mass,  left  lobe 

No 

Papillary  carcinoma 

215,313 

46 

C 

F 

3x3  cm.  rubbery 
nodule 

No 

Follicular 

adenocarcinoma 

GROUP 

II — Clinically  Suspicious 

15,125 

57 

C 

F 

Firm,  diffuse 
goiter,  retro- 
sternal extension 

Fixed  to  deep 
tissues 

Papillary  adeno- 
carcinoma; diffuse 
colloid  goiter 

102,445 

76 

w 

M 

Firm,  slightly 
enlarged 

Metastases  to  lung, 
cervical  lymph  nodes 

Anaplastic  carcinoma 

143,316 

51 

c 

F 

Markedly  en- 
larged multi- 
nodular (228  gm.) 

Hard  nodule 

Adenocarcinoma 

145,269 

75 

c 

F 

multinodular, 
195  gm. 

Hard  nodule 

Solid  cell  carcinoma 
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CHART  NO. 

AGE  RACE 

SEX 

THYROID 

EXAMINATION 

SUGGESTIVE 
OF  CANCER 

PATHOLOGIC 

DIAGNOSIS 

164,017 

79 

C 

F 

4x4x2. 5 cm. 
goiter 

Stony  hard  goiter 
with  metastasis  in 
neck  lymph  nodes 

Carcinoma 

186,231 

30 

c 

F 

3x3.5  cm. 
nodule 

Lung  metastasis 

Papillary  and  mixed 
follicular  adenocar- 
cinoma 

186,265 

27 

c 

M 

Multinodular 

goiter 

4x3  cm.  hard  mass, 
left  lobe 

Polymorphous  car- 
cinoma 

186,997 

63 

w 

M 

Left  lobe,  firm, 
hard,  fixed 

2x2  cm.  metastatic 
node,  rt.  neck 

Metastatic  papillary 
adenocarcinoma 

201,361 

28 

c 

F 

Firm  nodular 
goiter 

Diagnosis  of 
thyroid  carcinoma 
IV2  yrs.  before 
operation 

Metastatic  papillary 
adenocarcinoma 

227,402 

67 

c 

F 

Normal  gland 

Lung  metastases; 
0.5  cm.  palpable 
lymph  nodes 

Glandular  cell 
carcinoma 

229,559 

65 

c 

F 

3x4  solitary* 
nodule,  rt.  lobe 

Quite  hard  nodule 

Carcinoma  in  mixed 
adenoma,  in  left 
lobe 

257,066 

54 

c 

F 

Huge  mass, 
left  neck 

Diagnosis,  thyroid 
carcinoma  1 yr. 
before  operation 

Undifferentiated 

carcinoma 

264,223 

64 

c 

F 

Normal  gland 

Rapidly  enlarging 
metastasis,  left 
neck;  fixed  to 
surrounding  tissues 

Anaplastic  carcinoma 

279,379 

70 

c 

F 

7x9  cm.  mass 
Vi  cystic — 

V2  solid,  in 
left  anterior 
neck 

One  part  of  mass, 
woody  hard 

Papillary  cyst  & 
adenocarcinoma 

300,346 

New- 

born 

c 

F 

5x5x4  cm.  mid- 
line neck  mass 
causing  airway 
obstruction 

Child  died  day 
of  birth;  autopsy 

Teratoma 

304,976 

80 

c 

M 

400  gm.  gland; 
5x6  cm.  enlarge- 
ment, rt.  neck. 

Hoarse  2 weeks 
from  metastasis 
to  laryngeal  nerve 

Hurthle  cell 
adenocarcinoma 

* The  nodule  on  the  right  was  suspicious  for  cancer,  but  the  pathologic  section  showed  a calcified 
mixed  adenoma,  at  operation  a 1 cm.  nodule  was  found  carcinomatous. 


By  using  the  above  statistics  of  20  in- 
stances of  thyroid  cancer  found  in  333  oper- 
ations for  nontoxic  goiter  over  a 10  year 
period,  one  finds  an  incidence  of  cancer  in 
nontoxic  goiters  (whether  nodular  or  dif- 
fuse) of  6%.  If  one,  however,  selects  only 
the  4 cases  which  were  not  clinically  suspi- 
cious of  thyroid  cancer,  one  finds  that  the 
incidence  is  only  1.2%.  To  say  this  in  an- 


other way,  1.2%  of  all  nontoxic  goiters 
from  this  hospital  in  a 10  year  period  were 
not  suspected  clinically  of  being  carcinoma- 
tous. 

In  1968,  a similar  study  at  the  Memorial 
Hospital,  Clarksville,  over  a 15  year  period 
(April  1954-April  1969) , revealed  8 patients 
who  had  thyroid  carcinoma.  These  case  re- 
ports follow  in  table  2: 
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Table  2 

CASE  REPORTS  OF  THYROID  CANCER. 
(Clarksville  Memorial  Hospital) 


GROUP  I — Not  Suspicious  Clinically 


CHART  NO. 

AGE  RACE 

SEX 

THYROID 

EXAMINATION 

SUGGESTIVE 
OF  CANCER 

PATHOLOGIC 

DIAGNOSIS 

93,632 

52 

W 

F 

2 cm.  nodule 

No 

Mixed  papillary  & 
alveolar  carcinoma 

84,745 

34 

W 

F 

Firm  cystic 
2 cm.  nodule 

No 

Papillary  adenocar- 
cinoma 

13,805 

31 

W 

F 

4 cm.  nodule 

No 

Hurthle  cell  adenoma; 
probable  early 
malignancy 

7,715 

36 

W 

F 

Firm,  smooth, 
1.5  cm.  nodule 
in  one  lobe;  & 
0.75  cm.  nodule 
in  other  lobe 

No 

Papillary  adenocar- 
cinoma 

GROUP  II— 

■Clinically  Suspicious 

68,289 

41 

W 

F 

2.5x3  cm.  firm 
nodule 

Increasing  in  size 
10  months 

Papillary  carcinoma 

60,012 

25 

W 

F 

2 cm.  hard  nodule 

Hardness  of  nodule 

Follicular  carcinoma 

89,154 

72 

W 

M 

Enlarged  rt.  lobe 

Very  hard  and  fixed 

Adenocarcinoma 
Grade  III 

75,204 

66 

W 

F 

Greatly  enlarged 
It.  lobe 

Hard,  lymph  node 
metastasis 

Adenocarcinoma 
Grade  IV  with 
metastasis 

The  4 cases  that  were  strongly  suspicious 
of  thyroid  cancer  showed  hardness,  fixation 
and  metastasis,  while  one  gland  had  in- 
creased greatly  in  size  over  the  preceding 
10  months.  During  this  same  period,  there 
were  230  operations  for  nontoxic  goiter. 
Thus,  there  was  an  incidence  of  3.5%  of  can- 
cer patients  among  the  nontoxic  thyroids 
operated  upon.  Using  the  figure  of  4 un- 
suspected thyroid  cancers,  in  a total  of  230 
nontoxic  thyroid  operations,  one  arrives  at 
an  incidence  of  1.7%  unsuspected  cancers  in 
the  nontoxic  goiters  in  this  hospital.  The 
operative  mortality  for  nontoxic  goiter  dur- 
ing this  same  period  was  0.6%.  The  point, 
then,  seems  clear  that  nodular  goiter  is  not 
uncommon,  being  present  in  5 to  10%  of  all 
routine  physical  examinations  with  the  in- 
cidence rising  as  the  age  of  the  patient  in- 
creases over  age  50.  The  above  case  reports 
would  also  tend  to  suggest  that  thyroid 
cancer  is  rare.  This  conclusion  seems  to  be 
borne  out  by  the  fact  that  in  any  fairly 


large  group  of  physicians,  the  number  of 
patients  with  thyroid  cancer  treated  per- 
sonally by  the  physician  is  somewhat  small. 
A study  at  Vanderbilt  Hospital  over  a 15 
year  period  showed  an  incidence  of  only  2 
cases  of  thyroid  carcinoma  per  year,  repre- 
senting 3.8%  of  all  thyroid  glands  re- 
moved.10 It  is  interesting  that  in  the  City  of 
Memphis  Hospitals,  in  the  above  reported 
series,  there  also  were  discovered  2 cases 
per  year  of  thyroid  cancer.  A review  of 
the  Department  of  Pathology  records11  for 
all  the  Memphis  hospitals  for  the  above 
mentioned  10  year  period  (1949-1959)  re- 
vealed 217  new  cases  of  thyroid  carcinoma, 
which  would  average  about  22  new  cases 
of  thyroid  cancer  per  year.  Considering 
the  population  of  Memphis  (300,000  to 
500,000+)  and  the  fact  that  it  is  a referral 
center  for  many  communities  in  the  mid- 
South,  this  would  seem  to  be  a relatively 
small  number  of  such  cases. 
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Discussion 

What  is  the  accuracy  with  which  a clini- 
cal diagnosis  of  thyroid  cancer  can  be  made? 
Is  Dr.  Crile’s  clinical  diagnostic  accuracy  of 
80%  correct?  In  the  above  survey  at  the 
City  of  Memphis  Hospital,  the  clinical  diag- 
nosis of  cancer  was  accurate  in  80%  of  cases. 
It  also  might  be  pointed  out  that  in  3 cases 
the  suspicion  of  cancer  was  high,  but  no 
carcinoma  was  found  at  operation.  Two  of 
these  represented  nontoxic  nodular  goiters 
and  one  had  a cancer  of  the  esophagus.  The 
survey  from  Memorial  Hospital,  Clarksville, 
shows  a clinical  accuracy  of  thyroid  diag- 
nosis of  50%.  Other  studies  have  been  done 
in  a similar  fashion  in  the  Cleveland  Clinic, 
New  York  City,  Mayo  Foundation,  and  3 
hospitals  in  California.9  All  show  between 
60  and  100%  clinical  accuracy  in  diagnosis 
of  cancer  of  the  thyroid.  Therefore,  the 
accuracy  of  the  clinical  diagnosis  of  thyroid 
cancer  would  appear  to  be  fairly  good. 

In  addition  to  the  mortality  and  morbidity 
rate,  the  removal  of  thyroid  nodules  might 
cause  other  harm.  When  a part  of  the  thy- 
roid gland  is  removed,  less  thyroid  hormone 
is  produced  (at  least  temporarily)  and 
therefore  the  pituitary  in  a compensatory 
fashion  increases  the  production  of  thyroid 
stimulating  hormones.  Under  the  influence 
of  thyroid  stimulating  hormone,  the  patient 
tends  to  have  a recurrence  of  goiter.  If  the 
thyroid  nodule  is  malignant  and  not  com- 
pletely removed  and  is  hormone  dependent, 
the  increased  thyroid  stimulating  hormone 
may  cause  increased  growth  and  spread  of 
the  malignancy.  Werner’s  text,  quotes 
Sokal  to  the  effect  that  of  371  cases  of  non- 
toxic nodular  goiters  operated  upon,  a def- 
inite recurrence  of  the  goiter  appeared  in 
22%;  in  a half  of  which  a second  operation 
was  necessary.  There  was  a probable  recur- 
rence in  another  12%  of  these  cases,  with  a 
total  recurrence  rate  of  34%.  Of  the  41  pa- 
tients having  a secondary  operation,  38  had 
the  same  disease  as  at  the  time  of  the  first 
operation.  This  fact  tends  to  point  to  a 
relative  decrease  in  thyroid  hormone  (T-4) 
— which  causes  a relative  increase  in  TSH — 
the  ultimate  reason  for  nontoxic  goiter. 

George  Crile12  refers  to  a study  in  1957  in 
which  experimental  animals  had  13  differ- 
ent types  of  endocrine  tumors  produced  by 


disturbing  the  endocrine  balance.  At  first, 
in  all  of  these  animals,  the  tumor  would 
grow  if  the  imbalance  co-existed  and  was 
therefore  reversible.  As  the  imbalance  per- 
sisted, autonomous  growth  persisted  and  the 
change  became  irreversible.  Furth13,  in 
1953,  reported  that  4 different  investigators 
had  produced  thyroid  carcinoma  in  rats  by 
giving  thiouracil,  which  in  turn  causes  an 
increase  in  TSH.  This  mode  of  cancer  pro- 
duction was  used  along  with  or  without 
carcinogens.  In  the  stages  of  development 
of  these  carcinomas,  the  first  stage  was 
hyperplasia  and  then  adenoma  formation, 
followed  by  a well  differentiated  carcinoma. 
All  of  these  endocrine  tumors  could  be 
transplanted  if  the  imbalance  in  the  recep- 
tor rats  still  existed.  Soon  the  tumors  were 
transplantable  even  without  this  endocrine 
imbalance.  There  is,  of  course,  a parallel  in 
clinical  observation  of  treatment  of  carci- 
noma of  the  breast  and  the  prostate,  i.e.,  if 
the  imbalance  of  these  tumors  is  corrected, 
the  growth  will  recede.  Crile11  attempted  to 
show  that  many  carcinomas  of  the  thyroid, 
even  though  they  metastasize,  are  endocrine 
dependant,  and  that  if  TSH  production  is 
suppressed  with  thyroid  hormone,  the 
growth  will  recede  or  in  some  cases  stop. 
This  is  particularly  true  in  papillary  carci- 
noma. Crile  quotes  Dr.  Dunhill,  as  report- 
ing in  1934  an  8-year-old  child  with 
papillary  carcinoma  that  recurred  at  age  13. 
He  was  treated  at  that  time  with  large  doses 
of  thyroid  and  had  no  recurrence  in  a period 
of  5 years.  Two  other  cases  have  been  re- 
ported where  a lung  metastasis  disappeared 
on  thyroid  medication,  and  a total  of 
5 instances  of  cancer  of  the  thyroid  have 
been  followed  for  a period  of  8 to  20  years, 
treated  only  with  thyroid  hormones  and 
with  good  success. 

Astwood  and  associates15  treated  nontoxic 
goiter  over  a period  of  one  year  with  the 
following  findings: 


Type 

No.  of 

% Complete  % Moderate 

% No 

Goiter 

Goiters 

Remission 

Remission 

Remission 

Diffuse 

115 

33 

34 

33 

Nodular 

78 

24 

52 

24 

Single 

nodule 

37 

27 

27 

46 

Totals: 

230 

29% 

39% 

32% 
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Noted  above  is  the  fact  that  29%  of  these 
goiters  disappeared  completely  and  39% 
decreased  moderately  in  size.  Hypothyroid 
patients  (16%  of  the  goiter  patients)  re- 
sponded better  to  treatment.  The  usual  dose 
given  was  3 grains  of  thyroid  per  day.  Only 
16%  of  those  on  this  dosage  had  symptoms 
from  the  medicine,  and  another  11%  of 
these  patients  received  over  3 grains  of 
thyroid  per  day.  Of  24  patients  with  slight 
or  no  regression  on  thyroid  treatment,  11 
showed  poor  suppression  of  TSH  (as  evalu- 
ated by  radioactive  iodine  uptake) . If  the 
gland  was  diffuse  and  extremely  large 
(over  50  gm) , none  disappeared  completely. 
However,  the  large  nodular  and  the  large 
solitary  nodular  goiters  responded  as  well 
as  the  smaller  goiters.  The  suppression  of 
goiters  with  thyroid  made  no  difference 
regarding  the  duration  of  the  goiter  nor  did 
the  age  of  the  patient.  It  was  significant  to 
note  that  in  this  one-year  study  there  was 
no  development  of  cancer  in  any  of  the  230 
cases  of  goiter.  Vander’s4  report  of  the 
Framingham  Study  found  218  persons  with 
nontoxic,  nodular  goiter  in  a group  of  over 
5,000  people,  followed  for  a 15  year  period. 
These  218  persons  constituted  4.2%  of  the 
total  population  under  observation  and 
could  be  considered  as  equivalent  to  a maxi- 
mal prevalence  rate.  One  hundred  thirty- 
nine  of  these  patients  still  had  their  nodules 
present  at  the  end  of  the  15  year  period. 
None  of  those  removed  were  histologically 
malignant,  and  none  of  those  present 
showed  any  clinical  evidence  of  malignancy. 

Another  survey  from  a small  community 
hospital  in  Thomasville,  Georgia,  was  re- 
ported in  1951  with  214  cases  of  nontoxic 
goiter  in  the  period  between  1925  and  1950.18 
Operation  in  60  cases  showed  an  incidence 
of  cancer  in  1.7%.  It  is  noteworthy  that  this 
series  of  reported  patients  were  operated  on 
with  nodular  goiters,  especially  with  a dis- 
crete nodule,  whenever  the  patient  would 
agree  to  operation.  None  of  these  patients 
developed  cancer  later.  This  1.7%  incidence 
of  cancer  would  compare  with  the  3.5  in- 
cidence of  all  cancer  patients  in  operations 
on  nontoxic  thyroids  at  Memorial  Hospital 
in  Clarksville,  over  the  last  15-year  period 
as  reported  above.  The  study  of  Mortensen 
and  associates  in  821  consecutive  autopsies 


for  clinically  normal  thyroid  glands  showed 
an  incidence  of  4.2%  malignant  nodules  in 
the  group.  This  study  is  reminiscent  of  the 
findings  of  carcinoma  in  the  prostate  in 
25%  of  all  men  over  age  50  at  the  autopsy 
table,  though  the  incidence  of  clinical  carci- 
noma of  the  prostate  does  not  seem  to  be 
nearly  this  significant.  Likewise,  deaths 
from  carcinoma  of  the  thyroid  are  relatively 
rare.  Among  the  earlier  analyses  of  the 
incidence  of  malignant  thyroid  tumors  at 
necropsy  was  that  of  Wilson17  in  1921.  Of 
74,335  cases  examined  postmortem,  amassed 
from  10  sets  of  observations,  a total  of  193 
thyroid  cancers  were  diagnosed,  an  inci- 
dence of  0.26%.  Vanderlaan18,  in  1947,  re- 
vealed the  low  incidence  of  thyroid  cancer 
as  a cause  of  death  in  general  hospitals. 
Analysis  of  records  covering  a 50  year 
period  at  the  Boston  City  Hospitals  showed 
there  were  only  5 deaths  from  thyroid  can- 
cer among  18,668  necropsies.  This  seemed 
to  be  confirmed  further  by  an  analysis  of 
statistics  from  the  American  Cancer  Society 
by  Sloan  and  Frantz19  who  concluded  that 
death  from  thyroid  cancer  is  rare,  amount- 
ing to  only  0.6%  of  all  deaths  from  cancer 
in  the  USA.  Astwood20  has  suggested  the 
philosophy  “All  nodular  thyroid  glands  are 
best  treated  with  TSH  suppression  by  thy- 
roid on  the  grounds  that  benign  lesions 
constitute  no  threat;  that  well  differentiated 
carcinomas  are  not  truly  dangerous;  and 
that  with  poorly  differentiated  carcinomas, 
surgical  treatment  is  of  no  value.” 

Summary 

(1)  Two  new  series  of  cases  of  thyroid  can- 
cer have  been  presented. 

(a)  The  City  of  Memphis  Hospitals  rec- 
ords show  an  incidence  of  6%  of  cancer 
in  all  nontoxic  goiters  and  an  1.2%  inci- 
dence in  nonsuspicious,  nontoxic  goiters. 

(b)  At  Memorial  Hospital,  Clarksville, 
in  a 15  year  period,  there  were  8 instances 
of  thyroid  cancer  in  nontoxic  goiters,  1.7% 
incidence  of  thyroid  cancer  in  nonsus- 
picious, nontoxic  goiters.  The  accuracy  of 
clinical  diagnosis  of  thyroid  cancer  in  the 
above  two  studies  was  80%  and  50%  re- 
spectively. 

(2)  The  rationale  of  treating  nontoxic 
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goiter  with  suppressive  doses  of  thyroid 
hormone  was  discussed. 

(3)  A philosophy  of  the  management  of 
thyroid  nodules  was  discussed.  This  philos- 
ophy might  well  be  stated  as  follows:  It  is 
unwise  to  remove  all  thyroid  nodules  or  to 
remove  none.  If  the  thyroid  is  clinically 
suspicious  of  containing  cancer,  it  should 
be  removed  if  at  all  possible  because  the 
accuracy  of  clinical  diagnosis  is  fairly  good. 
If  the  nodule  is  not  removed,  a trial  of 
thyroid  hormone  or  observation  may  be 
indicated.  Suppressing  doses  of  thyroid 
hormone  should  be  given  postoperatively  to 
all  patients  after  a thyroid  resection  to  pre- 
vent recurrence  of  goiter,  or  growth  of  a 
hormone  dependent  tumor  that  may  have 
been  left  in  the  thyroid. 

1811  Memorial  Drive 
Route  2 

Clarksville,  Tennessee 
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The  authors  record  the  findings  of  pulmonary  vascular  lesions  in  an  unusual  family  study. 


PRIMARY  PULMONARY  HYPERTENSION 
A Study  ol  the  Disease  in  Four  Young  Siblings* 

HOSSEIN  MASSOUD,  M.D.,  WALTER  PUCKETT,  M.D.,  and 
STEWART  H.  AUERBACH,  M.D.,  Chattanooga,  Tenn. 


A family  of  7 children,  4 of  whom  died 
over  a period  of  7 years  from  primary 
pulmonary  hypertension  (PPH)  is  pre- 
sented. This  interesting  family  first  became 
known  to  us  in  June  of  1966  when  a 20 
months  old  white  girl  was  admitted  to  Chil- 
dren’s Hospital  of  Chattanooga  with  a 
diagnosis  of  congestive  heart  failure  (Case 
1).  During  her  hospitalization,  the  family 
history  revealed  that  a 12  year  old  sister  of 
the  patient  was  bedridden  at  home  with 
well  documented  PPH.  Further  questioning 
disclosed  that  2 additional  siblings  had  died 
in  the  preceding  6 years,  one  with  an  “en- 
larged heart”  and  one  following  several 
hours  of  “convulsions.”  The  12  year  old 
died  at  home  a short  time  later  and  per- 
mission for  autopsy  was  granted.  She  is 
described  in  Case  2 of  this  report.  The  2 
older  siblings  died  at  other  and  different 
hospitals  in  this  area  at  ages  20  and  15 
months.  The  clinical  records  and  pathologic 
material  became  available  through  the 
courtesy  of  the  attending  physicians  and  the 
staff  pathologists.  These  are  Cases  3 and  4. 

Because  of  the  remarkable  story  of  this 
family,  a survey  was  undertaken  by  one  of 
us  (H.M.)  and  is  outlined  in  the  family 
tree  (Fig.  1) . At  the  time  of  the  survey, 
the  father  was  64  and  the  mother  43.  A 
child  of  the  mother  by  a previous  marriage 
was  15  years  old  and  apparently  healthy. 
Examination  of  both  parents  and  the  3 re- 
maining siblings,  including  chest  x-ray  and 
ECG,  showed  no  evidence  of  PPH.  Chromo- 
some studies  of  the  parents  and  one  of  the 
affected  children  (Case  1)  showed  normal 


*From  the  Departments  of  Pediatrics  and 
Pathology,  the  T.  C.  Thompson  Children’s  Hos- 
pital and  the  Baroness  Erlanger  Hospital,  Chat- 
tanooga, Tennessee  37406. 
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Fig.  1:  Family  tree  of  4 siblings  with  primary 
pulmonary  hypertension.  The  causes  of  death  in 
the  “deceased”  cases  were  unrelated  to  PPH. 


karyotype  and  their  hemoglobin  electro- 
phosis  was  type  “AA”. 

Case  1.  This  child  had  been  born  at  7 months 
gestation  by  caesarean  section.  The  birth  weight 
was  1,360  gm.  She  stayed  in  a premature  unit  for 
7 weeks  and  was  dismissed  in  apparently  good 
condition  weighing  2,350  gm.  There  were  no 
neonatal  complications. 

She  did  well  until  she  was  8 months  of  age 
when  she  was  readmitted  to  a hospital  for  upper 
respiratory  infection  and  anemia.  The  Hgb.  was 
5.7  gm./lOO  ml.  Chest  x-ray  at  this  time  showed 
no  evidence  of  cardiomegaly.  She  responded  to 
treatment  and  was  dismissed.  During  the  next 
10  months,  the  child  had  a poor  appetite,  gained 
weigh  slowly,  and  was  hypoactive.  At  this  time, 
the  mother  noted  occasional  episodes  of  vomiting 
and  “blue  spells.”  Several  days  before  admission 
the  child  became  listless  and  breathing  was 
rapid.  She  was  admitted  to  Children’s  Hospital 
with  a diagnosis  of  congestive  heart  failure  at  21 
months  of  age. 

Physical  examination  on  admission  disclosed  a 
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chronically  ill  child  who  was  cyanotic  and 
showed  generalized  edema.  The  weight  was 
8,300  gm.  P.  rate  was  116/min  and  respiratory 
rate  was  60.  BP  was  106/70.  There  was  frank 
cyanosis  of  the  lips  and  the  neck  veins  were  dis- 
tended. There  was  moderate  precordial  bulging 
and  the  PMI  was  at  the  7th  intercostal  space  in 
the  anterior  axillary  line.  Auscultation  revealed 
a grade  2/4  holosystolic  murmur  over  the  entire 
precordium  with  loud  snapping  pulmonic  closure 
and  fixed  splitting  of  the  second  sound.  The  liver 
descended  4 cm  below  the  right  costal  margin. 
There  was  2+  pitting  edema  of  the  lower  ex- 
tremities. The  chest  x-ray  revealed  marked 
cardiomegaly  with  right  ventricular  enlargement 
(Fig.  2).  ECG  showed  sinus  rhythm  and  right 


Fig.  2:  (Case  1)  The  cardiac  silhouette  is  dif- 
fusely enlarged,  and  the  lungs  are  clear.  (A 
lateral  view  did  show  evidence  of  right  ventricu- 
lar enlargement.)  Pulmonary  blood  flow  appears 
normal. 


ventricular  and  right  artrial  hypertrophy  (Fig. 
3).  The  Hgb.  was  13.2  gm.  Examination  of  the 
peripheral  blood  showed  nothing  unusual.  Uri- 
nalysis showed  1 + albumin.  A tentative  diagnosis 
of  primary  pulmonary  hypertension  was  en- 
tertained. The  child  responded  fairly  well  to 
digitalization  and  oxygen.  There  was  decrease  in 
the  heart  size  on  the  4th  day.  The  family  re- 
fused permission  for  cardiac  catheterization  and 
the  patient  was  dismissed.  Two  weeks  later  she 
was  returned  to  the  emergency  room,  dead  on 
arrival. 

The  postmortem  examination  was  limited  to 
the  thorax  and  was  performed  after  embalming. 
Examination  of  the  heart  and  lungs  in  situ  dis- 
closed no  gross  abnormality  of  the  great  vessels. 
The  pericardial  sac  contained  only  a small 
amount  of  fluid.  The  surface  was  smooth.  The 
heart  weighed  100  gm.  (Normal  weight  58  gm.) 
The  organ  was  greatly  enlarged  and  much  of  the 
increment  consisted  of  right  atrium  and  ventricle. 
The  muscle  of  the  right  ventricle  measured  12 


Fig.  3:  (Case  1)  The  ECG  shows  marked  right 
ventricular  hypertrophy  and  atrial  enlargement. 


mm  in  thickness  and  the  left  measured  9 mm. 
There  was  manifest  hypertrophy  of  both  of  the 
right  chambers  and  there  was  also  a dilatation 
of  the  ventricle.  The  pulmonary  valve  measured 
4.0  cm  and  the  aortic  measured  3.5  cm.  All 
valves  appeared  competent.  There  was  no  ab- 
normal communication.  The  mural  endocardium 
was  thin.  The  pulmonary  artery  appeared  larger 
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than  the  systemic  aorta.  The  lungs  appeared 
congested  and  somewhat  edematous.  There  were 
a few  small  areas  of  hemorrhage  and  there  were 
pleural  petechiac. 

Microscopic  examination  of  the  heart  con- 
firmed enormous  hypertrophy  of  the  myocardium 
of  the  right  ventricle.  The  hypertrophied  fibers 
usually  contained  enlarged  and  angulated  nuclei. 
There  was  no  significant  degenerative  change. 
There  was  slight  interstitial  edema  sometimes 
accompanied  by  widely  scattered  monocytes. 
The  mural  endocardium  generally  showed  only 
slight  thickening.  However,  in  a block  of  the 
right  atrium  there  was  slight  fibroelastosis  of 
the  endocardium. 

The  many  sections  of  lung  tissue  included  a 
number  of  large  arterial  branches.  These  showed 
no  significant  atheroma  and  in  general  were 
relatively  thin  and  well  preserved.  The  muscular 
arteries  of  medium  and  small  size  were  striking- 
ly thickened  often  to  the  point  of  apparent 
occlusion  of  the  lumen.  In  many  of  the  vessels 
of  medium  size,  the  sclerotic  process  involved  the 
medial  coat  primarily  or  almost  exclusively 
(Fig.  4).  The  elastic  layers  were  duplicated  and 


Fig.  4:  (Case  1)  Severe  sclerosis  of  a musculo- 
elastic  artery,  (x  500) 


frayed  and  there  was  severe  and  often  eccentric 
thickening.  The  intima  was  markedly  thickened 
by  connective  tissue.  The  lumens  were  often 
diminished  to  vessels  of  capillary  size.  Sclerosis 
of  similar  type  and  degree  affected  the  small 
muscular  arteries.  At  times  there  was  an  addi- 
tional lesion  of  the  medial  coat  in  which  a 
fibrin-like  substance  replaced  some  of  the 
muscle.  This  process  was  sometimes  accompanied 
by  an  infiltration  of  polymorphonuclear  leuko- 
cytes. A few  such  lesions  were  dilated  locally. 
The  adventitial  coat  of  some  vessels  was  greatly 
thickened  and  showed  a permeation  of  small 
capillaries  and  sinusoids  which  appeared  to  be 
anastomotic.  The  capillary  bed  throughout  the 
lungs  was  engorged,  but  the  vessels  appeared 


thin.  The  small  veins  were  delicate  in  structure 
and  showed  no  lesion. 

The  pulmonary  parenchyma  generally  was 
poorly  inflated.  There  were  areas  of  edema  and 
there  were  also  small  areas  of  hemorrhage. 

Case  2.  This  girl  was  the  older  sister  of  the 
subject  of  Case  1 and  died  at  the  age  of  12  years. 
It  appears  that  she  enjoyed  fairly  good  health 
until  she  was  11  years  old  when  the  mother 
noticed  swelling  of  the  hands  and  some  difficulty 
in  breathing. 

A month  later  she  was  admitted  to  a local 
hospital  and  the  diagnosis  of  chronic  rheumatic 
heart  disease  was  made.  She  was  digitalized  and 
referred  to  a consultant  for  cardiac  catheteriza- 
tion. By  this  procedure  a diagnosis  of  primary 
pulmonary  hypertension  and  tricuspid  in- 
sufficiency was  made. 

Examination  at  the  time  described  a small 
white  girl  with  slight  duskiness  of  the  lips  and 
swelling  of  the  extremities.  She  weighed  only 
43  lbs  and  was  49  inches  in  eight.  Pulse  rate  was 
45/min  and  respiratory  rate  was  20/min.  The 
BP  was  80/60.  The  precordium  was  diffusely 
heaving  but  without  a thrill.  The  pulmonic  sound 
was  single  and  moderately  accentuated.  A faint 
diastolic  murmur  was  audible  around  the  pul- 
monic area  and  a louder  (Grade  3/6)  systolic 
murmur  of  tricuspid  regurgitation  was  heard 
along  the  lower  sternal  border.  There  was  also 
a 3rd  heart  sound  along  the  sternal  border  and 
at  the  apex.  The  liver  and  spleen  were  palpable. 
Chest  x-ray  showed  marked  cardiac  enlargement 
involving  the  right  ventricle  and  right  atrium 
(Fig.  5).  The  central  pulmonary  artery  was 


Fig.  5:  (Case  2)  the  massively  enlarged  heart 
is  associated  with  pulmonary  venous  engorge- 
ment, as  evidenced  by  the  dilated  upper  lobe 
veins. 

dilated.  ECG  revealed  right  ventricular  hyper- 
trophy with  almost  total  exclusion  of  left  ven- 
tricular forces,  and  right  atrial  hypertrophy  with 
first  degree  heart  block  (Fig.  6).  Cardiac 
catherization  disclosed  a right  ventricular 
pressure  of  126/12,  right  ventricular  outflow 
tract  114/12,  and  right  atrium  13.  Oxygen  satu- 
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Fig.  6:  (Case  2)  The  ECG  shows  right  ven- 

tricular hypertrophy  and  right  atrial  enlarge- 
ment. Also  present  is  1st  degree  heart  block. 


ration  and  angiocardiogram  showed  no  intra- 
cardiac shunt.  There  was  marked  desaturation  of 
venous  blood  and  cardiac  output  was  markedly 
reduced.  The  patient  was  digitalized  and  was 
dismissed  to  be  followed  in  the  outpatient  de- 
partment. Her  condition  gradually  deteriorated 
and  she  died  some  9 months  after  the  initial 
diagnosis  of  PPH  was  established. 

Postmortem  examination  was  limited  to  the 
thorax.  There  were  no  external  findings  of  im- 
portance. There  was  a small  amount  of  bloody 
fluid  in  both  pleural  cavities.  The  pericardial 
cavity  contained  no  excess  fluid  and  the  surfaces 
were  smooth  and  glistening.  Exploration  of  the 
great  vessels  in  situ  disclosed  no  evidence  of 
thrombosis  or  embolism. 

The  heart  weighed  310  gm.  (Normal  145  gm.) 
The  organ  was  14.5  cm  in  vertical  diameter 
and  10  cm  in  transverse  diameter.  The  right 
atrium  and  especially  the  right  ventricle  showed 
massive  hypertrophy  and  dilation.  The  left 
atrium  and  left  ventricle  were  contrastingly 
small.  The  average  thickness  of  the  right  ven- 


tricle was  12  to  15  mm  and  that  of  the  left  only 
6 mm.  The  pulmonic  valve  was  5.5  cm  in  cir- 
cumference and  the  aortic  valve  was  3.5  cm. 
The  pulmonary  artery  exceeded  the  systemic 
aorta  in  diameter.  The  lungs  showed  congestion 
and  mild  edema.  There  was  no  consolidation. 

Microscopic  changes  in  the  heart  paralleled 
those  observed  in  Case  1.  There  was  massive 
hypertrophy  of  the  right  ventricular  muscula- 
ture. By  contrast  the  left  ventricle  was  composed 
of  essentially  normal  fibers  of  average  or  slightly 
diminished  diameter.  This  contrast  was  readily 
seen  in  blocks  through  the  interventricular 
septum  where  differences  in  the  fibers  were  at 
once  apparent.  There  appeared  to  be  slight  in- 
terstitial edema.  There  was  slight  endocardial 
thickening  in  some  areas  of  the  right  ventricle, 
but  the  right  atrium  did  not  disclose  fibroelasto- 
sis of  the  endocardium. 

The  numerous  sections  of  lung  were  generally 
air-bearing.  There  were  patches  of  edema  and 
small  areas  of  hemorrhage.  The  large  arterial 
branches  often  showed  slightly  elevated  patches 
of  atheroma  characterized  by  an  influx  of 
lipophages  and  by  irregular  elevation  of  intima 
(Fig.  7).  The  medial  coat  was  slightly  thickened. 


Fig.  7:  (Case  2)  Intimal  atheroma  in  a large 

branch  of  the  pulmonary  artery,  (x  500). 


Many  of  the  small  arteries  showed  hypertrophied 
medial  coats  and  the  lumens  were  correspond- 
ingly diminished.  However,  elastic  tissue  dupli- 
cation and  splitting  was  insignificant  and  much 
of  the  augmentation  appeared  to  be  intimal 
rather  than  medial.  Lesions  of  the  small  arteries 
were  proportionate  and  again  appeared  to  be 
occasioned  by  intimal  fibrosis  rather  than 
fibromuscular  or  muscular  thickening  (Fig.  8) . 
A few  vessels  were  virtually  obliterated  and 
others  contained  very  small  lumens.  Angioma- 
toid  lesions  were  infrequent.  The  capillary  bed 
showed  nothing  of  note  and  the  venous  return 
was  delicate. 

Case  3.  This  was  an  older  male  sibling  who 
died  in  1959  at  the  age  of  15  months.  The  par- 
ents thought  the  child  was  not  doing  well  for 
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Fig.  8:  (Case  2)  Intimal  fibrosis  of  a small 

artery,  (x  500.) 


several  months  before  admission  and  he  was 
described  as  hypoactive.  For  3 days  before  ad- 
mission, he  was  short  of  breath  and  vomited. 
There  was  some  fever  and  he  was  thought  to 
have  a “cold.” 

Physical  examination  on  admission  revealed  an 
edematous,  malnourished  child,  who  was  acutely 
and  chronically  ill.  There  was  evidence  of  con- 
gestive heart  failure.  Rales  were  present 
throughout  both  lung  fields  and  the  heart  was 
enlarged.  The  sounds  were  of  poor  quality,  but 
there  were  no  definite  murmurs.  The  liver  ex- 
tended to  the  iliac  crest.  The  legs  were  edema- 
tous. Reflexes  were  physiologic.  A chest  x-ray 
showed  cardiomegaly  (Fig  9).  He  was  digita- 


Fig.  9:  (Case  3)  The  heart  shows  gross  en- 

largement. There  is  a reticular  pattern  in  the 
lungs,  probably  due  to  interstitial  edema. 


lized  and  given  supportive  treatment  for  his 
cardiac  condition.  He  appeared  to  be  responding 
to  treatment,  but  on  the  4th  day  suddenly  be- 
came short  of  breath  while  feeding  and  expired 
soon  after. 

Postmortem  examination  was  performed 
within  a short  time  of  death.  There  was  no 
fluid  in  the  peritoneal  cavity,  but  there  was 
free  fluid  in  each  pleural  cavity.  The  un-opened 
pericardial  sac  was  grossly  enlarged,  but  there 
was  no  excess  of  fluid.  The  heart  weighed  110 
gm.  (Normal  weight  60  gm.)  There  was  im- 
pressive enlargement  of  the  right  ventricle.  All 
valves  appeared  competent.  There  were  no 
anomalous  communications  and  the  foramen 
ovale  was  closed.  The  systemic  aorta  appeared 
normal. 

The  right  lung  weighed  80  gm.  and  the  left 
lung  70.  There  was  dark  red  mottling  through- 
out. The  thymus  and  the  gastrointestinal  tract 
were  normal.  The  liver  was  enlarged  to  330 
gm.  and  appeared  congested.  The  spleen  was 
also  moderately  enlarged.  The  adrenal  glands 
and  the  kidneys  were  grossly  normal. 

A section  of  the  cardiac  septum  was  available 
for  microscopic  study.  There  was  a manifest 
hypertrophy  of  the  fibers  of  the  right  ventricle. 
Minimal  fibroelastosis  of  the  endocardium  was 
present. 

In  many  sections  of  lung,  the  pleural  surface 
was  normal.  The  parenchyma  was  engorged  and 
there  was  slight  edema.  As  in  the  preceding 
cases,  the  small  muscular  and  musculo-elastic 
arteries  were  uniformly  and  severely  sclerotic. 
The  smallest  branches  usually  showed  concen- 
tric fibrosis  of  the  medial  coat,  sometimes  ex- 
aggerated by  intimal  proliferation.  Occasional 
vessels  showed  areas  of  medial  degeneration  re- 
sembling fibrinoid  (Fig.  10).  Adventitial  pro- 


Fig.  10:  (Case  3)  Fibrinoid  degeneration  in  a 

small  artery,  (x  500.) 


liferation  was  also  observed  and  some  of  the 
larger  vessels  showed  thickening  of  the  elastic 
coat. 

There  was  severe  centrolobular  congestion  of 
the  liver.  There  was  no  significant  alteration  of 
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the  spleen,  the  pancreas,  the  adrenal  glands,  or 
the  kidneys.  Lymph  nodes  and  autonomic  nerve 
were  within  normal  limits.  The  systemic  arteries 
and  arterioles  were  singularly  normal. 

Case  4.  This  was  a female  sibling  who  died 
in  August  1962  at  the  age  of  20  months.  The 
clinical  history  was  sketchy.  She  was  said  to 
have  been  sick  for  several  days,  and  several 
hours  before  admission  had  a generalized  con- 
vulsion. She  was  brought  to  the  emergency  room 
in  a comatose  state  with  occasional  jerking 
seizures.  The  neck  was  stiff.  The  heart  and 
lungs  were  thought  to  be  negative.  Emergency 
measures  were  undertaken  but  were  ineffective, 
and  the  child  died  within  an  hour. 

Autopsy  disclosed  a normal  peritoneal  cavity. 
There  were  light  adhesions  of  both  lungs.  The 
heart  was  enlarged.  Right  ventricular  prepon- 
derance was  not  described.  The  endocardium  was 
thin  and  the  valves  were  competent.  Both  lungs 
were  firm  and  there  were  areas  which  were 
thought  to  be  atelectatic.  The  liver  weighed  400 
gm.  and  showed  gross  evidence  of  congestion. 
The  spleen  appeared  enlarged  and  firm.  The 
brain  appeared  edematous. 

Microscopic  examination  showed  no  abnor- 
mality of  the  left  ventricle.  Unfortunately  the 
right  ventricle  was  not  sectioned.  The  lungs 
were  air  bearing,  but  some  areas  were  poorly 
inflated  and  there  was  evidence  of  aspiration  of 
gastric  content.  The  small  arteries  were  marked- 
ly thickened.  This  was  usually  in  the  form  of 
medial  hypertrophy.  Adventitial  thickening  was 
also  observed.  A few  of  the  small  vessels  showed 
evidence  of  intimal  proliferation  and  several 
were  thrombotic. 

The  liver  showed  severe  passive  congestion 
with  small  areas  of  centrolobular  necrosis.  There 
was  passive  congestion  of  the  spleen.  The  pan- 
creas, the  adrenal  glands,  the  gastrointestinal 
tract  and  the  kidneys  were  essentially  normal. 
The  brain  was  also  normal  except  for  slight 
edema.  There  was  no  meningitis. 

As  in  Case  3,  the  systemic  arterioles  of  all 
organs  were  normal. 

Discussion 

Pulmonary  hypertension  as  an  isolated  or 
primary  disorder  was  first  publicized  by 
Clarke  and  associates1  in  1927.  They  stated 
that  the  disease  was  more  common  in  fe- 
males and  raised  the  possibility  of  familial 
incidence.  However,  in  the  succeeding  years, 
most  references  to  the  disease  described 
only  sporadic  and  unrelated  cases,  usually 
occurring  in  adults2'5.  More  recently,  ex- 
amples of  familial  disease6'12  and  increasing 
numbers  of  cases  in  young  subjects  have 
appeared13'18. 

The  etiology  of  PPH  is  unknown.  The 
disease  in  the  youngest  group  of  patients,  as 


described  in  this  report,  appears  to  be  a 
congenital  disorder  of  the  pulmonary  ar- 
teries. The  similarity  of  the  pathological 
features  to  fetal  pulmonary  vessels  has  been 
noted  by  Edwards19.  In  the  older  group  of 
patients,  the  question  of  thromboembolic 
phenomena  has  been  raised20.  Other  etio- 
logic  considerations  have  been  reviewed  by 
Czanecki  and  associates11.  It  appears  that 
the  PPH  in  young  subjects  is  congenital 
and  may  be  a different  entity  from  the 
disease  in  adults,  as  suggested  by  other 
authors17,18.  The  preponderance  of  females 
is  borne  out  in  this  report. 

This  is  the  first  report  in  which  chromo- 
somal preparations  were  studied  (both  par- 
ents and  one  patient) . These  karyotypes 
were  normal.  The  possibility  of  a recessive 
trait  inheritance  has  been  suggested  by 
Nadas18.  Braunwald  8,9  has  postulated  an 
incomplete  penetrance  but  exact  mechanism 
of  genetic  transmittance  is  not  established. 

Severe  RVH  and  enormous  enlargement 
of  the  cardiac  silhouette  are  found  in  typical 
cases.  Slight  cyanosis  of  the  lips,  right  heart 
failure,  accentuated  pulmonary  closure 
sound  with  pulmonic  diastolic  and  tricuspid 
systolic  murmurs  are  typical  of  advanced 
PPH.  A definite  diagnosis  can  be  made  by 
heart  catherization.  No  specific  treatment  is 
available.  Supportive  measures  for  right 
heart  failure  are  indicated. 

It  is  noteworthy  that  a distinct  difference 
in  the  pulmonary  arterial  lesions  exists 
between  the  rapidly  progressive  disease 
and  the  more  slowly  evolving  disease  as 
illustrated  by  our  Case  2.  In  the  former  the 
small  arteries  were  severely  affected  by 
lesions  acting  on  the  medial  coat  primarily. 
In  the  latter,  intimal  thickening  was  pre- 
dominant and  the  major  arteries  showed 
atheromatous  deposits.  Systemic  vessels 
were  normal  in  both  types. 

Summary 

Three  siblings  from  a family  of  7 died  at 
ages  15,  20,  and  21  months,  following  rela- 
tively short  illnesses.  These  were  found  to 
have  “acute”  pulmonary  arterial  lesions  of 
PPH.  A fourth  child  lived  to  age  12  years 
with  more  slowly  evolving  clinical  course 
and  pathological  lesions.  A survey  of  3 
generations  of  the  family  disclosed  no 
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further  cases.  Chromosomal  studies  of  the 
parents  and  one  of  the  patients  disclosed  no 
apparent  derangement. 
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Bronchiolar  Carcinoma* 

C.  E.  Eastridge,  M.D.  and 
C.  F.  Miller,  M.D. 

Present  Illness.  This  was  the  first  admission  of 
a 66  year  old  negro  farm  laborer  whose  illness 
began  7 months  before  admission  with  “flu-like” 
symptoms,  characterized  by  general  malaise, 
anorexia  and  attacks  of  fever.  He  denied  any 
chills  or  night  sweats,  but  had  lost  approximately 
50  lbs.  during  this  time.  Treatment  by  his  local 
physician,  including  penicillin,  gave  only  tempo- 
rary relief.  On  admission,  he  complained  of  a 
paroxysmal  cough  occurring  mainly  at  night, 
and  occasionally  wheezing.  He  stated  that  he 
raised  considerable  sputum,  none  of  which  was 
purulent  nor  contained  blood.  In  the  month  be- 
fore admission  he  had  become  increasingly  short 
of  breath,  especially  on  exertion,  though  he  was 
not  short  of  breath  when  lying  flat.  He  denied 
ever  smoking  or  drinking.  One  brother  had  died 
of  tuberculosis  many  years  before. 

Examination.  T.  was  99.4,  P.  120,  B.P.  140/90. 
On  admission  the  patient  appeared  chronically 
ill  and  showed  evidence  of  much  weight  loss. 
He  appeared  weak  and  frail,  but  not  in  acute 
distress,  and  was  oriented  and  cooperative.  The 
chest  was  of  normal  configuration  with  equal 
excursion  bilaterally.  There  were  diminished 
breath  sounds  on  the  right,  and  bronchial 
breathing  over  the  left  lung  field.  Except  for 
tachycardia  the  heart  was  normal.  The  abdomen 
was  scaphoid,  and  no  organs  or  masses  were  felt. 
The  abdominal  muscles  were  voluntarily  tense. 
The  remainder  of  the  examination  was  not  sig- 
nificant. 

Laboratory  Data.  Urinalysis  revealed  nothing 
of  significance.  Initial  hemogram  showed:  WBC 
count  of  5,400,  54%  PMN,  31%  lymphocytes, 
14%  monocytes  and  1%  PME.;  RBC  count  of 
2,960,000,  Hct.  of  26,  Hgb.  8.6  gm.;  smear  showed 
anisocytosis  and  target  cells;  corrected  ESR.  was 
21.  A second  hemogram  was  essentially  the  same 
except  for  5%  PME,  and  an  RBC  count  of 
3,880,000  with  an  Hct.  of  34,  Hgb.  of  9.9  gm.,  and 
ESR  of  30.  The  BUN  was  12  mg.%,  transaminase 
40  units,  total  protein  6.7,  albumin  2.9,  and 
globulin  3.8  gm.  for  100  ml;  calcium  of  9.6, 
phosphorous  3.8,  PPBS  108  mg.  for  100  ml.,  and 
an  amylase  of  112  units.  Smear  and  cultures 
of  urine  and  sputum  were  negative  for  acid- 
fast  bacilli.  Two  sputa  showed  Candida  albicans. 
Pleural  fluid  and  bone  marrow  were  both  nega- 
tive for  fungi  and  acid-fast  bacilli.  The  bone 

*From  the  Thoracic  Surgery  and  Laboratory 
Services  of  Veterans  Administration  Hospital, 
Memphis,  Tenn. 


marrow  smear  was  nondiagnostic.  Cytology  of 
the  sputum  showed  atypical  cells  present  on 
several  occasions.  The  stools  were  negative  for 
blood.  Histoplasmin  skin  test  and  STS  were, 
PPD  #1  negative,  PPD  #2  positive  2.5  cm. 

X-ray.  Chest:  the  heart  was  not  enlarged;  the 
aorta  was  somewhat  elongated  and  tortuous; 
seen  scattered  throughout  both  lung  fields  were 
numerous  nodular  densities  which  spared  no 
segment  of  either  lung.  There  was  also  a large 
area  of  hazy  density  in  the  right  lower  lung 
field,  and  a pleural  effusion  at  the  right  base. 
Multiple  chest  films  throughout  his  hospital 
course  showed  little  significant  change.  An  up- 
per GI  series,  barium  enema  and  metastatic 
survey  were  all  negative. 

Hospital  Course.  The  patient  was  treated 
symptomatically  during  his  hospital  stay.  Initial- 
ly he  seemed  to  show  slight  improvement,  but 
thereafter  his  course  was  progressively  down- 
ward with  increasing  weakness  and  dyspnea. 
The  T.  showed  an  almost  daily  elevation  from 
99  to  102°.  Pleural  biopsy  was  nondiagnostic. 
About  5 ml.  of  pleural  fluid  obtained  at  this  time 
was  yellow  and  nonbloody.  A therapeutic  trial 
with  INH  and  streptomycin  produced  no  altera- 
tion in  his  downward  course.  He  died  quietly 
approximately  6 weeks  after  admission. 

Clinical  Discussion 

DR.  C.  E.  EASTRIDGE:  I would  like  to 
summarize  the  positive  findings  in  the  pa- 
tient for  today.  He  was  a 66  year  old  non- 
smoker  with  an  illness  of  7 months  duration. 
The  onset  was  “flu-like”  characterized  by 
general  malaise,  anorexia  and  attacks  of 
fever.  Though  under  treatment  by  a phy- 
sician, he  had  lost  50  lbs.  in  weight.  A 
month  or  so  before  admission,  he  developed 
cough  with  production  of  considerable 
amounts  of  non-purulent,  nonbloody  spu- 
tum. There  was  increasing  breathlessness 
on  exertion,  but  this  dyspnea  was  not  ac- 
centuated on  lying  flat.  The  physical  ex- 
amination and  laboratory  findings  revealed 
only  a chronically  ill  patient  with  decreased 
breath  sounds  over  his  right  chest  and  some 
bronchial  breathing  found  over  his  left 
chest.  He  was  anemic  with  a slight  eosino- 
philia.  Cytology  was  positive  for  atypical 
cells,  but  the  cultures  were  negative  for 
acid-fast  bacilli  and  fungi.  The  x-ray 
showed  numerous  densities  scattered 
throughout  both  lung  fields  (Fig.  1).  Fol- 
lowing admission,  this  man  had  a progres- 
sive downhill  course  and  apparently  died 
from  cardiorespiratory  failure. 

When  we  consider  all  of  these  important 
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Fig.  1 X-ray  shows  diffuse  bilateral  nodular 
infiltrates. 


points,  I think  that  one  must  approach  this 
case  from  the  standpoint  of  the  fatal  causes 
of  diffuse  pulmonary  infiltrates.  This  list 
consists  of  perhaps  200  to  300  causes  which 
we  will  not  consider  at  this  time,  but  select 
the  possible  conditions  which  can  cause 
diffuse  pulmonary  infiltrates  and/or  inter- 
fere with  diffusion  of  gases  across  respira- 
tory membranes  resulting  in  cardiorespira- 
tory failure.  Table  1 lists  some  of  the 
important  causes. 

TABLE  1 

SOME  CAUSES  OF 

DIFFUSE  PULMONARY  INFILTRATES 

I.  Infections 

A.  Bacterial 

B.  TB  and  fungi 

C.  Parasites 

D.  Diseases  possibly  infectious  of  un- 
known etiology 

1.  Hamman-Rich  syndrome 

2.  Pulmonary-alveolar  proteinosis 

II.  Pneumoconiosis 

A.  Bagassosis 

B.  Byssinosis 

III.  Systemic  Diseases 

A.  Wegener’s  granulomatosis 


B.  Sarcoidosis 

C.  Idiopathic  pulmonary 
hemosiderosis 

IV.  Inhalation 

A.  Farmers  lung 

B.  Silo  fillers  disease 

V.  Circulatory 

A.  Pulmonary  edema 

B.  Multiple  pulmonary  emboli 

C.  Sickle  cell  anemia 

VI.  Neoplastic 

A.  Metastatic  adenocarcinoma 

B.  Lymphangitic  carcinomatosis 

C.  Bronchiolar  carcinoma 

1.  Infections.  I believe  that  bacterial 
pneumonias  can  be  ruled  out  in  this  case 
because  of  the  long  course  of  the  disease, 
slight  elevation  of  temperature,  a normal 
white  cell  count  and  the  description  of  the 
lesion  on  chest  x-ray.  In  considering  tuber- 
culosis and  fungus  diseases,  the  negative 
sputum  cultures  and  the  distribution  of 
lesions  would  make  these  conditions  un- 
likely. Re-infection  tuberculosis  and  fungus 
disease  usually  are  not  diffuse  in  their  dis- 
tribution, but  patchy,  asymmetrical  and 
located  in  the  apical  and  posterior  segments 
of  the  upper  lobes  or  the  superior  segments 
of  the  lower  lobes.  Parasites  can  cause 
diffuse  pulmonary  infiltrates  and  since  this 
is  a CPC  case,  pneumocystis  carinii  prob- 
ably should  be  mentioned.  This  condition  is 
characterized  by  a diffuse  perihilar  infiltra- 
tion with  dyspnea  and  death  from  cardio- 
respiratory failure.  It  is  usually  found  in 
very  ill  children  and  is  encountered  more 
frequently  in  Europe.  I know  of  2 instances 
recently  reported  and  treated  in  this  coun- 
try, but  both  in  young  children.  This  man, 
aged  66  years  is  old  for  this  disease,  and 
the  infiltrate  was  described  as  nodular, 
while  pneumocystis  carinii  produces  a fine, 
granular,  perihilar  infiltrate.  Other  diseases 
that  are  possibly  infectious,  but  with  un- 
known etiology  which  can  produce  a similar 
picture  are  the  Hamman-Rich  syndrome 
and  pulmonary  alveolar  proteinosis.  The 
Hamman-Rich  syndrome  is  characterized 
by  a progressive  pulmonary  interstitial 
fibrosis  with  x-ray  changes  similar  to 
pulmonary  edema.  This  condition  can  cause 
pulmonary  failure  with  death,  usually 
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within  a year.  Histologically,  there  is  a de- 
position of  abnormal  inflammatory  cells, 
fibroblasts,  hyaline  and  collagen  in  the  al- 
veolar septa.  Clinically,  the  patients  are 
dyspneic  with  cough  and  cyanosis.  These 
patients  may  die  with  cardiopulmonary 
failure  due  to  the  impaired  diffusion  of 
gases  across  the  thickened  respiratory  mem- 
brance,  along  with  some  impairment  of 
ventilation.  Pulmonary  alveolar  proteinosis 
results  from  a deposition  of  a proteinaceous 
material  in  the  alveoli.  The  onset  is  in- 
sidious with  dyspnea,  weight  loss,  cough 
and  secondary  polycythemia.  X-rays  us- 
ually give  a diffuse  ground-glass  rather 
than  a nodular  appearance.  There  is  a dif- 
fusion defect  which  is  thought  to  be  due  to 
the  protein  filled  alveoli.  These  patients 
usually  die  from  cardiorespiratory  insuffi- 
ciency and  in  most  cases  there  is  secondary 
polycythemia. 

2.  Pneumoconiosis.  Since  this  patient  was 
a farmer  in  the  South,  we  must  consider 
bagassosis  and  byssinosis.  Bagassosis  from 
inhalation  of  bagasse  or  sugar  cane  lint  can 
cause  bilateral  pulmonary  infiltrates,  but 
there  is  no  history  of  contact  with  this  ma- 
terial. Byssinosis,  caused  by  the  inhalation 
of  cotton  lint,  is  probably  not  a cause  in  this 
patient  because  of  the  onset  late  in  life. 
We  also  have  a chest  film  taken  10  years 
before  this  admission  which  was  interpreted 
as  being  clear. 

3.  Systemic  diseases.  In  this  category,  one 
should  think  of  Wegener’s  granulomatosis, 
polyarteritis,  and  lupus  erythematosus 
which  can  cause  bilateral  pulmonary  in- 
filtrations and  are  of  unknown  etiology. 
Wegener’s  granulomatosis  is  probably  a col- 
lagen disease  characterized  by  giant  cell 
granulomatous  lesions  with  a diffuse  necro- 
tizing angiitis  in  the  lungs  sometimes  as- 
sociated with  glomerulonephritis.  The 
majority  of  these  patients  die  of  renal 
failure,  and  I can  only  recall  one  case  re- 
ported in  the  New  England  Journal  that 
did  not  have  some  evidence  of  renal  in- 
volvement. The  urine  in  this  patient  for 
today  showed  no  evidence  of  renal  involve- 
ment, which  I think  will  rule  out  this 
condition.  Sarcoidosis  is  another  chronic 
granulomatous  systemic  disease  that  in- 
volves the  lungs  and  can  give  diffuse  bilat- 


eral involvement.  Infiltrates  produced  by 
sarcoidosis  can  be  reticular  or  nodular,  and 
there  is  usually  involvement  of  the  lymph 
nodes,  liver,  spleen,  eyes,  and  skin.  The 
findings  possibly  against  a diagnosis  of 
sarcoid,  I believe,  are  the  absence  of  lymph- 
adenopathy,  cutaneous  involvement,  splenic 
or  hepatic  enlargement,  poly-arthritis  or 
leukopenia.  This  patient’s  serum  calcium 
was  within  normal  range,  but  hypercalcemis 
is  present  only  in  about  one-third  of  the 
cases  of  sarcoid.  Idiopathic  pulmonary 
hemosiderosis  may  produce  a generalized 
pattern  of  fine  nodular  densities  throughout 
both  lung  fields.  This  usually  occurs  before 
the  age  of  16  years  and  is  due  to  recurrent 
hemorrhages  in  the  lungs  associated  with 
bouts  of  fever,  cough,  dyspnea  and  hemop- 
tysis. 

4.  Inhalation.  I think  farmer’s  lung  due  to 
inhalation  of  moldy  hay  and  silo  filler’s 
disease  from  inhalation  of  nitrogen  dioxide 
are  unlikely.  These  are  usually  acute  con- 
ditions coming  on  soon  after  contact  with 
the  above  elements  and  will  clear  up  in  a 
few  hours  after  the  exposure  has  ceased. 

5.  Circulatory  causes.  Pulmonary  edema 
will  give  a perihilar  infiltrate  which  is  fine 
and  granular  on  x-ray,  but  there  is  usually 
evidence  of  heart  failure  manifested  by 
cardiomegaly  and/or  hypertension.  Multi- 
ple pulmonary  emboli  may  produce  a pic- 
ture like  this  characterized  by  patchy, 
ill-defined  densities  throughout  both  lung 
fields  with  pleural  fluid.  Multiple  small 
emboli  cause  a gradual  destruction  of  the 
pulmonary  vascular  bed  producing  pulmo- 
nary hypertension,  hypoxia,  cor  pulmonale, 
and  death.  In  this  patient,  no  blood  gas 
studies  were  reported,  but  analysis  of  the 
blood  gases,  particularly  the  pCCb  when 
compared  with  the  end  tidal  pCCb  done 
with  an  infrared  analyzer  can  be  helpful  in 
diagnosing  pulmonary  emboli.  If  the  dif- 
ference between  the  arterial  pCCb  and  the 
end  tital  pCCb,  which  is  a measure  of 
alveolar  gas  tension,  is  more  than  5 mm.  of 
mercury,  one  can  suspect  that  the  arterial 
supply  to  a segment  of  the  lung  is  blocked. 
Since  this  was  a Negro,  sickle  cell  anemia 
with  multiple  pulmonary  infarcts  would 
have  to  be  considered  as  a cause  of  the 
diffuse  pulmonary  infiltrate.  I think  this 
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can  be  ruled  out  because  of  his  age  and  the 
absence  of  a past  history  of  sickle  cell 
anemia. 

6.  Xeoplasia.  Metastatic  adenocarcinoma 
from  the  pancreas,  stomach  or  colon  may 
metastasize  to  the  lung  via  the  blood  stream 
causing  a diffuse  bilateral  nodular  infiltrate. 
Histologically,  the  cells  may  line  the  alveoli 
producing  copious  amounts  of  mucus  and 
causing  respiratory  insufficiency.  Broncho- 
genic carcinoma  may  spread  and  nil  the 
lymphatics  producing  a chest  film  as  de- 
scribed in  this  patient,  but  hemoptysis  is 
usually  present.  Diffuse  bronchiolar  or 
alveolar  cell  carcinoma  can  produce  this 
exact  picture,  and  we  have  seen  one  or  two 
cases  in  the  past  year.  These  tumors  pro- 
duce a condition  which  resembles  iaagsiekte 
disease  in  sheep  or  driving  disease.  There  is 
a disagreement  as  to  whether  these  tumors 
are  multicentric  or  unicentric.  I believe 
they  are  unicentric  and  arise  from  the  lining 
cells  of  the  terminal  bronchioles  or  from 
the  alveolar  cells  which  can  be  seen  by 
electron  microscopy.  These  cells  spread  to 
other  portions  of  the  lung  as  aerometastases 
following  sloughing  of  tumor  cells.  It  is 
reported  that  these  tumors  have  been  local- 
ized for  as  long  as  16  months  and  then  have 
shown  spread  to  the  surrounding  lung  and 
to  the  contralateral  lung.  They  usually 
originate  in  the  peripheral  portions  of  the 
lung,  presenting  as  a discrete  nodule  vary- 
ing in  size  from  a few  mm.  to  10  cm.  in 
diameter.  The  nodule  is  usually  irregular 
in  outline  with  sharp  borders  and  frequent- 
ly extends  to  the  pleura  producing  pleural 
effusion.  When  the  tumor  becomes  diffuse, 
these  mucous  producing  columnar  cells  line 
the  alveolar  sacs,  interfering  with  the 
diffusion  of  gases  between  the  lung  and  the 
blood  stream.  These  tumors  are  capable  of 
producing  considerable  quantities  of  mucus. 
About  50 ' c of  the  patients  produce  less  than 
90  ml.  of  sputum  per  day.  but  some  are 
reported  in  the  literature  to  produce  as 
much  as  3.000  to  4.000  ml.  of  sputum  per 
day.  When  these  tumors  become  wide- 
spread. diffusion  and  ventilation  are  inter- 
fered with,  causing  terminal  cardio- 
pulmonary failure.  The  criteria  for  making 
a diagnosis  of  bronchiolar  carcinoma  are: 
(1)  the  tumor  lining  the  alveoli  must  con- 


sist of  columnar  or  cuhoidal  cells  with 
eosinophilic  cytoplasm  and  basal  nuclei:  (2 ) 
the  pulmonary  architecture  is  preserved: 
(3)  there  is  absence  of  intrinsic  tumor  of 
the  bronchus;  and  (4)  there  is  absence  of  a 
primary  adenocarcinoma  in  other  areas  of 
the  body.  May  we  review  the  x-rays? 

DR.  ETTMAN:  The  film  taken  on  admis- 
sion shows  the  nodular,  small,  granular 
densities  scattered  throughout  both  lung 
fields,  and  as  you  can  see.  the  nodules  ap- 
pear to  coalesce  in  the  right  base  (Fig.  1). 
The  costophrenic  angle  on  the  right  side  is 
obliterated.  The  heart  is  not  enlarged,  and 
no  other  abnormalities  are  seen.  No  erosions 
of  the  ribs  are  noted.  We  are  fortunate  to 
have  a film  taken  10  years  earlier,  at  which 
time  there  was  no  evidence  of  any  densities 
within  the  lung  fields.  I believe  this  film 
of  10  years  ago  will  rule  out  a lot  of  the 
causes  of  pulmonary  infiltrates  which  take 
several  years  to  develop. 

DR.  EASTRIDGE:  With  the  x-rays  show- 
ing a diffuse  bilateral  nodular  infiltrate,  a 
history  of  illness  of  7 months,  with  respira- 
tory insufficiency  and  a productive  cough. 
with  cytologic  studies  of  the  sputum  being 
positive  for  atypical  cells,  my  diagnosis  will 
have  to  be  a diffuse  bronchiolar  or  alveolar 
cell  carcinoma  causing  cor  pulmonale  and 
death. 

Clinical  Diagnosis:  Bronchiolar  Carci- 
noma 

DR.  YOUNG:  Thank  you.  Dr.  Eastridge. 
Is  there  any  further  discussion? 

DR.  HUGHES:  I think  we  have  to  con- 
sider the  possibility  of  a tumor  with  a 
superimposed  fungus  disease.  Then,  another 
possibility  is  that  this  is  a pneumonia  with  a 
false-positive  cytology.  This  can  happen. 
We  can  see  that  this  is  a very  progressive 
disease  and  that  he  died  of  dyspnea.  I be- 
lieve the  proper  diagnosis,  however,  is 
bronchiolar  carcinoma. 

DR.  YOUNG:  Certainly  the  idea  of  a dis- 
seminated fungal  infection  is  not  without 
some  basis,  because  it  may  disseminate  by 
invasion  of  a blood  vessel  and  can  show  up 
most  anywhere.  In  a debilitated  patient,  one 
can  expect  this  occasionally,  particularly  in 
the  presence  of  some  other  condition,  such 
as  severe  anemia,  steroid  therapy,  long 
courses  of  antibiotics,  or  one  of  the  diseases 
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affecting  the  hematopoietic  system,  as 
leukemia  or  lymphoma.  These  secondary 
invaders  are  usually  Candida  or  Monilia. 

Anatomic  Findings 

DR.  MILLER:  This  was  a case  of  bron- 
chiolar  carcinoma.  In  the  past,  it  has  been 
more  frequently  called  alveolar-cell  carci- 
noma. 

At  autopsy,  this  was  a poorly  nourished 
elderly  man.  The  pleural  spaces  were  ob- 
literated by  adhesions  and  what  appeared 
to  be  tumor.  The  lungs  were  greatly  in- 
creased in  size  and  very  heavy.  The  sur- 
faces were  studded  by  nodules  of  tumor, 
and  throughout  both  lungs,  nodules  were 
seen  to  be  spread  evenly.  They  were  greyish- 
white  and  somewhat  mucoid  (Fig.  2) . The 


Fig.  2 Cut  surface  of  the  lung  showing  diffuse- 
ly spread  tumor  nodules. 


liver  showed  a few  small  tumor  nodules, 
and  the  adrenals  each  contained  tumor 
metastases.  The  periaortic  lymph  nodes 
also  showed  metastatic  involvement.  How- 
ever, microscopically,  the  tumor  cells  filled 
and  lined  the  alveoli.  Some  in  the  past  have 
attempted  to  show  that  these  cells  migrate 


from  the  terminal  bronchiole  into  the 
alveolus,  and  this  explanation  seems  to  be 
the  consensus  at  this  time.  The  cells  vary 
greatly.  They  can  be  low  columnar,  cuboi- 
dal  to  tall  columnar  with  low  lying  nuclei 
and  eosinophilic  cytoplasm  (Fig.  3) . This 


Fig.  3 Photomicrograph  of  a pulmonary  tumor 
nodule  showing  preservation  of  the  background 
stroma. 


tumor  has  a great  propensity  for  papillary 
growth  into  the  alveoli,  and  the  cells  seem 
to  have  very  little  cohesion.  There  is, 
therefore,  a great  exfoliative  tendency  re- 
sulting in  a high  percentage  of  positive 
cytology  smears.  This  leads  to  another 
prominent  characteristic  of  this  tumor — the 
intrabronchial  spread  or  aeroembolism, 
which  is  postulated  as  one  of  the  main 
mechanisms  in  the  spread  of  this  tumor. 
In  summary,  these  tumors  make  up  a small 
percentage  of  malignant  tumors  of  the  lung. 
They  occur  in  equal  frequency  in  males 
and  females  as  contrasted  to  bronchogenic 
carcinoma.  All  ages  from  16  to  89  have  been 
reported,  but  the  most  common  age  is  in  the 
50’s.  The  real  problem  in  this  whole  disease 
picture  is  the  insidious  nonspecific  type  of 
onset.  There  is  usually  no  ulceration  of  a 
bronchus  or  obstruction,  either  of  which 
would  give  an  early  indication  of  the 
disease.  The  early  symptoms  are  non- 
specific, as  stated — cough,  excess  sputum 
and  dyspnea.  In  later  stages  there  may  be 
symptoms  which  point  directly  at  the  lung 
itself,  such  as  clubbing  of  the  fingers,  short- 
ness of  breath,  cor  pulmonale,  etc.  Text- 
book descriptions  of  x-ray  findings  in  the 
tumors  have  probably  been  a barrier  to 
early  diagnosis.  We  have  today  a so-called 
typical  case  of  diffuse  nodular  densities. 


April,  1970 


CLIN  I CO  PATHOLOGIC  CONFERENCE 


However,  Storey1,  in  1953,  summarized  all 
cases  up  until  that  time.  He  described  all 
the  x-ray  patterns  seen.  The  most  common 
pattern  was  that  of  a solitary  nodule,  as 
Dr.  Eastridge  mentioned,  and  this  needs 
to  be  emphasized.  Twenty-six  percent  of 
those  in  his  series  showed  an  initial  solitary 
nodule,  whereas  bilateral  diffuse  infiltrate 
made  up  only  20%. 

Let  me  mention,  in  closing,  some  areas  of 
controversy  about  this  tumor.  First,  there 
is  the  question  of  origin.  I think  in  the  past, 
because  most  material  was  from  autopsies, 
there  was  a tendency  to  call  this  alveolar 
cell  carcinoma.  In  advanced  cases,  the 
alveoli  were  markedly  filled  and  lined  by 
tumor,  whereas  with  earlier  diagnosis  in  the 
living  patient,  the  probability  of  bronchiolar 
origin  seems  more  apparent.  The  debate 
revolves  around  the  question  of  whether  the 
adult  alveolus  has  an  epithelial  lining.  Most 
writers  today  feel  that  it  does  not,  but  that 
it  has  a potential  to  develop  epithelium. 
Another  question  concerns  whether  the 
tumor  is  multicentric  or  unicentric  in 
origin.  This  question  is  basic  to  the  treat- 
ment of  the  disease.  Does  it  arise  from 
multiple  areas  which  would  in  itself  make 
present  treatment  theoretically  hopeless,  or 
does  it  arise  from  an  area  which,  if  re- 
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moved,  could  result  in  cure?  Once  again,  I 
think  the  consensus  is  that  many  are  uni- 
centric. Everyone  is  not  completely  satisfied 
with  the  evidence  for  this  answer,  but  it 
seems  to  be  more  likely  in  view  of  10  year 
survivals  in  several  cases  in  the  recent  lit- 
erature. Hewlett  and  associates2  reported  a 
compilation  of  cases  from  military  hospitals 
giving  a more  optimistic  outlook  on  this 
disease.  They  had  28  patients  treated  by 
resection.  There  were  2 early  postoperative 
deaths,  and  of  the  remaining  26  patients,  23 
have  survived.  There  are  3 ten-year  sur- 
vivals. This  disease  has  often  been  viewed 
as  uniformly  hopeless  in  the  past.  An  im- 
proved ability  to  diagnose  this  tumor,  safer 
operative  procedures,  and  a more  aggressive 
attitude  account  for  longer  survivals.  Cy- 
tology is  responsible  for  a large  part  of  our 
improved  diagnostic  ability. 

Final  Anatomic  Diagnoses:  Bronchiolar 

carcinoma  with  metastases  to  lymph  nodes, 
liver  and  adrenals. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same  train- 
ing; they  all  have  to  pass  the  same  tests;  they  all  have 
to  measure  up  to  the  same  standards;  they  all  are 
underpaid,  too.  Therefore,  all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no  more 
nonsensical  than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to  come 
up  to  certain  required  standards,  then  all  aspirin 
tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
purity,  potency  and  speed  of  tablet  disintegration. 


These  Bayer®  standards  result  in  significant  product 
benefits  including  gentleness  to  the  stomach,  and 
product  stability  that  enables  Bayer  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  it 
just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


HIGHLIGHTS  OF  BOARD  OF  TRUSTEES  MEETING 
JANUARY  10-11,  1970 

JANUARY  TRUSTEES  MEETING  COVERS  TWO  DAYS  ...  The  Board  of  Trustees 
conducted  its  First  Quarter  meeting  of  1970  in  Nashville  on  January 
10-11,  and  acted  in  keeping  with  the  TMA  By-Laws  which  require  the  Board 
to  appoint  a Nominating  Committee  from  among  the  certified  and  ex- 
officio  delegates  to  the  House  . . . Those  named  to  the  Nominating 
Committee  were:  EAST  TENNESSEE : E.  Kent  Carter,  M.D.,  Kingsport;  John  H. 
Burkhart,  M.D.,  Knoxville;  David  P.  McCallie,  M.D. , Chattanooga  . • • 
MIDDLE  TENNESSEE : William  H.  Edwards,  M.D.,  Nashville;  William  A. 
Hensley,  Jr.,  M.D.,  Cookeville;  Joseph  L.  Willoughby,  M.D.,  Franklin 
. • . WEST  TENNESSEE : Laurence  W.  Jones,  M.D.,,  Union  City;  C.  D. 

Hawkes,  M.D.,  Memphis;  Thomas  K.  Ballard,  M.D.,  Jackson. 

5j«  % 

MAJOR  ACTIONS  . . • The  Board  considered  and  took  action  on  27  items 
during  the  two  day  session  • • . Business  included  appointing  the  Board 
of  Directors  of  IMPACT  (Independent  Medicine's  Political  Action  Com- 
mittee-Tennessee)  ; nominating  the  Directors  for  the  TMA  Student 
Education  Fund  Board  . . • And  considered  recipients  for  the  Dis- 
tinguished Service  Award  to  be  presented  at  the  Annual  Meeting  . . • 
Appointments  were  made  to  the  Standing  and  Special  Committees  of  the 
Association  which  will  become  effective  following  the  Annual  Meeting  in 
April  . . . The  Board  also  received  and  evaluated  reports  from  division 
coordinators  on  activities  of  committees  during  the  Fourth  Quarter  of 
1969  . . • Appointed  an  Ad  Hoc  Committee  of  the  Board  to  study  Mal- 
practice. The  directive  to  the  committee  was  that  an  in  depth  study  be 
made  of  the  possibilities  of  appropriate  legislation,  insurance,  and 
pre-trial  panels.  The  purpose  of  the  committee  will  also  be  to  evaluate 
all  methods  to  see  if  any  relief  can  be  realized  in  stabilizing 
liability  and  malpractice  costs. 

H*  n*  H* 

TMA  TRUSTEES  SUBMIT  NUMEROUS  AMENDMENTS  AND  RESOLUTIONS  TO  THE  HOUSE 

• • • As  a result  of  a year  long  study  by  the  Board's  Committee  on 
Planning  and  Development,  numerous  amendments  to  the  Constitution  and 
By-Laws  were  approved,  and  will  be  introduced  to  update  the  Constitution 
and  By-Laws  for  more  effective  administration  of  TMA  . . . Resolutions 
to  be  submitted  by  the  Board  to  the  House  include  a utilization  review 
mechanism  that  will  establish  a state  level  peer  review  committee  and 
similar  committees  in  each  of  the  county  medical  societies  of  the  state. 
Such  committees  could  work  with  hospital  utilization  committees  and  as 
primary  investigating  boards  for  problems  of  over -utilization,  over- 
charging or  over-servicing  outside  of  hospitals  ...  A resolution  on 
Blue  Shield  Plans  that  would  call  for  the  Tennessee  Medical  Association 
to  be  JLhe  designating  body  on  approval  for  Blue  Shield  Plans  on  the 
state  level. 


AMA  LONG-RANGE  PLANNING  REPORT  . . . The  AMA  Planning  and  Development 
Committee  report  received  by  the  AMA  Board  of  Trustees  was  a lengthy 
report  under  study  by  the  AMA  House  of  Delegates  ...  It  has  been 
recommended  that  this  report  be  distributed  to  all  state  and  county 
medical  societies,  and  officers  and  members  of  the  House  of  Delegates  of 
the  various  state  associations.  The  Board  recommended  that  this  report 
be  distributed  and  consideration  be  given  to  the  recommendations 
included.  * * * * * 

T»  'i"  *T*  T*  *T* 

HANDBOOK  ON  POLICIES  FOR  TMA  EMPLOYEES  ...  The  Board  received  and 
acted  upon  an  Employee  Handbook  on  personnel  policies  for  association 
employees.  After  careful  study  and  evaluation,  the  Board  approved  the 
contents  of  the  Handbook.  * . * * 

"r*  T*  T-  *T*  *T* 

OTHER  BOARD  ACTIONS  . . . Numerous  other  items  were  acted  upon  by  the 
Board,  including  a report  of  the  Building  Committee  on  the  status  and 
plans  for  the  TMA  headquarters  expansion  . . . Explored  the  possibility 
of  retaining  an  attorney  lobbyist  for  the  General  Assembly,  but  decided 
not  to  do  so  at  the  January-February  legislative  session  . . . Heard  a 
report  from  the  Executive  Director  on  the  appointments  to  AMA  Boards 
and  Councils  that  included  Tennessee  physicians  . . . Reappointed  Mr. 
Charles  L.  Cornelius,  Jr.,  as  Attorney  for  TMA  for  1970  . . . Heard  a 
report  from  the  Executive  Director  on  final  annual  meeting  arrangements 
• • . Designated  a physician  and  staff  member  to  attend  the  AMA  Regional 
Conference  on  Quackery  held  in  Atlanta  • . . Designated  persons  to 
attend  AMA-AMPAC  Workshop  . . . Approved  the  financial  audit  of  1969 
covering  TMA's  fiscal  operations,  and  referred  to  the  Legislative 
Committee  the  matter  of  post  mortem  examinations  . . . Received  a report 
from  TMA  attorney  on  the  Henry  County  case.  The  report  included  the 
petition  for  Writ  of  Certiorari  to  the  Supreme  Court  where  such  was 
appealed  by  an  osteopath  in  Henry  County  . . • Received  and  accepted  a 
report  on  the  Conference  on  Nutrition  from  Dr.  R.  H.  Kampmeier  • . • 
Accepted  a report  on  Continuing  Education  from  the  chairman.  Dr.  R.  H. 
Kampmeier,  which  covered  the  status  of  TMA's  program  on  Continuing 
Education.  The  chairman  was  commended  by  the  Board  for  this  activity. 

TMA  ORGANIZES  PLAN  TO  REBUT  ERRONEOUS  NEWS  STATEMENTS  ...  The  Board 
of  Trustees  has  designated  the  President,  President-Elect  and  Chairman 
of  the  Board  of  Trustees,  as  three  official  spokesmen  for  the 
Association  to  rebut  statements  that  may  be  erroneous  or  damaging  to 
physicians,  when  attacks  through  the  news  media  are  made  upon  them. 

Much  publicity  has  emanated  from  the  hearings  of  the  Senate  Finance 
Committee  that  involves  doctors.  News  releases  and  statements  are  being 
furnished  to  daily  newspapers  and  television  stations  across  the  state, 
and  the  TMA's  spokesmen  are  available  for  comment  day  or  night. 

OPERATION  GRASS  ROOTS  . • . Has  gotten  under  way  with  a mailing  of  the 
kits  by  AMA  to  state  associations,  county  societies  and  medical 
specialty  societies.  The  campaign  is  designed  to  place  the  problem  of 
Medicare  and  Medicaid  in  proper  perspective  before  the  public.  The  kit 
contains  detailed  suggestions  and  materials  for  action  at  the  county 
society  level.  * * * ^ 

rC*  #T*  *t*  'T*  *T* 

NEWS  BRIEFS  . • . U.S.  Department  of  Labor  extended  effective  date  of 
changes  in  overtime  pay  provisions  for  professional,  administrative  and 
executive  personnel  from  February  21  to  March  15.  Salary  level  at  which 
employees  become  exempt  from  overtime  pay  will  be  upped  from  $115  to 
$130  a week  for  professional  employees,  from  $100  to  $115  for 
administrative  and  executive  personnel. 


Hadley  Williams,  Public  Service  Director 

GENERAL  ASSEMBLY  ADJOURNS  . • . The  86th  Tennessee  General  Assembly 
adjourned  February  20th  after  utilizing  only  24  of  the  45  legislative 
days  available  to  them.  The  short  but  active  session  saw  more  than  800 
new  pieces  of  legislation  introduced  bringing  the  total  number  of 
introductions  to  more  than  2,000  for  the  two-year  period.  Approximately 
75  individual  bills  were  related  to  health  care. 

•fc  ^ ^ 

PROFESSIONAL  CORPORATION  LAW  ENACTED  ...  Of  particular  interest  to 
physicians  was  the  adoption  of  a Professional  Corporation  Act  by  the 
Tennessee  General  Assembly.  This  new  Law  allows  a person  or  group  of 
persons  licensed  to  practice  a profession  in  Tennessee  to  organize  a 
professional  corporation  under  the  Tennessee  General  Corporation  Act  and 
permits  existing  professional  corporations  or  associations  to  elect  to 
be  governed  by  its  provisions  by  amending  its  charter  or  articles  of 
incorporation.  The  new  Law  makes  it  possible  for  professional  people  to 
enjoy  the  full  advantage  of  incorporation  under  an  up-to-date 
corporation  law.  Physicians  interested  in  forming  a professional 
corporation  will  want  their  legal  counsel  to  investigate  the  provisions 
of  this  new  Tennessee  Law. 

CHIROPRACTORS  LEGISLATIVE  EFFORTS  STYMIED  . . . Legislation  to  equate 
chiropractors  and  podiatrists  with  physicians  failed  to  see  final  action 
and  died  in  the  Senate  Commerce  Committee.  The  bill  would  have  required 
recognition  and  reimbursement  of  chiropractors  under  all  Government 
health  care  programs,  and  would  have  required  all  health  insurance  con- 
tracts written  in  Tennessee  to  provide  for  reimbursement  of  chiropractic 
services.  Nineteen  states  have  enacted  such  legislation.  Representative 
Elbert  Gill  of  Memphis,  a chiropractor,  led  a determined  but  fruitless 
fight  to  have  Tennessee  become  the  20th  State. 

V V T* 

BASIC  SCIENCE  LAW  AMENDED  ...  An  amendment  to  the  Tennessee  Basic 
Science  Law  was  adopted  which  will  allow  graduates  of  foreign  medical 
schools,  who  are  citizens  of  the  United  States,  to  gain  a Basic  Science 
certificate  through  reciprocity.  Non-citizen  graduates  may  be  licensed 
in  Tennessee  but  must  successfully  pass  the  Tennessee  Basic  Science 
examination. 

rjc  5jC  ^ 

FIRST  AID  STATION  WELL  RECEIVED  AND  UTILIZED  ...  The  TMA  Capitol  First 
Aid  Station,  co-sponsored  with  the  Tennessee  Hospital  Association,  was 
again  provided  for  members  and  employees  of  the  86th  General  Assembly. 
Physician  volunteers  from  across  the  state  staffed  the  facility  which 
recorded  a total  of  249  visits  made  to  the  station  during  the  session. 


MEDICARE  CLAIMS  CAN  BE  SPEEDED  . . • The  Travelers  Insurance  Company 
reminds  that  Medicare  claims  for  beneficiaries  of  Railroad  Retirement 
should  be  sent  directly  to  Travelers  and  not  Equitable,  the  fiscal 
intermediary  for  all  other  Medicare  claims.  Claims  sent  directly  to  one 
of  the  Travelers  offices  in  Memphis,  Nashville,  Knoxville  and 
Chattanooga,  will  receive  immediate  attention.  Claims  for  Railroad 
Retirement  recipients  sent  to  Equitable  will  face  an  unavoidable  delay. 
Physicians  should  instruct  office  personnel  to  be  on  the  alert  for  these 
claims  and  to  submit  them  directly  to  Travelers  which  will  aid  both 
carriers  and  speed  reimbursement. 


❖ * * * $ 

NIXON  ADMINISTRATION  WANTS  RMP  AND  CHP  COMBINED  . . . Legislation  to 
combine  the  Regional  Medical  Programs  with  Comprehensive  Health  Planning 
and  Public  Health  Services  programs  has  been  introduced  by  Senator 
Javits  (R-NY)  as  S.3443.  Also  to  be  combined  would  be  the  National 
Center  for  Health  Services,  Research  and  Development.  The  bill  would 
place  all  three  programs  under  a single  title  in  the  Public  Health 
Services  Act,  giving  them  a common  statement  of  purpose,  a single 
National  Advisory  Council  and  a single  Annual  Report  on  their  "progress 
toward  a health  care  system." 

# :};  ;{;  # 

CHIROPRACTORS  WORKING  HARD  IN  CONGRESS  . . . More  than  90  separate 
bills  have  been  introduced  in  Congress  to  permit  chiropractic  coverage 
under  Medicare.  Most  have  been  referred  to  the  House  Ways  and  Means 
Committee  which  will  ultimately  determine  their  fate.  AMA  and  state 
associations  along  with  other  National  groups  and  organizations  are 
vigorously  opposing  the  legislation. 

^ # >1; 

AFL-CIO  ISSUES  STATEMENT  OPPOSING  CHIROPRACTIC  INCLUSION  ...  The  AFL-CIO 

Executive  Council  made  public  a statement  adopted  February  20th  opposing 
the  inclusion  of  chiropractic  services  under  Medicare.  They  said:  "Of 
equal  importance  to  holding  down  costs  is  the  maintenance  of  quality  of 
care  in  the  Medicare  program.  Of  immediate  concern  is  the  threat  to 
quality  care  represented  by  the  drive  to  include  less  than  fully 
qualified  medical  practitioners  such  as  chiropractors  in  the  Medicare 
program.  At  stake  is  the  direct  access  to  the  billions  of  dollars  for 
health  care  being  provided  the  elderly  by  the  Medicare  program.  Medicare 
should  not  become  a vehicle  for  exploitation  of  the  health  needs  of  the 
elderly.  The  AFL-CIO  opposes  any  change  in  the  Medicare  law  which  would 
open  up  the  program  to  unqualified  practitioners." 

«$C  jjc  5§C  5$C  rjc 

THE  DIFFERENCE  BETWEEN  THE  HEALING  ARTS  AND  THE  CULTS  ...  The  Journal 
of  the  Medical  Association  of  Alabama  said  recently  that  the  difference 
between  the  Healing  Arts  and  the  Cults  iss 

The  difference  between  today  and  yesterday. 

The  difference  between  Astronomy  and  Astrology. 

The  difference  between  the  Laboratory  and  the  Crystal  Ball. 

The  difference  between  Psychiatric  Treatment  and  Bedlam. 

The  difference  between  Research  and  Prophecy. 

The  difference  between  Knowledge  and  Superstition. 

The  difference  between  an  earned  degree  and  an  "honorary"  degree. 

The  difference  between  Medicine  and  Chiropractic. 
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This  is  my  last  effort  at  a President’s  page,  and  reflections  are 
inevitable  as  the  term  of  office  draws  to  an  end.  It  has  been  a 
vigorous  and  demanding  year  for  the  medical  profession  in  gen- 
eral and  for  Tennessee  medicine  in  particular,  as  we  struggled 
through  the  introduction  of  Medicaid,  and  as  we  contended  with 
a General  Assembly  which  seemed  intent  on  venting  all  its  frus- 
trations against  physicians.  The  worst  seems  to  be  over  in  those 
two  matters,  but  there  is  every  indication  that  other  problems  as 
difficult  will  confront  us  in  the  future.  I suspect  that  each  suc- 
ceeding year  will  be  more  difficult,  and  I solicit  for  my  succes- 
sors the  understanding  and  support  of  the  members  of  the  As- 
sociation. 

We  can  be  proud  of  Tennessee  physicians.  Despite  fundamental  philosophical  objections 
to  the  Medicaid  program  and  irritation  at  the  administrative  procedures  imposed,  there 
was  tangible  proof  that  patients  were  seen,  and  medicines  prescribed.  This  evidence  of 
concern  for  the  indigent  ill  was  a fundamental  factor  in  the  decision  by  the  State  Ad- 
ministration to  increase  the  level  of  physician  payments. 

As  we  look  somewhat  fearfully  to  the  future,  we  must  be  vigilant  in  defense  of  pro- 
fessional independence  and  personal  freedom.  A satisfied  patient  is  the  best  friend  a 
physician  can  have,  and  an  adequate  system  of  health  care  services  is  the  best  defense 
against  regimentation  and  Federalization  of  medicine.  Self  discipline  is  mandatory,  con- 
tinuing education  is  indispensable,  and  personal  and  professional  integerity  in  dealing 
with  the  financial  aspects  of  medical  service  is  an  obligation  to  ourselves  and  our  profes- 
sion. 

Please  accept  my  gratitude  for  the  honor  to  serve  as  President  of  the  Tennessee  Medi- 
cal Association.  I solicit  your  support  for  our  new  President,  Doctor  Tom  Nesbitt,  in 
whose  capable  hands  I am  happy  to  entrust  our  affairs. 


Sincerely, 


M.D. 


President 
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Tom  E.  Nesbitt,  MLB, 

82nd  President — Tennessee  Medical  Association 


embers  of  the  Association  who  have  worked  with  the  new  President  can  be  as- 
sured of  his  leadership,  sincerity  and  dedication.  He  is  capable  of  meeting  the 
challenges  of  his  office,  which  have  grown  more  strenuous  and  time  consuming  during 
the  past  year. 

On  April  10,  1970,  during  the  annual  meeting  in  Memphis,  Dr.  Nesbitt  took  office  as 
the  82nd  President  of  the  Tennessee  Medical  Association.  He  has  been  in  the  practice  of 
urology  in  Nashville  since  July,  1957.  Born  April  14,  1923  in  Mangum,  Oklahoma,  he 
lived  principally  in  Tulsa,  Oklahoma,  and  attended  the  University  of  Tulsa  and  Louisiana 
State  University  before  receiving  his  M.D.  degree  at  Southwestern  of  the  University  of 
Texas,  Dallas  in  1948.  Graduate  education  followed  at  the  University  Hospital  in  Ann 
Arbor,  Michigan,  where  his  internship,  surgical  residency  and  urological  residency  were 
served.  In  June,  1954,  he  also  received  an  M.S.  degree  in  surgery  from  the  University 
of  Michigan. 

Dr.  Nesbitt’s  professional  activities  have  included  academic  appointments  as  Instructor 
of  Urology,  University  of  Michigan;  Associate  Professor  of  Urology,  Marquette  Univer- 
sity, Milwaukee;  Assistant  Clinical  Professor  of  Surgery  (Urology),  Vanderbilt  Univer- 
sity; and  Clinical  Associate  Professor  of  Urology,  Meharry  Medical  College. 

His  medical  organization  memberships  include  local,  state  and  AMA  memberships; 
American  College  of  Surgeons;  American  Board  of  Urology;  American  Urological  Asso- 
ciation; Society  of  Pediatric  Urology  and  Southern  Medical  Association. 

He  served  as  Secretary-Treasurer  and  member  of  the  Board  of  Directors  of  the  Nash- 
ville Academy  of  Medicine;  former  chairman  of  the  Speaker’s  Bureau,  Program  Commit- 
tee and  Mediation  Committee  of  the  Nashville  Academy.  His  TMA  activities  have  in- 
cluded Vice-Speaker  and  subsequently  Speaker  of  the  House  of  Delegates;  chairman  of 
the  Legislative  Committee  and  current  chairman  of  the  Governmental  Medical  Services 
Committee.  Dr.  Nesbitt  also  serves  as  a Delegate  to  the  AMA  House  of  Delegates. 

In  civic  activities,  he  serves  the  State  of  Tennessee  on  the  Medical  Advisory  Commit- 
tee for  Title  XIX  and  on  the  Advisory  Group  of  the  Tennessee  Mid-South  RMP.  A mem- 
ber of  the  First  Presbyterian  Church  in  Nashville,  he  has  served  as  Chairman  of  the 
Board  of  Deacons  and  is  currently  an  active  Elder  in  the  Church.  In  addition,  he  rep- 
resents the  Nashville  Presbytery  as  a representative  to  the  Board  of  Directors  of  Park 
Manor  Presbyterian  Apartments. 

During  World  War  II,  Dr.  Nesbitt  was  in  the  U.S.  Army  and  later  served  in  the 
U.S.A.F.  Medical  Corps  as  a medical  officer  with  the  rank  of  Captain  at  the  time  of  dis- 
charge. In  addition  to  these  activities,  he  has  found  time  to  author  approximately  twenty 
scientific  publications. 

Dr.  Nesbitt  was  married  on  June  25,  1949  to  the  former  Elizabeth  Nathan  of  Sheffield, 
Alabama,  and  they  have  four  children,  Tom,  Jr.,  17,  Missy,  16,  Jon,  14  and  Betsy,  13. 

The  Tennessee  Medical  Association  possesses  in  its  new  President  a man  of  skill  and 
courage,  vast  experience  and  foresight.  He  has  fought  against  political  medicine  and  has 
worked  unceasingly  for  the  benefit  of  his  patients  and  the  profession  of  which  he  is  a 
member.  He  is  dedicated  to  the  ideas  of  medicine  and  has  the  ability  to  cope  with  the 
difficult  issues  with  which  medicine  is  faced. 
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EIGHTY-FIRST 
ANNUAL  MEETING 

of  the 

MID-SOUTH 

MEDICAL  ASSOCIATION 

(Formerly  Mid-South  Postgraduate  Medical  Assembly) 

MAY  27,  28,  29,  1970 
at  the 

HOLIDAY  INN-RIVERMONT  MEMPHIS,  TENNESSEE 

Outstanding  speakers  will  present  half-hour  lectures  on  subjects  of 
interest  to  both  general  practitioner  and  specialist.  A well  balanced 
program  is  scheduled.  Make  your  plans  to  attend  NOW!! 

CLASS  REUNIONS:  Class  of  1930;  Class  of  1935— March,  June, 
September,  December;  Class  of  1939 — December;  Class  of  1940 — 
March,  June,  September,  December;  Class  of  1945 — March,  June, 
September,  December;  Class  of  1950 — March,  June,  September, 
December;  Class  of  1955 — March,  June,  September;  Class  of  1956 — 
June;  Class  of  1960 — March,  June,  September,  December;  Class  of 
1965 — March,  June,  September,  December. 

MAKE  YOUR  PLANS  NOW  TO  ATTEND  THE 

MID-SOUTH  MEDICAL  ASSOCIATION 

MAY  27,  28,  29,  1970 

MEMPHIS  TENNESSEE 


April,  1970 


EDITORIAL 


327 


THE  JOURNAL 

OF  THE 

TENNESSEE  MEDICAL  ASSOCIATION 
Published  Monthly 

Devoted  to  the  Interests  of  the  Medical  Profession  of 
Tennessee 

Office  of  Publication,  I 12  Louise  Avenue,  Nashville,  Tenn. 
37203 

Acceptance  for  mailing  at  special  rate  of  postage  pro- 
vided for  in  Section  1103,  Act  of  October  3,  1917, 
authorized  July  15,  1932. 

Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire  mere- 
ly giving  credit  to  this  publication. 

Address  papers,  discussions  and  scientific  matter  to  R.  H. 
Kampmeier,  M.D.,  Editor,  B-1310,  Vanderbilt  University 
Hospital,  Nashville,  Tennessee  37203 
Address  organizational  matters  to  Jack  E.  Ballentine, 
Executive  Dir.,  112  Louise  Avenue,  Nashville,  Tenn.  37203. 

r ^ KAMPMEIER,  M.D.,  Editor 
Vanderbilt  University,  School  of  Medicine,  Nashville,  Tenn. 

ADDISON  B.  SCOVILLE,  JR.,  M.D.,  Associate  Editor 
2104  West  End  Ave.,  Nashville,  Tenn.  37203 

COMMITTEE  ON  SCIENTIFIC  WORK  AND 
POST  GRADUATE  EDUCATION 

Harry  A.  Stone,  M.D.,  Chairman,  Nashville 
James  T.  Robertson,  M.D.,  Nashville 
John  H.  Burkhart,  M.D.,  Knoxville 
Harrison  J.  Shull,  M.D.,  Nashville 
R.  H.  Kampmeier,  M.D.,  Nashville 

APRIL,  1970 


EDITORIALS 

DRUG  ABUSE  IN  PHYSICIANS 

High  on  the  list  of  health  priorities  in 
this  country  is  the  problem  of  drug  abuse 
and  much  has  been  written  about  the  ex- 
cessive use  of  not  only  marijuana,  LSD  and 
heroin,  but  also  about  sedatives,  tranquiliz- 
ers and  mood  elevators.  Many  communities 
look  to  physicians  for  guidance  and  assis- 
tance in  helping  to  solve  the  problem  of 
drug  abuse  and  many  conscientious  phy- 
sicians are  spending  much  time  and  effort  in 
fulfilling  this  community  responsibility.  It 
is,  therefore,  disturbing  to  read  the  recent 
report  of  George  Vaillant  and  his  group1 
reporting  on  physicians’  use  of  mood-alter- 
ing drugs. 

In  a previous  study  of  psychiatric  ad- 
missions of  physicians  to  Mayo  Clinic,  Duffy 
and  Litin2  noted  that  50%  showed  depen- 
dence on  either  alcohol  or  mood-altering 
drugs  and  32%  dependence  on  both.  In  a 
study3  of  66  physicians  seen  as  psychiatric 
outpatients,  almost  a third  received  a pri- 
mary diagnosis  of  either  alcoholism  or  de- 
pendence on  mood-altering  drugs. 


There  is  also  good  evidence  that  in  phy- 
sicians in  general,  not  just  those  who  seek 
psychiatric  help,  narcotic  abuse  is  more  fre- 
quent than  in  the  population  at  large.  In 
1958  the  California  State  Board  of  Medical 
Examiners  estimated  that  at  some  point  in 
their  careers  1 to  2%  of  doctors  in  that  state 
abuse  narcotics.  In  a 25  year  period,  0.5% 
of  all  physicians  licensed  in  New  York 
State  were  reported  to  the  Bureau  of  Nar- 
cotic Control  as  addicts.  By  contrast,  the 
prevalence  of  narcotic  addiction  among 
American  males  in  the  group  from  20  to  50 
years  of  age  is  around  one  in  1000  and  most 
come  from  urban  slums. 

Since  most  physicians  are  neither  nar- 
cotic addicts  nor  admitted  to  psychiatric 
hospitals,  the  existing  literature  fails  to 
answer  two  important  questions.  In  com- 
parison to  non-physicians,  do  physicians 
tend  to  overuse  drugs?  If  they  do  overuse 
the  drugs  to  which  they  have  easy  access, 
do  they  use  alcohol  and  tobacco  correspond- 
ingly less?  Since  physicians  form  a group 
selected  by  both  demonstrated  intellectual 
proficiency  and  occupational  perseverance, 
their  use  of  drugs  and  alcohol  ought  to  be 
compared  with  that  of  a nonmedical  group 
that  shows  these  characteristics.  Finally,  to 
obtain  an  accurate  picture  of  drug  abuse, 
subjects  must  be  studied  over  long  periods. 

The  study  of  Vaillant  and  his  co-workers 
fulfills  both  of  these  criteria.  It  is  a pro- 
spective study  of  the  use  of  mood-altering 
drugs,  alcohol  and  tobacco  in  a sample  of 
physicians  selected  because  of  freedom  from 
physical,  emotional  and  academic  difficulties 
30  years  previously  and  followed  to  the 
present.  Drug  use  by  these  physicians  is 
contrasted  with  that  of  an  intellectually  and 
socially  comparable  control  group. 

Although  the  use  of  alcohol  and  tobacco 
was  no  more  prevalent  in  the  physician 
group,  the  use  of  sedatives,  tranquilizers 
and  amphetamines  was  significantly  greater 
when  compared  with  the  non-medical 
group.  There  were  45  physicians  in  this 
study  of  a group  of  men  selected  for  ex- 
cellent psychologic  and  physical  health  30 
years  previously.  It  is  significant  that  at 
some  point  in  their  careers,  three  doctors 
were  occupationally  incapacitated  by  their 
use  of  alcohol  or  drugs.  It  is  also  of  interest 
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that  the  increased  use  of  mood-altering 
drugs  is  accompanied  by  a use  of  alcohol 
and  some  form  of  tobacco  that  is  at  least 
comparable  to  men  in  business,  in  which 
heavy  social  drinking  may  be  an  asset  and 
smoking  a less  conscious  danger. 

To  mitigate  the  occupational  hazards  of 
drug  use  in  physicians  several  positive  steps 
can  be  taken.  The  physicians  of  doctors 
should  recognize,  first  of  all,  that  their 
patient’s  tendency  to  deny  illness  will  make 
a diagnosis  difficult;  secondly,  the  patient’s 
virtue  of  not  troubling  his  doctor  may  lead 
to  the  wish  to  self -prescribe;  and,  thirdly, 
the  patient’s  willingness  to  care  selflessly 
for  others  may  conceal  a greater  than 
average  need  to  be  given  to.  The  physicians 
of  doctors  should  be  alert  to  depression  in 
their  patients  and  must  inquire  directly 
about  self-medication. 

We  must  have  a clean  house  ourselves  be- 
fore we  attempt  to  help  others  clean  theirs. 
It  is  mandatory  that  medical  societies  recog- 
nize the  problem  of  drug  abuse  by  some  of 
its  members.  Man  is  weaker  than  he  wishes 
to  think  himself;  even  the  professional  man 
who  knows  about  the  effects  of  the  drugs 
can  delude  himself  into  thinking  that  for 
him  they  are  not  dangerous.  Only  when 
organized  medicine  recognizes  this  fallacy 
will  it  be  adequately  prepared  to  help 
others  cure  this  cancer  on  our  American 

scene’  A.B.S. 
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AMERICAN  BOARD  OF  FAMILY  PRACTICE 

After  years  of  planning  and  hopes,  the 
American  Board  of  Family  Practice  has 
become  a reality. 

On  February  28  and  March  1,  2000  family 
doctors  met  the  challenge  of  taking  written 
examinations  to  qualify  for  certification. 
These  2000  who  took  the  examination  given 
simultaneously  at  36  centers  in  the  country, 
are  those  who  have  practiced  at  least  six 


years  as  a family  practitioner,  or  have  had 
a residency  in  some  specialty  but  desire  to 
practice  as  a family  physician.  All  needed 
to  have  completed  300  hours  of  accredited 
continuing  education. 

After  the  first  decade,  candidates  for  this 
Board  will  need  to  have  completed  specialty 
training  in  an  approved  residency  program. 
The  development  of  a sufficient  number  of 
such  training  programs  is  a need  which 
hopefully  will  be  met  in  the  next  few  years. 

The  American  Academy  of  General  Prac- 
tice had  the  vision  to  require  150  hours  of 
accredited  continuing  education  every  3 
years  to  maintain  membership  in  the  or- 
ganization. This  vision  continues,  in  that 
this  new  Board  was  so  established  as  to 
require  the  demonstration  of  ongoing  com- 
petence. Those  to  be  certified  have  agreed 
to  recertification  after  six  years.  This  may 
set  a pattern  to  meet  the  threats  of  re- 
licensure or  recertification  to  continue  in 
the  practice  of  medicine. 

In  this  issue  Dr.  Trabue  has  pointed  up 
the  medical  manpower  shortage  especially 
in  the  more  rural  areas.  Wilson1  in  com- 
menting upon  the  new  Board  and  its  activi- 
ties, wrote  “with  much  greater  numbers  of 
these  primary-care  men  expected  to  emerge 
in  the  reasonable  future,  there  is  reason  to 
suspect  that  the  current  serious  shortage 
of  physicians  in  sparsely  populated  areas 
will  begin  to  take  care  of  itself.”  This  is 
everyone’s  fervent  hope! 

And  yet, 

“A  young  and  energetic  man  who  has  spent 
six  years  in  obtaining  a University  education, 
and  four  more  in  the  study  of  medicine  as  it 
ought  to  be  studied,  that  is  to  say,  in  preparing 
himself  to  study  and  investigate  for  the  rest  of 
his  life,  will  not  settle  in  certain  districts.  He 
has  invested  ten  years’  labour,  and  from  five  to 
ten  thousand  dollars,  and  a locality  . . . will  not 
be  satisfactory,  in  part  because  the  capital  should 
bring  a better  interest,  in  part  because  he  will 
have  acquired  tastes  which  will  make  his  life 
unpleasant  in  such  places.  Yet  these  places  must 
have  physicians  of  some  sort,  and  it  is  not  clear 
as  to  how  they  are  to  be  supplied,  if  some  of 
the  universal  and  extensive  reforms  in  medical 
education  which  have  been  proposed  were  to  be 
enforced.”2 

Does  this  have  a familiar  ring?  It  was 
written  almost  a century  ago. 

One  can  always  hope! 


R.  H.  K. 
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IN  MEMORIAM 


Hillman,  John  William,  Nashville.  Died  March 
6,  1970,  Age  49.  Graduate  of  Johns  Hopkins  Uni- 
versity, 1945.  Member  of  Nashville  Academy  of 
Medicine. 

Shipley,  D.  R.,  Clarksville.  Died  February  19, 
1970,  Age  38.  Graduate  of  University  of  Ten- 
nessee Medical  School,  1957.  Member  of  Mont- 
gomery County  Medical  Society. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


The  Journal  takes  the  opportunity  to  wel- 
come these  new  Tennessee  Medical  Association 
Members. 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

M.  B.  McKinney,  M.D.,  Crossville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Elizabeth  Backus,  M.D.,  Nashville 
Leon  Cochran,  M.D.,  Madison 
William  L.  Glover,  M.D.,  Old  Hickory 
Marcelle  R.  Hamberg,  M.D.,  Nashville 
F.  Hayden  Lambert,  M.D.,  Nashville 
John  R.  Nelson,  M.D.,  Nashville 
Robert  H.  Shipp,  M.D.,  Madison 
Paul  E.  Slaton,  Jr.,  M.D.,  Nashville 

ROANE -ANDERSON  COUNTY  MEDICAL  SO- 
CIETY 

Joan  Woods,  M.D.,  Oak  Ridge 
Samuel  J.  Pieper,  M.D.,  Oak  Ridge 
Thomas  J.  Grause,  M.D.,  Oak  Ridge 

SHELBY  COUNTY  MEDICAL  SOCIETY 

Lawrence  G.  Gardner,  Jr.,  M.D.,  Memphis 
James  Butler  Green,  M.D.,  Memphis 
David  Holloway,  M.D.,  Memphis 
Tandy  Graves  Morris,  M.D.,  Memphis 
Morris  W.  Ray,  M.D.,  Memphis 


Knoxville  Academy  of  Medicine 

The  March  meeting  of  the  Knoxville 
Academy  of  Medicine  featured  a talk  on 
“Advances  in  Drug  Therapy  of  Hyperten- 
sion” by  Dr.  Shakill  Mohammed,  Associate 
Professor  of  Pharmacology  and  Medicine  at 
the  University  of  Cincinnati.  Also,  Dr.  Al- 
fred Beasley,  Chief  of  Medicine  at  the  Uni- 
versity of  Tennessee  Research  Center  and 
Hospital,  presented  a case  report  entitled 
“An  Unusual  Case  of  Hypertension.” 

At  its  February  meeting,  the  Academy 
voted  to  endorse  and  support  efforts  to  de- 
velop a firm  Air  Pollution  Control  Division 
in  Knox  County.  It  was  also  agreed  to  aid 
the  Academy’s  Ladies  Auxiliary  and  the 
local  Law  Enforcement  Agencies’  efforts  in 
presenting  programs  to  school  children  con- 
cerning drug  abuse.  Reports  of  plans  to  staff 
the  upcoming  Rubella  city-wide  vaccination 
program  were  also  heard. 
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The  Month  In  Washington 
(From  Washington  Office,  AMA) 

The  Nixon  Administration  called  for  lim- 
itations on  medicare  and  medicaid  reim- 
bursements to  physicians  and  hospitals. 

Health,  Education  and  Welfare  Under 
Secretary  John  G.  Veneman  told  the  Senate 
Finance  Committee  that,  because  of  rising 
costs,  “it  is  now  time  to  make  some  funda- 
mental changes  in  the  law  which  governs 
medicare  and  medicaid  reimbursements.” 
He  said  the  reasonable  cost  and  reasonable 
charge  criteria  in  the  medicare  law  had  not 
provided  opportunity  for  major  cost-control 
efforts. 

“We  need  an  incentive  system  of  institu- 
tional reimbursement  and  we  need  changes 
in  the  law  that  will  help  control  the  in- 
creases in  the  amount  that  the  medicare 
program  will  recognize  in  the  charges  of 
individual  practitioners.  . . . 

“I  believe  . . . that  the  law  should  be 
changed  so  as  to  limit  further  the  rate  at 
which  increases  in  physicians  fees  would  be 
recognized  by  medicare.  The  basic  difficulty 
at  present  is  that  despite  the  improvements 
which  have  been  made  in  applying  reason- 
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able  charge  guidelines,  the  best  that  can  be 
done  under  present  law  is  to  introduce  a 
lag  in  the  recognition  of  fee  increases  . . . 

“Customary  and  prevailing  charges  under 
the  program  and  the  fees  recognized  by  the 
carriers  under  comparable  circumstances  in 
their  own  business  reflect,  in  the  long  run 
and  after  a suitable  lag  in  recognition  of 
fee  increases,  whatever  physicians  choose 
to  charge  the  public  generally  in  a market 
where  growing  demand  is  pressing  increas- 
ingly on  the  limited  supply  of  health  per- 
sonnel. 

“Reliance  on  Blue  Shield  fee  schedules 
as  the  limiting  factor  in  medicare  reim- 
bursement, as  suggested  in  the  Senate 
Finance  Committee  staff  report,  however, 
would  not  seem  to  us  to  have  long-run 
viability.  Tying  payments  under  a program 
as  large  as  medicare  to  Blue  Shield  sched- 
ules would  surely  exert  a major  upward 
pressure  on  those  schedules  . . . 

“We  believe  that  it  is  necessary  to  move 
in  the  direction  of  an  approach  to  reason- 
able charge  reimbursement  that  ties  recog- 
nition of  fee  increases  to  an  index. 

“Under  such  an  approach,  allowable 
charges  recognized  for  medicare  would  next 
year  be  generally  limited  to  either  presently 
recognized  charges  or  to  a new  prevailing 
level  set  at  the  75th  percentile  of  1969 
average  customary  charges  for  a given 
service  in  an  area.  In  the  future  the  prevail- 
ing charge  screen  would  move  upward  only 
in  proportion  to  increases  in  an  index  made 
up  of  pertinent  portions  of  wage  and  price 
indices.  Under  such  an  approach,  recogni- 
tion of  fee  increases  would  continue,  but 
only  in  relation  to  things  that  are  happen- 
ing in  other  parts  of  the  economy  and  that 
have  a bearing  on  the  physician’s  cost  of 
doing  business.” 

The  American  Medical  Association  said 
that  any  proposal  for  further  limitations  on 
physicians’  fees  under  the  government  pro- 
grams would  be  unwise. 

“For  all  practical  purposes,  a freeze  on 
physicians’  fees  under  the  two  federal  pro- 
grams has  been  in  effect  for  more  than  a 
year  and  has  proven  to  be  ineffective,” 
Gerald  D.  Dorman,  M.D.,  AMA  President, 
said.  “The  costs  of  the  program  have  con- 


tinued to  rise  in  spite  of  the  freeze. 

“Physicians  are  disturbed  by  threats  of 
additional  federal  controls. 

“Burdening  these  busy  doctors  with  more 
red  tape  and  restricting  payments  to  un- 
realistically low  levels  may  drive  them 
away  from  participating  in  Medicare  and 
Medicaid.  Then  the  government  will  have 
discriminated  against  many  people  who 
need  medical  care  . . . 

“The  national  interests  would  be  better 
served  if  everyone  joined  with  the  Ameri- 
can Medical  Association  in  its  efforts  to  pro- 
vide more  physicians.” 

^ ^ ^ 

The  National  Society  for  Medical  Re- 
search said  that  no  valid  finding  on  the 
effects  of  marijuana  can  be  expected  for 
another  two  to  seven  years. 

Science  Research  Society  said  part  of  the 
difficulty  is  there  is  no  standard  yardstick 
for  evaluating  marijuana  in  scientific 
studies.  The  basic  weed  from  which  mari- 
juana is  made  can  vary  from  plant  to  plant 
and  from  country  to  country,  the  group  said. 

But  the  Society  cautioned  in  a statement: 
“Until  scientifically  proven  results  are  ob- 
tained, it  appears  as  foolhardy  to  smoke 
marijuana  as  it  would  be  to  take  any  other 
unknown  drug  or  chemical  agent  just  for 
kicks.” 

The  Society  said  two  projects  are  now 
going  on  in  an  effort  to  achieve  scientific 
standardization  in  marijuana  studies. 

The  federal  government  has  negotiated 
new  agreements  with  France  and  Turkey 
aimed  at  stemming  the  flow  of  heroin  into 
this  country. 

But,  in  announcing  the  agreements,  John 
E.  Ingersoll,  director  of  the  Bureau  of  Nar- 
cotics and  Dangerous  Drugs,  said  the  gov- 
ernment’s long-range  objective  in  dealing 
with  the  problem  is  “to  induce  the  medical 
community  to  find  adequate  substitutes”  for 
opium,  from  which  heroin  is  derived. 

Ingersoll  admitted  the  U.  S.  was  asking  a 
great  deal  of  Turkey  where  opium  has  been 
grown  for  centuries. 

“But  when  you’ve  got  over  900  deaths 
last  year  from  heroin,  224  of  them  teenagers, 
in  one  city,  I think  you’ve  got  a right  to 
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start  hollering,”  he  said.  “There  have  been 
three  deaths  a day  for  heroin  in  New  City 
this  year.  It  is  the  major  cause  of  death  for 
18  to  35-year-olds  in  New  York  City.” 

Ingersoll  estimated  80  per  cent  of  the  2.5 
to  3 tons  of  heroin  smuggled  into  the  U.S. 
annually  comes  from  the  poppy  fields  of 
Turkey  via  the  clandestine  laboratories  of 
France  where  the  opium  is  refined  into 
heroin. 

The  agreement  with  Turkey  includes  a $3 
million  loan  approved  by  the  agency  for 
international  development  in  1968.  The 
money  is  to  be  used  partly  to  help  the  Turks 
substitute  crops  like  sugar  beets  and  sor- 
ghum for  opium  and  partly  to  equip  and 
train  a 460-man  narcotics  police  force. 

The  U.  S.  agreement  with  France  calls 
for  frequent  exchange  of  meetings  in  Wash- 
ington, D.C.  and  in  Paris  to  exchange  infor- 
mation on  such  matters  as  the  known  drug 
traffickers  and  trafficking  routes. 

France  also  has  assigned  a force  of  300 
police  to  fight  narcotics  internally  and  30 
police  to  combat  it  at  the  international  level. 
Ingersoll’s  narcotics  bureau  will  increase 
its  manpower  in  France  next  year  and  also 
will  engage  in  a crosstraining  program  with 
French  police. 

^ ^ ^ 

Congress  finally  approved  an  appropria- 
tion bill  acceptable  to  President  Nixon  to 
provide  funds  for  the  Health,  Education  and 
Welfare  and  the  Labor  departments  for  the 
1970  fiscal  year  which  began  last  July  1. 

The  two  departments  operated  under 
stopgap  Congressional  resolutions  while 
Nixon  and  Congress  battled  over  how  much 
money  the  bill  should  provide.  The  Presi- 
dent vetoed  the  first  bill  passed  by  Congress 
on  the  ground  that  it  would  be  inflationary 
because  it  exceeded  his  budget  by  $1.2  bil- 
lion. Congress  sustained  the  veto  but  still 
refused  to  go  all  the  way  with  Nixon  in 
cutting  funds  for  the  two  departments.  The 
second  bill  totaled  $19.4  billion,  $680  million 
more  than  the  President  requested.  But 
Nixon  accepted  the  compromise  amount 
when  Congress  added  a provision  authori- 
zing him  to  withhold  two  per  cent  of  the 
funds. 

The  second  bill  had  $176  million  in  Hill- 


Burton  hospital  funds,  compared  with  $258 
million  in  the  vetoed  measure.  The  appro- 
priation for  health  facilities,  educational 
research  and  libraries  was  cut  from  $149 
million  to  $126  million. 

Health  manpower  direct  loan  funds  re- 
mained the  same,  $234.5  million,  but  an  ad- 
ministration spokesman  said  it  was  planned 
to  withhold  $15.5  million.  Other  announced 
plans  to  withhold  funds  in  the  health  field 
included: 

— $6  million  from  $108.8  million  for  air 
pollution  control; 

— $6.3  million  from  $35.5  million  for  con- 
struction of  community  mental  health 
centers; 

— $6.3  million  from  $360.3  million  for 
mental  health  programs; 

— $8.7  million  from  $146.3  million  for  the 
National  Institute  of  Arthritis  and  Metabolic 
Diseases; 

— $5.7  million  from  $107  million  for  the 
National  Institute  of  Neurological  Diseases 
and  Stroke; 

— $1.3  million  from  $103.7  million  for  the 
National  Institute  of  Allergies  and  Infec- 
tious Diseases; 

— $10.3  million  from  $164.6  million  for  the 
National  Institute  of  General  Medical 
Sciences; 

— $7  million  from  $76.6  million  for  general 
research  and  services. 

^ ^ ^ 

The  Food  and  Drug  Administration  an- 
nounced plans  to  require  that  a warning 
leaflet  be  included  in  every  package  of  birth 
control  pills. 

“I  have  come  to  the  conclusion  that  the 
information  being  supplied  to  the  patients  in 
the  case  of  the  oral  contraceptive  is  insuf- 
ficient and  that  re-evaluation  of  our  present 
policies  is  in  order,”  FDA  Commissioner 
Charles  C.  Edwards,  M.D.,  told  the  Senate 
Monopoly  Subcommittee  at  one  of  its  public 
hearings  on  side-effects  of  birth  control  pills. 

A proposed  draft  of  the  warning  leaflet 
states  that  “there  is  a definite  association 
between  blood-clotting  disorders  and  the  use 
of  oral  contraceptive.” 

It  emphasizes  the  importance  of  reporting 
any  side-effects  to  “your  doctor.” 

“All  of  the  oral  contraceptive  pills  are 
highly  effective  for  preventing  pregnancy, 
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when  taken  according  to  the  approved  di- 
rections,” the  proposed  draft  says.  “Your 
doctor  has  taken  your  medical  history  and 
has  given  you  a careful  physical  examina- 
tion. He  has  discussed  with  you  the  risks  of 
oral  contraceptives  and  has  decided  that  you 
can  take  this  drug  safely. 

“This  leaflet  is  your  reminder  of  what 
your  doctor  has  told  you.  Keep  it  handy  and 
talk  to  him  if  you  are  experiencing  any  of 
the  conditions  you  find  described  . . . 

“Besides  women  who  have  or  who  have 
had  blood  clots,  other  women  who  should 
not  use  oral  contraceptives  are  those  who 
have  serious  liver  disease,  cancer  of  the 
breast  or  certain  other  cancers  and  vaginal 
bleeding  of  unknown  cause. 

“If  you  have  heart  of  kidney  disease, 
asthma,  high  blood  pressure,  diabetes,  epi- 
lepsy, fibroids  of  the  uterus,  migraine  head- 
aches, or  if  you  have  any  problems  with 
mental  depression,  your  doctor  has  indi- 
cated you  need  special  supervision  while 
taking  oral  contraceptives. 

“Even  if  you  don’t  have  special  problems, 
he  will  want  to  see  you  regularly  to  check 
your  blood  pressure,  examine  your  breasts 
and  make  certain  other  tests.” 

An  American  Medical  Association  spokes- 
man questioned  the  tone  of  the  language  of 
the  FDA’s  draft  of  the  leaflet. 

“In  general,  it  is  a good  idea  to  have  a 
package  insert  but  the  text  of  the  FDA 
proposal  raises  serious  question  about  the 
relationship  between  doctor  and  patient,” 
he  said.  “It  puts  the  full  responsibility  on 
the  physician,  but  oral  contraceptives  gener- 
ally are  prescribed  more  as  a convenience  to 
a patient  than  as  a medication.  The  patient 
must  share  responsibility  both  morally  and 
legally  and  be  alerted  to  her  own  responsi- 
bility.” 

The  FDA  now  requires  that  pharmaceuti- 
cal manufacturers  only  warn  physicians  and 
pharmacists  of  side-effects  and  possible 
hazards  of  taking  birth  control  pills.  Makers 
of  the  drugs  were  given  opportunity  to 
comment  on  the  proposed  leaflet  after  its 
publication  in  the  Federal  Register. 

^ ^ 

Identical  bills  designed  to  increase  the 
number  of  physicians  and  allied  health 
personnel  in  family  medicine  have  been  in- 


troduced in  the  House  and  Senate.  Sponsors 
of  the  legislation  say  that  prospects  are  good 
for  Congressional  approval  this  year. 

The  legislation  would  authorize  $50  mil- 
lion for  the  current  fiscal  year  of  1971,  $75 
million  for  fiscal  1972  and  $100  million  for 
each  of  the  next  fiscal  years  for  grants  to 
medical  schools  and  hospitals.  The  grants 
would  be  to  help  medical  schools  and  hos- 
pitals establish  departments  and  programs 
in  family  practice  of  medicine  and  to  en- 
courage the  training  of  allied  health  person- 
nel in  that  field  of  medicine. 

Sen.  Ralph  W.  Yarborough  (D.-Tex.) 
sponsored  the  legislation  (S.  3418)  in  the 
Senate.  Thirty-one  other  senators,  both 
Democrats  and  Republicans,  were  co-signers 
of  the  bill.  Yarborough  is  chairman  of  both 
the  Senate  Labor  and  Public  Welfare  Com- 
mittee and  the  Subcommittee  on  Health 
which  will  handle  the  legislation.  An  aide 
said  the  senator  would  schedule  hearings 
and  that  he  was  confident  the  Senate  would 
approve  the  legislation  this  year. 

Rep.  Fred  B.  Rooney  (D.-Pa.)  introduced 
the  bill  (H.  R.  15793)  in  the  House  first  this 
year.  Rooney  is  a member  of  the  House 
Interstate  and  Foreign  Commerce  Commit- 
tee which  will  handle  the  legislation  on  that 
side  of  the  capitol.  Several  other  House 
members  also  introduced  it  separately. 

Aides  to  both  Yarborough  and  Rooney 
said  they  had  worked  with  representatives 
of  the  American  Academy  of  General  Prac- 
tice in  drafting  the  legislation. 
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Dr.  Ingram  Will  Not 
Seek  Re-Election 

Dr.  Alvin  J.  Ingram,  Memphis,  has  an- 
nounced that  he  will  not  seek  re-election  to 
the  American  Medical  Association  Board  of 
Trustees  due  to  the  press  of  professional  and 
personal  business. 

Dr.  Ingram  was  elected  to  the  Board  of 
Trustees  in  1964.  He  was  born  in  1914  and 
received  an  M.D.  from  the  University  of 
Tennessee  in  1939.  He  served  an  internship 
and  residency  at  the  University  of  Michigan 
Hospital  in  Ann  Arbor.  In  1941  he  began  a 
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Fellowship  in  Orthopaedic  Surgery  at  the 
Willis  C.  Campbell  Clinic  in  Memphis.  After 
service  in  the  U.  S.  Army  during  World  War 
II,  he  joined  the  staff  of  the  clinic  in  1947. 
He  was  recently  chosen  Chief  of  Staff  of 
the  seventeen  man  clinic. 

He  is  also  an  Associate  Professor  of  Ortho- 
paedics at  the  University  of  Tennessee  and 
Chief  of  Staff  of  the  Crippled  Children’s 
Hospital  in  Memphis.  In  addition,  he  is  a 
member  of  the  local,  state,  national  and 
international  Orthopaedic  Society. 

At  the  American  Medical  Association,  he 
has  served  as  a member  of  the  National 
Speakers  Bureau  since  1961.  As  an  AMA 
Delegate,  he  served  on  several  reference 
committees  and  was  a member  of  the  Gund- 
erson Committee  to  review  the  House  of 
Delegates.  He  has  also  served  as  Secretary- 
Treasurer  of  the  AMA. 

Governor's  Conference  on  Drugs 
Held  in  Nashville 

The  first  Governor’s  Conference  on  Drugs 
was  held  March  10  and  11  at  the  War 
Memorial  Auditorium  in  Nashville.  The  con- 
ference was  designed  to  provide  orientation 
as  to  the  nature  of  drug  abuse  and  addiction, 
to  identify  the  scope  of  the  problem,  to  stim- 
ulate major  community  and  citizen  involve- 
ment in  a program  of  prevention  and  con- 
trol, and  to  set  guidelines  for  development 
of  such  program. 

Eminent  speakers  from  Tennessee  and 
across  the  Nation  included  Dr.  Sidney  Co- 
hen, Director  of  the  Division  of  Narcotic 
Addiction  and  Drug  Abuse  of  the  National 
Institute  of  Mental  Health;  Dr.  Joel  Fort 
of  Berkeley,  California,  author  of  “The 
Pleasure  Seekers”  and  a specialist  in  nar- 
cotic abuse;  Barbara  Eisenstadt,  Corner 
Drug  Store  program,  University  of  Florida, 
Gainesville;  Dr.  Jerome  H.  Jaffe,  Associate 
Professor,  Department  of  Psychiatry,  Uni- 
versity of  Chicago,  and  Director  of  the  Drug 
Abuse  Program  of  the  Illinois  Department 
of  Mental  Health;  Dr.  Edward  Lewis,  Chief 
Medical  Officer,  Bureau  of  Narcotics  and 
Dangerous  Drugs,  Washington,  D.C.;  and 
many  others. 

Governor  Buford  Ellington  delivered  the 
welcoming  address  and  Dr.  Frank  Luton, 


Commissioner  of  the  State  Department  of 
Mental  Health,  coordinating  agency  for  the 
conference,  presided  at  the  opening  meeting. 

The  University  of  Tennessee 
Medical  Units 

The  Medical  Units  soon  may  be  admitting 
almost  totally  Tennessee  residents  if  recent 
trends  continue,  reports  Admissions  Direc- 
tor Eugene  F.  Tragesser.  The  quantity  and 
quality  of  Tennessee  applicants  for  admis- 
sion to  most  of  the  colleges  and  programs  of 
the  medical  units  have  been  increasing  so 
rapidly  in  recent  years  that,  for  instance, 
applications  for  the  September,  1970,  enter- 
ing class  in  medicine  produced  two  qualified 
Tennessee  residents  for  each  spot  available 
in  the  class.  Similar  situations  exist  in 
pharmacy  and  dentistry.  Non-resident  en- 
rollment in  dentistry  may  shortly  be  re- 
stricted to  residents  of  Mississippi  and 
Arkansas  (both  states  have  enrollment  con- 
tracts with  the  University) . 

Furthermore,  said  Tragesser,  all  appli- 
cants are  presenting  better  credentials.  “Not 
only  are  grade  point  averages  higher,  but 
degrees  are  in  greater  evidence.”  Approxi- 
mately 95  to  97%  of  the  students  entering 
Medicine  in  September,  1970  will  hold  de- 
grees. 

Tragesser  noted  only  one  dark  spot  in  the 
generally  bright  admissions  outlook — fed- 
eral loans  and  scholarships  will  be  reduced 
for  the  coming  year,  making  it  more  diffi- 
cult, for  both  current  and  incoming  students 
to  secure  financial  assistance. 

* * * 

The  University  of  Tennessee  Medical 
Units  have  launched  a long-range  program 
to  enroll  black  students  for  careers  in  the 
health  professions. 

Of  the  estimated  1,700  students  enrolled  at 
the  Medical  Units  here  only  24  are  black. 
Records  of  the  Comprehensive  Public 
Health  Planning  Service  show  that  Tennes- 
see has  3,609  doctors  and  only  114  of  these 
are  non-white.  The  state  has  1,515  dentists, 
of  whom  only  71  are  non-white. 

Since  relatively  few  applications  are  be- 
ing received  from  black  students,  a crash 
recruiting  program,  funded  by  an  $8,000 
grant  from  the  Office  of  Economic  Oppor- 
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tunity,  is  now  underway.  The  Medical  Units 
were  the  only  medical  complex  in  the  South 
and  one  of  thirteen  in  the  nation  which 
received  OEO  grants  of  this  type.  Approxi- 
mately $5,000  of  the  grant  will  provide 
financial  assistance  for  the  black  visitors 
and  $3,000  will  cover  the  costs  of  recruiting 
on  Tennessee  College  campuses. 

The  UT  College  of  Medicine  will  enroll 
100  new  students  next  Fall  and  its  objective 
is  to  have  10  black  students  in  this  number. 
The  objective  is  based  on  the  fact  that  ap- 
proximately 11%  of  the  nation’s  population 
is  black  and  the  black  community  has  re- 
quested that  black  students  constitute  10% 
of  the  new  enrollees  entering  the  nation’s 
colleges  of  Medicine  next  Fall.  At  this  time, 
only  2.2%  of  the  nation’s  physicians  are 
black. 

Vanderbilt  University 
School  of  Medicine 

A Symposium  on  the  Control  of  Hyper- 
tension will  be  held  April  30,  1970,  in  con- 
nection with  the  Abraham  Flexner  Lecture- 
ship. Dr.  Franz  Gross  of  the  University  of 
Heidelberg  has  accepted  the  Abraham  Flex- 
ner Lectureship  for  1970. 

The  one-day  symposium,  jointly  sponsored 
by  Vanderbilt  University  and  the  Middle 
Tennessee  Heart  Association,  will  be  held  in 
Underwood  Auditorium.  Participants  in- 
clude, in  addition  to  the  distinguished  visit- 
ing scientist,  Dr.  Gross:  Dr.  Robert  Gaunt, 
Ciba  Pharmaceutical  Company,  “Steroid 
Factors  in  Hypertension:  Experimental  Evi- 
dence”; Dr.  Irvine  H.  Page,  editor  of  Modern 
Medicine  and  member  of  the  research  divi- 
sion of  Cleveland  Clinic  Foundation,  “Hy- 
pertension as  Mosaic”;  Dr.  E.  D.  Freis, 
Veterans  Administration  Hospital,  Washing- 
ton, D.C.,  “The  Natural  History  of  Un- 
treated Hypertension:  Statement  of  the 

Problem”;  Dr.  W.  Stanley  Peart,  F.R.C.P., 
St.  Mary’s  Hospital,  London,  England, 
“Renal  Factors  in  Hypertension”;  Dr.  James 
C.  Melby,  Boston  University,  “Steroid  Fac- 
tors, Diagnosis  and  Treatment  and  New 
Developments”;  Dr.  John  Foster,  Vanderbilt 
University,  “Surgical  Aspects  of  Renal  Hy- 
pertension”; Dr.  Grant  Diddle,  Vanderbilt 
University,  “Role  of  Adrenal  Cortex”;  and 


Dr.  John  Oates,  Vanderbilt  University, 
“Malignant  Hypertension:  Mechanisms  and 
Management.” 

^ ❖ 

A Division  of  Plastic  Surgery  has  been 
established  within  the  Department  of  Sur- 
gery with  Dr.  Greer  Ricketson  as  chief  of 
the  division. 

Training  in  plastic  and  reconstructive 
surgery,  which  includes  head  and  neck  sur- 
gery, the  surgery  of  burns  and  of  congenital 
anomalies,  maxillo-facial  trauma,  aesthetic 
surgery,  and  general  reconstructive  surgery, 
including  surgery  of  the  hand,  will  be  of- 
fered on  a postgraduate  level. 

^ 

Dr.  Marc  Hollender,  who  was  professor  of 
psychiatry  at  the  University  of  Pennsyl- 
vania, is  replacing  Dr.  William  F.  Orr  as 
Chairman  of  the  Department  of  Psychiatry. 
He  has  been  chairman  of  the  psychiatry 
department  at  the  State  University  of  New 
York’s  Upstate  Medical  Center  and  director 
of  Syracuse  Psychiatric  Hospital  and  chief 
of  the  psychiatric  outpatient  department  for 
the  University  of  Illinois  Medical  School’s 
Neuropsychiatric  Institute. 

The  author  of  The  Practice  of  Psycho- 
analytic Psychotherapy,  Dr.  Hollender  is  a 
1941  graduate  of  the  University  of  Illinois 
Medical  College. 

5jS  % H* 

Dr.  Bradley  E.  Smith,  Chairman  of  the 
Anesthesiology  Department  has  begun  his 
new  assignment.  He  comes  from  the  Uni- 
versity of  Miami  Medical  School,  Coral 
Gables,  where  he  was  associate  professor  of 
anesthesiology.  He  was  also  consultant  in 
anesthesia  to  the  V.  A.  Hospital  in  Coral 
Gables  and  consultant  for  an  anesthesia, 
maternity,  and  infant  care  project  operated 
by  Dade  County.  After  graduation  from  the 
University  of  Oklahoma  Medical  School  in 
1957,  Dr.  Smith  completed  a residency  in 
anesthesiology  at  the  U.  S.  Naval  Hospital 
in  St.  Albans,  N.  Y.  He  was  a fellow  in 
anesthesiology  at  Columbia  University — 
Presbyterian  Hospital  Medical  Center  and 
an  instructor  in  anesthesiology  at  Yale  Uni- 
versity Medical  School  before  joining  the 
University  of  Miami  Medical  School  faculty 
in  1963. 
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The  first  Paul  W.  Sanger  Professor  of 
Experimental  Surgery  is  Dr.  John  R.  Acker- 
mann  of  Cape  Town,  South  Africa. 

The  Paul  W.  Sanger  Professorship  was 
established  in  April  1969  as  a result  of  a 
gift  from  the  late  Dr.  Paul  W.  Sanger,  a 
1931  graduate  of  the  Vanderbilt  Medical 
School  and  a past  president  of  the  Vander- 
bilt Medical  Alumni  Association.  A special- 
ist in  renal  transplantation,  Dr.  Ackermann 
developed  the  renal  transplantation  pro- 
gram now  in  operation  at  the  University  of 
Cape  Town  Medical  School,  where  he  has 
been  senior  lecturer  in  surgery  and  senior 
surgeon  at  Groote  Schuur  Hospital.  In  the 
field  of  surgical  research,  Dr.  Ackermann  is 
particularly  interested  in  the  problems  of 
storage  and  preservation  of  kidneys  and 
other  tissues  before  transplantation.  He  will 
establish  a research  program  in  transplanta- 
tion biology  and  will  collaborate  with  mem- 
bers of  the  surgery  and  medical  depart- 
ments and  the  urology  divisions  at  Vander- 
bilt and  the  Veterans  Administration  Hos- 
pital in  the  well  established  clinical  renal 
transplantation  program.  He  will  be  Direc- 
tor of  the  S.  R.  Light  Laboratory  for  Med- 
ical Research  at  Vanderbilt  and  Director  of 
the  Surgical  Research  Laboratory  at  the  VA 
Hospital. 

Dr.  Ackermann  was  graduated  from  Dio- 
cesan College  in  South  Africa  and  from  the 
University  of  Cape  Town  Medical  School 
with  honors  in  1960.  After  serving  an  intern- 
ship in  surgery  and  medicine  at  the  Groote 
Schuur  Hospital  in  Cape  Town,  he  com- 
pleted a residency  in  general  and  thoracic 
surgery.  He  then  worked  as  investigator  in 
the  surgical  research  laboratories  at  the 
University  of  Cape  Town  Medical  School 
and  at  St.  Mary’s  Hospital  in  London,  where 
his  primary  field  was  the  biology  of  tissue 
transplantation. 
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Dr.  Jerre  Freeman,  Director  of  the  Mid-South 
Eye  Bank  for  Sight  Restoration,  was  guest 
speaker  at  the  January  19  meeting  of  the  White- 
haven Lions  Club. 

Dr.  H.  A.  Morgan,  Jr.,  Health  Officer  for  the 
Marshall-Bedford  County  Health  Department, 


has  been  appointed  Medical  Director  of  the 
newly  formed  South  Central  Regional  Office  of 
the  State  Department  of  Public  Health. 

Dr.  Lloyd  Elam,  President  of  Meharry  Medical 
College,  was  appointed  to  the  National  Advisory 
Committee  to  the  John  F.  Kennedy  Center  for 
Research  in  Human  Development  in  Nashville. 
Dr.  Elam  will  serve  a four-year  term  on  the 
sixteen  member  advisory  committee,  composed 
of  nationally  eminent  educators,  scientists,  and 
community  leaders. 

Dr.  N.  W.  Kuykendall,  Memphis,  is  now  Presi- 
dent of  the  Methodist  Hospital  medical  staff. 

Dr.  Harwell  Murrey,  Pulaski,  has  been  named 
Chief  of  Staff  of  the  Giles  County  Hospital  and 
President  of  the  Giles  County  Medical  Society. 

Dr.  A.  J.  Ingram,  Memphis,  has  received 
Union  University’s  Distinguished  Service  Award, 
given  annually  by  the  Union  University  Alumni 
Association  in  recognition  of  professional 
achievements.  Dr.  Ingram  is  now  Secretary  of 
the  Board  of  Trustees  of  the  American  Medical 
Association. 

Dr.  Robert  Proffitt,  Maryville,  has  been  se- 
lected Outstanding  Senior  Man  of  the  Year  by 
the  Maryville- Alcoa  Jaycees. 

Dr.  Carl  A.  Hartung,  Chattanooga,  presided 
over  the  19th  Annual  Heart  Symposium  pre- 
sented by  the  Chattanooga  Area  Heart  Associa- 
tion. Dr.  Hartung  is  Chairman  of  the 
Professional  Education  Committee  of  the  Heart 
Association. 

Drs.  James  R.  Thurman,  Cleveland,  and  Don- 
ald R.  Lewis,  Jackson,  have  been  installed  as 
Fellows  of  the  American  College  of  Obstetricians 
and  Gynecologists. 

Dr.  Crawford  W.  Adams,  Nashville,  elected 
Treasurer  of  the  American  College  of  Chest 
Physicians  and  has  also  been  appointed  Editor 
of  the  American  Journal  of  Cardiology. 

Drs.  Daniel  A.  Brody,  Memphis,  Blair  D.  Erb, 
Jackson,  Charles  E.  Koosmann,  Memphis,  and 
James  W.  Pate,  Memphis,  were  recently  granted 
Fellowships  in  the  American  College  of  Car- 
diology, the  National  Medical  Society  for 
Specialists  in  Car dio- Vascular  Diseases. 

Dr.  George  Mann,  Associate  Professor  of  Medi- 
cine at  Vanderbilt  University,  was  the  featured 
speaker  at  the  February  meeting  of  the  Chat- 
tanooga Kiwanis  Club. 

Dr.  Edwin  F.  Crocker,  Jackson,  was  the  guest 
speaker  at  a luncheon  meeting  of  the  Jackson 
Association  of  Life  Underwriters. 

Dr.  Carroll  H.  Long,  Johnson  City,  was  the 
featured  speaker  at  the  annual  banquet  of  the 
Business  and  Professional  Women’s  Club  of 
Nashville.  Dr.  Long  was  named  as  the  1969 
“Physician  of  the  Year”  of  the  Tennessee  Medical 
Association  for  outstanding  service  to  his  com- 
munity and  profession. 

Dr.  William  Murray,  Dyersburg,  has  been 
named  Outstanding  Young  Man  of  the  Year  by 
the  Dyersburg  Junior  Chamber  of  Commerce. 
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Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B]2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 
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BOOK  REVIEW 


ESSENTIALS  OF  ROENTGEN  DIAGNOSIS  OF 
THE  SKELETAL  SYSTEM.  By  Lester  W.  Paul, 
M.D.,  and  John  H.  Juhl,  M.D.,  both  are  Professor 
of  Radiology  at  University  of  Wisconsin  Medical 
School.  268  pages  with  410  illustrations.  Hoeber 
Med.  Division  of  Harper  and  Row,  New  York, 
1967.  Price  S12.50. 

This  volume  is  taken  from  a larger  book  on 
The  Essentials  of  Roentgen  Interpretation  by  the 
same  authors. 

This  book  on  the  skeletal  system  is  a valuable 
reference  work  for  the  internist  and  family 
physician  in  reviewing  systemic  diseases  which 
have  their  manifestations  in  the  skeletal  system. 
This  comment  is  made  because  of  the  interests  of 
the  reviewer  in  systemic  disease.  Nevertheless, 
the  radiologist  and  practitioner  of  any  of  the 
medical  and  surgical  disciplines  wTLl  find  much 
assistance  in  having  this  reference  work  avail- 
able on  his  book  shelf.  It  is  highly  recommended. 

DAVISON'S  COMPLETE  PEDIATRICIAN. 
Edited  by  Jay  M.  Arena,  M.D.,  Professor  of 
Pediatrics,  Duke  University  Medical  Center,  Dur- 
ham. 792  pages.  9th  Edition.  Philadelphia:  Lea  & 
Febiger,  1969.  Price  S19.50. 

This  is  an  old  friend  with  a new  format  and 
cover.  The  book  never  was  intended  to  be  a 
text  book  and  the  new  format  has  not  changed 
this.  Its  coverage  is  too  superficial  for  that  pur- 
pose and  it  was  always  too  large  to  be  a hand- 
book or  a synopsis.  For  example,  on  page  517  of 
the  new  edition  under  the  heading  of  Tetanus, 
appears  the  statement,  ‘‘Tetanus  is  too  common.” 
While  the  meaning  of  this  is  apparent  to  the 
sophisticated  pediatrician  and  the  means  of  pre- 
venting tetanus  are  well  done  on  subsequent 
pages,  the  student  might  not  get  the  reference. 
Acute  rheumatic  fever  and  leukemia  are  also 
“too  common.” 

Yet  for  quick  reference  retrieval  of  hard  to 
find  information  such  as  differential  diagnosis  or 
obscure  syndromes  and  blood  chemistry  values  it 
is  valuable  for  library,  staff  rooms  and  clinics 
where  students  work. 

It  is  well  indexed,  in  itself  a prodigious  task 
for  such  a book.  I miss  the  unprofessional  yet 
amusing  doggerel  verse  on  the  advantages  of 
evaporated  milk  which  appeared  in  previous 
editions. 

The  new  section  on  drugs,  their  use  and  abuse, 
are  as  well  as  the  new  section  on  poisoning  and 
their  treatment  very  well  done  by  the  new 
author-editor  and  friend  of  our  beloved  Dave. 
It  is  a valuable  reference  book  for  libraries  and 
staff  rooms  and  can  be  recommended  for  this 
purpose. 


Excellent  New  Anti-Chiropractic 
Book  Recommended  by  the  AMA 

“At  Your  Own  Risk:  The  Case  Against 

Chiropractic”  is  the  title  of  the  book,  authored 
by  Ralph  Lee  Smith,  published  September  11 
by  Trident  Press.  It  is  of  particular  value  to 
the  medical  profession  in  that  the  debunking  of 
chiropractic  as  a “science”  is  a factual,  fully 
documented  presentation  of  the  history,  philos- 
ophy and  present-day  practices  of  a profession 
that  has  confused  the  public  by  its  false  aura  of 
science  and  its  achievement  of  state  licensure. 

The  author,  an  accomplished  lay  writer  highly 
respected  for  his  objectivity,  reveals  chilling 
facts:  that  a number  of  practicing  chiropractors 
received  their  degrees  by  mail  order;  that  apart 
from  their  chiropractic  training,  many  chiroprac- 
tors have  only  a high  school  education,  and  that 
no  medical  degree  (MD)  is  necessary  or  even 
recommended  as  a prerequisite  to  engage  in  the 
practice  of  chiropractic. 

The  chairman  of  the  AMA  Committee  on 
Quackery,  Joseph  A.  Sabatier,  Jr.,  M.D.,  in  his 
review  of  the  book,  said:  “This  volume  should 
be  read  by  every  physician.  Also,  any  person 
who  has  an  interest  or  commitment  in  the  health 
care  afforded  his  fellow  man  will  be  better 
equipped  by  virtue  of  the  exposure  of  this  un- 
scientific cult  as  a significant  health  hazard.  The 
book  should  be  required  reading  for  every  per- 
son in  the  education  field  concerned  with  career 
counseling.  All  trainees  in  the  health  care  field 
including  every  technical  and  professional 
branch  and  level  of  instruction  should  profit  by 
study  of  the  volume.” 

He  adds  that  this  book  provides  documented 
evidence  upon  which  the  scientific  community, 
the  general  public — and  most  important  of  all — 
legislative  bodies  can  reach  a proper  conclusion. 
In  quoting  the  author,  Doctor  Sabatier  wrote  in 
his  review:  “Whatever  the  difficulties  involved, 
state  legislatures  can  no  longer  ignore  their  pub- 
lic obligation  to  face  the  issues  and  the  facts,  to 
acknowledge  their  error,  and  to  set  things 
straight.  First  of  all,  legislation  in  scientific 
fields  that  pays  no  attention  to  science  is  bad 
law,  and  shows  a deep  failure  on  the  part  of 
legislators  to  fulfill  their  responsibility  to  their 
constituents.  Second,  in  this  country  at  this 
time,  anyone  claiming  to  have  a valid  treatment 
for  human  illness  should  be  required  to  show  its 
validity  before  the  bar  of  science  before  receiv- 
ing a state  license  to  use  it  on  the  sick.  Third, 
the  correct  way  to  deal  with  treatment  methods 
that  cannot  or  will  not  submit  to  the  judgment 
of  scientific  research  is  not  to  limit  and  oversee 
them,  but  to  prohibit  them.  By  abandoning  all 
these  precepts  in  the  face  of  political  pressures 
created  by  chiropractors,  state  legislatures  have 
created  a state-supported  medical  superstition.” 

Smith  proposes  two  steps  that  he  says  must  be 
taken  by  the  legislature  in  the  48  states  that 
license  chiropractors: 
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“The  first  step,  and  one  that  must  be  taken 
immediately,  is  to  prohibit  further  use  of  x-ray 
by  chiropractors  . . . and  the  next  step  is  for 
each  state  to  create  an  orderly  program  for 
withdrawing  chiropractic  licenses.” 

Doctor  Sabatier  advised  that  any  scientifically 
oriented  person  who  reads  this  book  and  who 
does  not  recognize  his  own  obligation  in  exposing 
to  the  public  the  dangers  of  this  specific  health 
hazard  would  do  well  to  re-examine  his  motives. 
To  help  the  medical  profession  accelerate  and 
implement  its  efforts  to  further  its  program  of 
anti-chiropractic  education,  the  AMA  Depart- 
ment of  Investigation  has  purchased  a consider- 
able quantity  of  “At  Your  Own  Risk”  and  offers 
them  at  a discount  price  to  medical  societies  and 
to  individual  physicians.  In  August,  the  Depart- 
ment sent  100  paperback  versions  and  one  hard- 
cover book  to  each  state  medical  society,  and 
one  paperback  to  each  county  medical  society. 

In  a letter  to  each  society,  H.  Doyl  Taylor, 
director  of  the  department,  announced  that  al- 
though the  hard-covers  are  priced  at  $4.95,  the 
special  reduced  cost  for  11  or  more  is  only  $2.50 
each.  Similarly,  the  individual  price  for  the 
paperbacks  is  95  cents,  but  the  AMA  is  making 
a special  offer  of  50  cents  each  for  orders  of  11 
or  more.  The  books,  in  both  hard-cover  and 
paperback,  are  available  from  the  AMA  Order 
Department,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 

Mr.  Taylor  recommends  a wide  distribution 
of  this  book  throughout  both  the  profession  and 
the  community  because  “we  believe  this  inde- 
pendently written,  privately  published  book  will 
be  another  major  tool  that  can  be  used  in 
medicine’s  continuing  attempts  to  inform  the 
public,  in  general,  and  the  legislators,  in  par- 
ticular, about  the  evils  of  chiropractic.” 

Prepared  by  Norman  H.  Budde 
Program  Services  Department 
American  Medical  Association 


ANNOUNCEMENTS 


Calendar  of  Meetings 

1970 

State 

Middle  Tennessee  Medical  As- 
sociation, AEDC,  Tullahoma 
Mid-South  Medical  Association, 
Holiday  Inn-Rivermont,  Mem- 
phis 

National 

2 American  Academy  of  Neurolo- 
gy, Americana  Hotel,  Miami 
Beach 

American  Cancer  Society’s  12th 
Annual  Cancer  Seminar,  Fron- 
tier Hotel,  Las  Vegas 
AMA  Congress  on  Environ- 


mental  Health,  Statler-Hilton 
Hotel,  Washington,  D.C. 

May 

10-14 

American  Urological  Associa- 
tion, Bellevue-Stratford  Hotel, 
Philadelphia 

May 

11-15 

American  Psychiatric  Associa- 
tion, San  Francisco 

May 

20-23 

American  Gastroenterological 
Association,  Sheraton-Boston, 

Boston 

May 

24-27 

American  Thoracic  Society, 
Sheraton,  Cleveland 

May 

25-27 

American  Gynecological  Society, 
The  Homestead,  Hot  Springs, 
Va. 

May 

28-30 

American  Ophthalmological  So- 
ciety, The  Homestead,  Hot 
Springs,  Va. 

June 

15-17 

American  Neurological  Associa- 
tion, Claridge  Hotel,  Atlantic 
City 

June 

21-25 

American  Medical  Association, 
Annual  Meeting,  Chicago 

"Guides  to  the  Evaluation  of  Permanent 
Impairment — The  Skin" — AMA 

This  guide,  like  all  the  others  in  the  series, 
has  been  designed  primarily  for  use  by  physi- 
cians. The  guide  is,  however,  of  interest  and  use 
to  all  concerned  with  the  medical,  administrative, 
or  judicial  aspects  of  programs  for  the  disabled. 
A limited  number  of  copies  of  this  guide  may  be 
obtained,  without  charge,  upon  written  request 
to  the  Committee  on  Rating  of  Mental  and  Phy- 
sical Impairment,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


Mid-South  Medical  Association 
81st  Annual  Meeting 

The  Mid-South  Medical  Association  (formerly 
the  Mid-South  Postgraduate  Medical  Assembly) 
will  hold  its  81st  Annual  Meeting  at  the  Holiday 
Inn-Rivermont  in  Memphis,  on  May  27-29.  An 
excellent  program  has  been  arranged  with  out- 
standing guest  speakers  presenting  the  latest  ad- 
vances in  medicine.  In  addition,  the  Memphis 
Regional  Medical  Program  will  present  aspects 
of  “Rehabilitative  Approaches  to  Patient  Care” 
on  Wednesday  and  Thursday  afternoons,  which 
will  be  of  special  interest  to  both  physicians  and 
para-medical  personnel. 

A post-convention  14-day  tour  of  the  Orient 
has  been  arranged  for  the  members  at  their 
expense.  The  group  will  leave  Memphis  on  June 
1,  fly  directly  to  Tokyo  for  7 days  (optional  side 
trips  to  Nikko,  Kyoto,  and  Expo  ’70)  and  then 
on  to  Hong  Kong  for  the  remaining  7 days. 

ACP  Post  Graduate  Courses 

The  American  College  of  Physicians  has  sched- 
uled the  following  two  courses:  (1)  “Recent 

Advances  in  Endocrinology  and  Selected  Meta- 
bolic Diseases,”  April  22-25,  at  the  University  of 


May  21 
May  26-29 

April  27-May 
May  4-5 
May  4-5 
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California,  San  Francisco  School  of  Medicine; 
(2)  “Clinical  Aspects  of  Infectious  Diseases,” 
May  20-22,  at  the  University  of  Washington 
School  of  Medicine,  Seattle.  Requests  for  infor- 
mation should  be  addressed  to:  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  American 
College  of  Physicians,  4200  Pine  Street,  Phila- 
delphia, Pennsylvania  19104. 


Cancer  Seminar  to  be  Held 
in  Denver 

The  Ninth  Annual  Seminar  on  Cancer  and 
Diseases  of  the  Breast  will  be  held  in  Denver, 
Colorado  at  the  Brown  Palace  Hotel  May  14-16. 
Surgeons,  Radiologists,  Pathologists,  teachers, 
residents  and  technologists  interested  in  diag- 
nosis and  management  of  early  breast  cancer  are 
invited  to  attend  the  seminar  and  participate  in 
the  sessions.  The  program  will  be  sponsored  by 
the  American  College  of  Radiology  and  the 
Cancer  Control  Program  of  the  U.  S.  Public 
Health  Service. 

Physicians  and  others  interested  in  attending 
the  seminar  should  write  Dr.  Wendell  P.  Stampfli, 
Local  Arrangements  Chairman,  c/o  St.  Luke’s 
Hospital,  Denver,  Colorado. 


Tennessee  Heart  Association 
Annual  Meeting 

The  Annual  Meeting  will  be  held  on  May  21- 
22,  at  the  Mountain  View  Hotel  in  Gatlinburg. 

The  opening  day  will  consist  of  scientific  pre- 
sentations and  has  been  designated  as  “Cardiac 
Day.”  Nationally  eminent  speakers  will  discuss 
such  topics  as:  Pathophysiology  of  Arrhythmias, 
the  Bedside  Diagnosis  of  Tacharrhythmias,  the 
Electrophysiologic  Action  of  Anti-arrhythmic 
Drugs,  Pathophysiology  of  Heart  Block,  Bedside 
Diagnosis  of  Heart  Block,  and  the  Role  of  Per- 
manent Cardiac  Pacemakers. 

The  second  day  will  be  open  to  both  lay  and 
professional  people  and  will  begin  with  short 
presentations  on  subjects  such  as  Computer  ECG, 
Vectorcardiography,  and  Ultrasound.  Four  re- 
actor panels  will  also  be  held  simultaneously  on 
the  following  topics:  Research,  Evaluation,  Fund- 
Raising,  and  an  Exercise  and  Risk  Factor  Pro- 
gram. 

The  General  Assembly  of  the  Tennessee  Heart 
Association  will  meet  at  3:00  on  Friday  as  the 
final  order  of  business. 


Mid-South  RMP 
Announces  Appointments 

Members  of  the  1973  Class  of  the  Regional 
Advisory  Group  (RAG)  for  the  Tennessee  Mid- 
South  Regional  Medical  Program  (TMS/RMP) 
have  been  announced.  Fourteen  members  whose 
terms  expired  in  January  were  reappointed  for 
three-year  terms,  seven  new  members  were  ap- 
pointed for  three  years  each  and  three  were 
appointed  for  a one-year  term  to  replace  three 
resignations.  Candidates  for  possible  appointment 
had  been  submitted  to  the  nominating  committee 
by  the  various  institutions,  agencies,  organiza- 
tions, voluntary  health  agencies  and  lay  public. 

Physicians  reappointed  for  three-year  terms 
are:  Faxon  Payne,  M.D.,  of  Hopkinsville,  Ky; 
Robert  S.  Anderson,  M.D.,  of  Nashville;  Randolph 
Batson,  M.D.,  of  Nashville;  Benjamin  Byrd,  M.D., 
of  Nashville;  G.  J.  Tarleton,  M.D.,  of  Nashville; 
David  P.  McCallie,  M.D.,  of  Chattanooga;  Donald 
W.  Bales,  M.D.,  of  Kingsport;  Edward  Hyder, 
M.D.,  of  Erwin;  and  Gilbert  Rannick,  M.D.,  of 
Johnson  City.  Each  has  served  on  the  RAG 
since  its  formation  in  1966. 

New  physician  appointees  include:  Kent 

Carter,  M.D.,  of  Kingsport;  William  Hensley, 
M.D.,  of  Cookeville;  and  Ben  D.  Hall,  M.D.,  of 
Johnson  City. 

New  physician  members  and  reappointees  to 
the  four  TMS/RMP  study  groups  on  Cancer; 
Heart;  Stroke;  and  Education,  Research  & Com- 
munication have  also  been  announced. 

Reappointed  to  the  Heart  Study  Group  were: 
Joseph  E.  Acker,  Jr.,  M.D.,  of  Knoxville;  and 
Walter  A.  McLeod,  M.D.,  of  Johnson  City.  The 
new  members  are:  E.  P.  Muncy,  M.D.,  of  Jeffer- 
son City;  and  Walter  Puckett,  M.D.,  of  Chatta- 
nooga. 

The  Cancer  Study  Group  reappointees  were: 
E.  Kent  Carter,  M.D.,  of  Kingsport;  N.  H. 
Talley,  M.D.,  of  Princeton,  Kentucky;  and  George 
G.  Young,  M.D.,  of  Chattanooga.  Louis  Bernard, 
M.D.,  of  Nashville  and  Dave  J.  Slagle,  M.D.,  of 
Elizabethton  are  new  members. 

Reappointed  to  the  Stroke  Study  Group  were: 
Calvin  Calhoun,  M.D.,  of  Nashville;  Julian  C. 
Lentz,  Jr.,  M.D.,  of  Maryville;  and  Robert  M. 
Roy,  M.D.,  of  Nashville.  Frank  Moore,  M.D.,  of 
Bowling  Green,  Kentucky  is  a new  member  of 
this  study  group. 

The  Education,  Research  & Communication 
Study  Group’s  new  members  are:  Robert  C. 
Coddington,  M.D.,  of  Chattanooga;  and  Lyle 
Smith,  M.D.,  of  Kingsport.  Reappointed  was 
Charles  A.  Trahern,  M.D.,  of  Clarksville. 


Dollars  Today — 
—Doctors  Tomorrow  F 

American  Medical  Association 
Education  and  Research  Foundation 

535  North  Dearborn  Street,  Chicago  10,  Illinois 
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MUTUAL  BENEFIT  LIFE 

Insurance  Company  of  Newark,  New  Jersey 

Invites  You 
to 

Investigate 

Tennessee  Medical  Association's 

GROUP  LIFE  PLAN 

A choice  of: 

Term  and/or  Permanent 
Coverage 

$25,000 — Maximum  Amount  Available 
$50,000 — Accidental  Death  Coverage 
$50,000 — Dismemberment  Coverage 

• Dependent's  coverage 

for  Spouse  and  Children 

• Waiver  of  Premium 

in  the  event  of  Disability 

• Excellent  dividend  results 

annually  since  1961 

• No  Aviation  Limitations 


Doctor , you  can  take 


it  with  you! 


THE  BURDICK  EK-IV  DUAL-SPEED 
ELECTROCARDIOGRAPH 

• 2 6y2  pounds  light,  including  all  acces- 
sories and  carrying  case!  Ideal  for 
office  or  bedside  use 


For  further  information  write: 


Dunn-Lemly-Sizer,  Inc. 

800  Sudekum  Building 
Nashville,  Tennessee 


Two  offices  to  serve  you. 


Edward  C.  Dunn,  CLU 
800  Sudekum  Building 

Nashville,  Tennessee 
242-3331 


Theron  M.  Lemly 
1309  Poplar  Avenue 
Memphis,  Tennessee 


278-0411 


• 25  or  50  mm.  speed  — an  accurate 
record  for  an  accurate  diagnosis 

• frequency  response  greatly  in  excess 
of  minimum  A.M.A.  standards 

• top-loading  paper  drive  eliminates 
tedious  paper-threading  adjustments 


THE  BURDICK  CORPORATION 

MILTON,  WISCONSIN 
Branch  Offices:  New  York  • Chicago  • Atlanta  • Los  Angeles 
Dealers  in  all  principal  cities 

KAY  SURGICAL,  INC. 

1 38  I Madison  Ave. 


Memphis,  Tenn. 
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HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

( LTRZ3 ) 
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Pseudohermaphroditism  has  always  been  puzzling  and  points  up  the  need  for  accuracy  in  diagno- 
sis, so  essential  to  the  physical  and  mental  health  of  those  so  afflicted.  As  the  sciences  of  endocri- 
nology and  genetics  expand,  more  knowledge  is  gained  upon  these  secrets  of  nature.  The  author  re- 
views the  rapid  advances  in  this  field  and  their  application  to  the  practice  of  medicine. 

The  Syndrome  of  Testicular  Feminization: 

Current  Concepts* 

ROBERT  C.  NORTHCUTT,  M.D.,  Nashville,  Tenn. 


Introduction 

Unorthodoxy  as  well  as  orthodoxy  of  the 
human  genitalia  has  captivated  at  least  the 
imagination  of  mankind  throughout  history. 
Men  of  medicine  are  no  exception.  True 
hermaphrodites  with  two  types  of  gonadal 
tissue  and  the  pseudohermaphrodites  with 
one  type  are  nominal  categories  for  individ- 
uals with  erroneous  or  uncertain  sex  assign- 
ment. In  both  categories  a wide  variety  of 
genital  unorthodoxy  is  seen  and  great  effort 
has  been  expended  to  catalogue  and  etiolog- 
ically  to  classify  such  patients  and  their  dis- 
orders. The  testicular  feminization  syn- 
drome is  a familial  form  of  male  psuedo- 
hermaphroditism  characterized  by  virtually 
complete  feminization  and  an  apparently 
unique  resistance  to  the  biologic  effects  of 
testosterone.  Although  this  syndrome  is 
quite  rare,  new  interest  in  it  has  been 
aroused  since  it  may  serve  as  a model  for 
the  study  of  the  action  of  testosterone.  In 
this  brief  review  the  salient  clinical  and 
laboratory  features  will  be  presented  and 
some  of  the  more  recent  investigations  will 
be  summarized  which  have  contributed  to 
our  current  knowledge  regarding  the  possi- 
ble pathogenesis  of  this  disorder. 

Clinical  Features 

Most  of  the  important  clinical  and  ana- 
tomic features  of  the  testicular  feminization 
syndrome  were  compiled  by  Morris1  who  is 
credited  with  the  definitive  clinical  descrip- 

*From  the  Clinical  Research  Division,  Depart- 
ment of  Obstetrics  and  Gynecology,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Ten- 
nessee 37203. 


Table  I 

Clinical  Features  of  Testicular  Feminization 

1.  Female  habitus,  breast  development,  and 
body  contour 

2.  Scanty  or  absent  axillary  and  pubic  hair 

3.  Female  external  genitalia  with  a blind  end- 
ing vagina 

4.  Testes  located  from  the  lower  pole  of  the 
kidneys  to  the  labia 

5.  Testes  differ  slightly  from  usual  undescended 
testes  and  have  high  incidence  of  neoplasm 

6.  Rudimentary  male  duct  system,  epididymis 
and  vasa 

7.  Absence  of  female  duct  system,  uterus  and 
fallopian  tubes 

8.  Negative  sex  chromatin  and  a 46/XY  karyo- 
type 

9.  High  incidence  of  scanty  or  absent  sexual 
hair  in  female  family  members 

10.  Unresponsiveness  to  the  virilizing  and  meta- 
bolic effects  of  testosterone 

tion  of  this  disorder.  These  are  summarized 
in  table  1 with  emphasis  on  the  adult  or 
post-pubertal  patient. 

Body  habitus,  changes  in  contour,  and 
breast  development  occur  at  the  usual  age 
of  puberty  and  are  characteristically  normal 
for  a woman.  Menarche  does  not  occur,  and 
pubic  and  axillary  hair  growth  is  scanty  or 
absent.  The  external  genitalia  are  normal 
for  a woman  but,  on  examination,  the  va- 
gina ends  blindly  and  no  cervix  is  seen. 
Rarely,  the  vaginal  canal  is  absent  with  only 
a superficial  depression  being  present. 

The  testes  are  usually  present  in  the  labia 
majora,  inguinal  canals,  or  in  the  lower 
pelvis  but  may  be  located  as  high  as  the 
inferior  poles  of  the  kidneys.  As  many  as 
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half  such  patients  may  have  an  associated 
inguinal  hernia.  The  testes  have  been  esti- 
mated by  some  authors  to  show  as  high  as 
a 30%  incidence  of  neoplasms  particularly 
in  the  older  individuals.  Some  of  these 
tumors  are  malignant  and  are  similar  in 
type  to  those  arising  in  undescended  testes 
of  otherwise  normal  men.  Histologically,  the 
testis  differs  from  the  usual  cryptorchid 
testis  in  having  a smaller  tubular  diameter, 
less  frequent  by  the  presence  of  germinal 
epithelium,  and  hyperplasia  of  the  Leydig 
cells.  Rudimentary  epididymis  and  vas  de- 
ferens are  usually  present  but  end  blindly 
within  the  pelvis,  and  consequently  cysts  of 
these  structures  may  be  encountered.  The 
uterus  and  fallopian  tubes  are  characteris- 
tically absent. 

Psychologic  orientation  regarding  gender 
identity  and  maternalism  is  essentially  that 
of  a normal  woman.  Many  of  these  individ- 
uals have  had  successful  marriages  and  have 
had  normal  female  sexual  responses,  and  at 
least  one  patient  has  described  almost 
monthly  episodes  of  pelvic  pain  which  she 
attributed  to  ovulation. 

The  genotypic  or  chromosomal  sex  is  con- 
sistant  with  the  male  gonadal  sex.  Charac- 
teristically, the  chromosome  analysis  from 
these  patients  have  had  a normal  male 
karyotype  (46/XY).  Certain  abnormal 
karyotypes  have  been  described,  however, 
in  which  the  individual  had  either  an  extra 
X or  Y chromosome  in  addition  to  the  nor- 
mal male  complement.  Although  the  familial 
nature  of  this  syndrome  is  well  established 
the  precise  mode  of  genetic  transmission  is 
not  known.  Pedigree  studies  have  shown 
the  mode  of  inheritance  to  be  either  that  of 
an  “X”  linked  recessive  or  a male-limited 
autosomal  dominant.  Linkage  studies  have 
been  unsuccessful  in  further  elucidating 
which  is  correct.  The  frequent  occurrence 
of  mothers  and  sisters  of  the  affected  males 
to  have  scanty  or  absent  pubic  and  axillary 
hair  is  probably  compatible  with  either  type 
of  genetic  transmission  and  serves  to  em- 
phasize the  hereditary  aspects  of  this  dis- 
order. 

Paramount  in  this  syndrome  is  the  in- 
ability of  affected  individuals  to  respond  to 
the  virilizing  and  metabolic  effects  of  testos- 
terone. Testosterone  secretion  by  the  testes 


of  these  individuals  is  comparable  to  that  of 
normal  men  but  virilization  at  puberty  does 
not  occur.  Estrogen  production  from  testic- 
ular steroid  precursors  in  the  testicular 
feminization  syndrome  is  the  principal 
source  of  this  hormone  as  it  is  in  normal 
males.  The  metabolic  conversion  of  testos- 
terone to  estrogens  is  also  comparable  to 
that  seen  in  normal  men.  The  administra- 
tion of  large  doses  of  exogenous  testosterone 
to  these  individuals  has  failed  to  produce 
sexual  hair  growth,  voice  changes,  increases 
in  production  of  sebum,  or  clitoral  hyper- 
trophy. In  addition,  the  anabolic  response 
to  testosterone,  as  measured  by  nitrogen, 
citrate,  or  phosphate  retention,  is  not  ob- 
servable. Essentially  all  of  the  anatomic, 
clinical,  and  endocrinologic  manifestations 
of  this  disorder  may  be  explained  on  the 
basis  of  unresponsiveness  to  the  androgenic 
and  anabolic  effects  of  testosterone. 

Diagnosis 

The  diagnosis  of  the  testicular  feminiza- 
tion syndrome  rests  on  establishing  the 
patient  to  be  a genetic  male  with  testes 
capable  of  producing  testosterone  who  is 
unresponsive  to  the  biologic  effects  of  testos- 
terone. Several  varieties  of  developmental 
and  congenital  abnormalities  may  resemble 
this  disorder  but  do  not  fulfill  all  of  the 
above  criteria.  The  anatomic  findings  of 
absence  of  the  uterus  and  feminization,  in- 
cluding development  of  the  breasts,  may  be 
seen  in  otherwise  normal  females.  Certain 
male  pseudohermaphrodites  may  present 
with  a vagina  and  “labial”  testes.  Such  situ- 
ations are  not,  however,  coincident  with 
lack  of  responsiveness  to  testosterone.  Pre- 
pubertal patients  who  have  the  testicular 
feminization  syndrome  and  patients  who 
have  had  bilateral  orchiectomy  may  present 
diagnostic  difficulties.  However,  the  demon- 
stration of  unresponsiveness  to  testosterone 
in  a genetic  male  in  whom  the  presence  of 
testes  has  at  some  time  been  documented  is 
strong  presumptive  evidence  for  this  diag- 
nosis. Such  is  also  the  case  when  unrespon- 
siveness to  testosterone  is  demonstrated  in 
a prepubertal  patient  whose  testes  produce 
testosterone  when  stimulated  with  chorionic 
gonadotropin.  Furthermore,  as  additional 
experience  is  gained,  certain  in  vitro,  as  well 
as  clinical  techniques  may  become  available 
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which  will  provide  an  objective  laboratory 
means  for  establishing  this  diagnosis. 

Management 

The  clinical  management  of  patients  with 
the  testicular  feminization  syndrome  re- 
quires careful  attention  to  both  the  emo- 
tional and  medical  aspects  of  this  disorder. 
Foremost,  as  with  other  disorders  of  sexual 
development,  the  physician  must  always 
use  discretion  regarding  the  patient’s 
genetic  and  gonadal  sex  and  provide  rein- 
forcement of  the  patient’s  sexual  identity. 
The  absence  of  menses  and  the  prospects  of 
infertility,  which  are  frequent  presenting 
complaints,  may  be  the  most  difficult  aspect 
of  management.  Emotionally,  the  patient 
may  be  deeply  concerned  regarding  this 
aspect  of  her  womanhood  and  proper  con- 
cern for  this  must  be  shown  by  the  physi- 
cian. The  patient  can  be  made  aware  that 
the  anatomic  findings  she  has  are  occasion- 
ally encountered  in  otherwise  normal 
women.  She  must  be  reassured  that  she  will 
be  capable  of  functioning  normally  as  a 
woman  but  due  to  her  “birth  defect”  will  be 
infertile.  Finally,  anatomic  discussions  with 
the  patient  or  her  parents  should  be  guarded 
with  respect  to  utilizing  terminology  which 
might  in  some  way  suggest  sexual  ambi- 
guity. 

The  medical  aspects  of  management  in 
different  age  groups  are  based  upon  the 
patient’s  needs  and  a knowledge  of  the 
natural  history  of  testicular  feminization. 
The  prospects  of  neoplastic  degeneration  of 
the  testes  in  these  patients  is  real  but  is 
significant  primarily  in  older  patients.  Bilat- 
eral orchiectomy  was  once  advocated  at  the 
time  of  diagnosis  regardless  of  the  patient’s 
age.  This  is  somewhat  radical.  In  “female” 
children  presenting  with  an  inquinal  hernia 
and  a partially  descended  testis  in  the 
hernia  sac,  the  gonad  should  be  histologi- 
cally identified.  Unless  orchiectomy  is  ab- 
solutely necessary,  the  remaining  testicular 
tissue  should  be  left  in  place  until  it  can  be 
shown  that  the  patient  is  or  is  not  respon- 
sive to  the  virilizing  action  of  testosterone. 
If  normal  responsiveness  to  testosterone  is 
demonstrated,  the  diagnosis  of  testicular 
feminization  can  not  be  made  and  the  re- 
maining testis  should  be  removed  before 


puberty  to  prevent  significant  virilization  at 
that  time.  If  unresponsiveness  to  testoster- 
one is  demonstrated,  no  further  attempt  to 
remove  the  remaining  testicular  tissue 
should  be  made  until  after  pubertal  develop- 
ment and  adult  growth  is  achieved.  Castra- 
tion of  a patient  with  testicular  feminization 
should,  therefore,  be  postponed  until  near 
the  age  of  20  years  or  at  the  time  of  diag- 
nosis only  in  patients  older  than  this.  Such 
an  approach  avoids  the  necessity  of  replace- 
ment therapy  with  ovarian  steroids  until 
after  pubertal  development  is  complete  and 
allows  removal  of  the  testis  before  an  age 
at  which  neoplastic  degeneration  becomes  a 
significant  hazard. 

Vaginal  reconstruction,  if  indicated,  can 
be  performed  as  the  age  of  regular  sexual 
intercourse  and  marriage  approaches.  The 
absence  of  pubic  hair  occasionally  is  cause 
for  concern  by  patients  but  little  can  be 
done  for  this  at  the  present  time. 

Endocrine  Features 

The  results  of  most  of  the  endocrine 
studies  with  this  syndrome  serve  to  em- 
phasize that  the  testes  produce  approxi- 
mately normal  quantities  of  appropriate 
steroids.  The  secretion  rate,  blood  level,  and 
clearance  rate  of  testosterone  is  that  of 
normal  males  as  is  estrogen  production.  The 
testosterone  and  estrogen  levels  fall 
promptly  following  castration  confirming 
the  testes  to  be  their  principal  source.  Men- 
opausal symptoms  also  occur  following  bi- 
lateral orchiectomy  and  replacement  is  re- 
quired. 

Differences  in  peripheral  metabolism  of 
testosterone  have  been  found  which  indicate 
that  patients  with  testicular  feminization 
are  qualitatively  distinct  from  normal 
males.  Two  approaches  to  the  study  of  the 
peripheral  metabolism  of  testosterone  have 
been  employed  in  an  attempt  to  further  de- 
fine these  qualitative  differences.  One  means 
has  been  the  administration  of  isotopically 
labeled  testosterone  by  various  routes 
coupled  with  the  qualitative  and  quantitive 
assessment  of  the  pattern  of  urinary  metab- 
olites produced.  The  other  is  a direct  in 
vitro  technique  of  examining  the  metabo- 
lism of  testosterone  by  the  target  tissues 
themsleves. 
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A number  of  products  of  testosterone 
metabolism  have  been  identified  and  char- 
acterized in  mammalian  tissue  including 
those  of  man.  In  general  such  compounds 
have  been  found  to  have  less  androgenic 
potency  than  testosterone.  However,  one 
such  metabolite,  5a-dihydrotosterone,  has 
been  shown  to  possess  more  than  twice  the 
androgenic  potency  of  the  parent  compound, 
testosterone.2  Wilson  and  Bruchovsky3  have 
adduced  from  a revealing  series  of  experi- 
ments that  this  compound,  5a-dihydrotestos- 
terone,  is  the  principal  metabolite  of  testos- 
terone in  androgen  target  tissues.  Further- 
more, it  is  not  produced  significantly  by 
tissues  unresponsive  to  androgen  and  may 
in  all  likehood  be  a fundamental  compound 
for  the  ultimate  expression  of  the  andro- 
genic activity  of  testosterone. 

These  in  vitro  techniques  have  been  ap- 
plied by  us  to  the  study  of  the  tissues  of 
patients  with  the  testicular  feminization 
syndrome.4  The  metabolism  of  testosterone 
in  skin,  epididymis,  vas  deferens,  and  pubic 
hair  follicles  was  examined  and  compared 
to  normal  males  and  females  with  respect 
to  their  ability  to  form  5a-dihydrotestoster- 
one  from  testosterone.  In  all  of  these  testos- 
terone target  tissues,  those  from  patients 
with  testicular  feminization  syndrome  ex- 
hibited a distinct  deficiency  in  their  ability 
to  produce  5a-dihydrotestosterone  from 
testosterone.  It  was  concluded  that  the  un- 
responsiveness of  end  organs  of  these  pa- 
tients to  the  androgenic  action  of  testoster- 
one might  be  explainable  on  the  basis  of  an 
inability  to  convert  testosterone  to  its  more 
active  form. 

Studies  on  the  fate  of  injected  isotopically 
testosterone  in  patients  with  testicular 
feminization  has  provided  additional  evi- 
dence indicating  that  a qualitative  defect  in 
testosterone  metabolism  exists  in  this  dis- 
order.5 Certain  metabolites  of  5a-dihydro- 
testosterone  were  significantly  decreased  in 
amount  compared  to  normal  males,  a find- 
ing consistent  with  the  in  vitro  studies  indi- 
cating a defect  in  the  ability  to  reduce 
testosterone  to  5a-dihydrotestosterone.  If 
5a-dihydrotestosterone  is  indeed  the  active 
form  of  testosterone  in  target  tissues,  these 
in  vitro  and  in  vivo  findings  are  compatible 
with  a defect  in  the  biochemical  activation 


and  thus  the  biologic  effectiveness  of  testos- 
terone as  an  androgenic  steroid. 

The  foregoing  studies  may  serve  to  an- 
swer certain  questions  regarding  the  lack  of 
responsiveness  to  the  androgenic  or  viriliz- 
ing effects  of  testosterone  in  the  testicular 
feminization  syndrome.  However,  they  have 
not  contributed  significantly  towards  an  un- 
derstanding of  the  lack  of  responsiveness  to 
the  protein  sparing  or  anabolic  effects  of 
testosterone.  Little  or  no  anabolic  effect  has 
been  observed  in  response  to  administration 
of  5a-dihydrotestosterone  to  patients  with 
testicular  feminization.6  Furthermore,  5a- 
dihydrotestosterone  is  not  quantitatively  a 
significant  metabolite  in  skeletal  muscle 
which  is  a principal  site  of  the  anabolic 
effects  of  testosterone.  Thus,  the  anabolic 
activity  of  testosterone  may  very  well  be 
mediated  through  another  mechanism  not 
involving  5a-dihydrotestosterone.  As  a cor- 
rollary  to  this  line  of  reasoning,  the  anabolic 
and  androgenic  unresponsiveness  to  testos- 
terone in  the  testicular  feminization  syn- 
drome is  then  either  a result  of  two  defects 
in  testosterone  metabolism  or  to  a single 
defect  fundamental  to  both  biologic  activi- 
ties and  currently  unknown. 
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A Half  Century  of  Nashville  Medicine* 

R.  H.  KAMPMEIER,  M.D,  Nashville,  Tenn. 


It  takes  a certain  amount  of  temerity  even 
to  entertain  the  thought  of  an  historical  dis- 
cussion in  1969.  The  young  generation  will 
have  no  part  of  irrelevance,  and  to  many  of 
them  nothing  is  more  irrelevant  than  his- 
tory. If  one  reads  correctly  in  magazines 
and  newspapers  these  days,  one  sees  quite 
clearly  written  that  the  past  is  “for  the 
birds,”  and  that  life  today  must  face  this 
day  and  hopefully  look  to  a brighter  future. 
I have  some  degree  of  courage,  however, 
since  I am  not  addressing  today’s  activists, 
but  in  the  main  graduates  of  past  years  who 
have  learned  that  there  is  a positive  ad- 
vantage in  looking  backward,  essential  to 
perspective  and  understanding.  The  age  of 
this  audience  permits  understanding  of  the 
words  of  Felix  Marti-Ibenez  when  he  said 
that  “the  history  of  medicine  is  medicine. 
The  physician’s  work — acquires  meaning 
only  when  it  is  interpreted  in  reverse,  a 
film  shown  backward.” 

For  the  Vanderbilt  Alumni  Day  the  inter- 
est must  focus  upon  Vanderbilt  University 
School  of  Medicine,  the  reason  for  our  being 
here.  However,  I wish  to  look  backward,  if 
for  no  other  reason  than  if  I were  to  limit 
my  comments  to  the  “new”  medical  school 
only,  I would  have  little  to  say,  other  than 
to  recapitulate  what  was  said  so  well  by 
Dr.  John  B.  Youmans,1  four  years  ago  upon 
a similar  occasion.  He  spoke  to  you  on  the 
topic  “Vanderbilt — Yesterday,  Today  and 
Tomorrow.”  He  needed  to  look  backward  a 
bit  to  anchor  the  “new”  medical  school  to  a 
few  relevant  items  of  the  more  distant  past, 
even  though  his  story  began  with  the  year 
1925. 

In  groping  for  a topic  which  might  prove 
of  interest  and  yet  avoid  repetition  of  what 
Dr.  Youmans  so  ably  presented,  I had  the 
thought  of  pursuing  the  story  of  Nashville 
Medicine  as  points  in  time  related  to  the 
“old”  Vanderbilt  and  then  the  influence  of 
the  “new”  Vanderbilt  after  it  was  born, 
grew  and  flourished.  Thus,  I hope  this  story 
may  complement  that  told  by  Dr.  Youmans. 

*Read  in  part  at  the  Vanderbilt  Medical 
Alumni  Reunion,  Nashville,  Tenn.,  June  6,  1969. 


When  I specify  a half  century  of  Nashville 
Medicine,  I do  so  with  poetic  license,  using 
only  a relatively  fixed  time  of  onset  and  of 
offset.  Therefore,  I begin  with  the  Flexner 
Report  in  1910,  and  loosely  end  the  half 
century  with  the  year  1960  for  several 
purely  personal  reasons.  This  year  marked 
the  beginning  of  the  end  of  my  own  era  of 
activity  in  the  Department  of  Medicine,  as 
I directed  the  affairs  of  the  Department  for 
the  year  following  Hugh  Morgan’s  retire- 
ment. It  offers,  too,  a cut-off  point  in 
that  with  Dr.  Youmans’  and  then  Dr. 
Morgan’s  retirement  the  actual  fulltime 
faculty  of  the  early  days  of  the  “new” 
school  was  no  longer  represented.  Also  this 
point  in  time  marked  the  completion  of  my 
own  25  years  at  Vanderbilt  of  the  half 
century  I am  reviewing  today. 

Though  your  main  interest  today  is  in 
the  Vanderbilt  University  School  of  Medi- 
cine, its  growth  and  accomplishments,  its 
students  and  faculty,  its  light  moments  and 
serious  moments,  it  represents  but  a portion 
of  the  rich  medical  heritage  of  a Nashville 
which  had  much  that  came  before  and  will 
have,  no  doubt,  much  to  come  in  the  future, 
beyond  any  prediction  or  comprehension  of 
any  of  us  today. 

So,  briefly  explore  with  me  Nashville’s 
medical  heritage  upon  which  the  “new” 
medical  school  was  built,  for  clearly  in  this 
“Athens”  it  did  not  spring  completely  armed 
from  a Zeus’  brow  as  did  the  fabled  Pallas 
Athena,  Goddess  of  Wisdom,  honored  in  the 
Parthenon  of  that  ancient  Athens.  For  why 
did  Flexner  write  in  1909,  “The  institution 
to  which  the  responsibility  for  medical  edu- 
cation in  Tennessee  should  just  now  be  left 
is  Vanderbilt  University;  for  it  is  the  only 
institution  in  position  at  this  juncture  to 
deal  with  the  subject  effectively.” 

Historical  Background 

Quickly,  for  perspective,  it  may  be  well  to 
recollect  that  medical  education  in  this 
country  began  in  the  University  of  Pennsyl- 
vania in  1765,  followed  by  an  additional 
three  medical  schools  in  the  next  four 
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decades.  Few  doctors  accompanied  the 
frontiersmen  as  they  pushed  westward  from 
the  Atlantic  seaboard,  and  so  there  was  need 
for  medical  schools  in  this  new  land,  the 
first  the  medical  department  of  Transyl- 
vania College  of  Lexington,  Kentucky  in 
1817,  and  the  second  the  Medical  College 
of  Ohio  in  Cincinnati,  which  this  year  is 
celebrating  its  150th  Anniversary.  Louis- 
ville and  Nashville  were  to  become  promi- 
nent medically  on  routes  of  the  water 
borne  migration  westward. 

General  James  Robertson,  Nashville’s 
founder,  had  prevailed  upon  the  General 
Assembly  of  North  Carolina,  in  1785,  to 
establish  the  Davidson  Academy,  in  the  ex- 
tension of  that  state  known  as  Davidson 
County.  In  1806,  this,  the  only  educational 
institution  in  Tennessee,  received  a Federal 
land  grant  and  was  named  Cumberland 
College.  A Dr.  Philip  Lindsley,  refusing  the 
Presidency  of  his  Alma  Mater — Princeton, 
accepted  the  Presidency  of  this  College  in 
1824,  with  the  dream  of  establishing  an 
ideal  university  for  the  area.  The  legislature 
named  it  in  1826  The  University  of  Nash- 
ville. Through  years  of  vicissitudes  it  even- 
tually was  closed  by  a cholera  epidemic  in 
1850.  As  early  as  1837,  President  Lindsley 
in  a speech  said, 

“How  soon  it  may  be  practical  to  add  the  facul- 
ties of  law  and  medicine,  and  what  should  be 
their  character  are  questions  more  easily  asked 
than  answered.  Such  faculties  might  be  or- 
ganized immediately  were  we  content  to  be  on 
a par  with  Harvard,  Yale  and  Virginia.  But  one 
or  two  professors  of  law  and  three  or  four  of 
medicine  would  not  meet  our  views— or  equal  to 
the  ones  of  the  profession.” 

Seven  years  later  its  President  presented 
resolutions  which  were  passed  by  the  Board 
of  Trustees  for  planning  the  medical  depart- 
ment, stating  “That  no  student  be  graduated 
unless  he  held  an  A.B.  degree  or  could  stand 
a satisfactory  examination  in  classical  liter- 
ature and  the  liberal  sciences.”  He  specified 
that  the  university  should  “exercise  entire 
supervision  and  control  over  the  new 
department,”  a vision  revolutionary  125 
years  ago,  and  antedating  standards  to  be 
set  by  the  Flexner  Report  65  years  later. 

However,  matters  took  a different  turn  in 
1850,  when  Dr.  W.  K.  Bowling  arrived  in 
Nashville,  and  he  and  another  Dr.  Lindsley 


(J.  Berrien)  convinced  the  Board  of  Trus- 
tees of  the  University  of  Nashville  to  agree 
to  a 22-year  lease  by  a faculty  of  physicians 
who  would  enlarge  and  equip  the  buildings 
from  their  own  private  means  with  all  these 
to  revert  to  the  University  upon  the  expira- 
tion of  the  lease.  (Fig.  1)  (This  was  con- 
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trary  to  Philip  Lindsley’s  “idea  of  a medical 
school’s  utter  dependence  upon  the  parent 
institution.”)  The  first  class  was  admitted 
the  following  year.  It  grew  until,  in  the  year 
1859-60,  456  students  were  enrolled.  In  terms 
of  numbers  the  school  ranked  second  among 
the  medical  colleges  of  America.  Though  the 
enrollment  decreased  during  the  Civil  War, 
the  doors  of  the  school  were  never  closed. 
Even  though  the  grounds  and  the  buildings 
were  in  the  hands  of  the  Federal  troops,  who 
used  the  buildings  as  hospitals  and  bar- 
racks, 4 professors  continued  to  teach  as 
one  said  “literally  surrounded  by  the  dead 
and  the  dying.” 

In  1875,  the  medical  faculty,  wishing  to 
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erect  a hospital,  entered  upon  an  operating 
relationship  with  Vanderbilt  University, 
whose  Trustees  agreed  to  adopt  the  faculty 
of  the  medical  department  of  the  University 
of  Nashville  and  whereby  students  might 
matriculate  in  either  of  the  two  universities, 
diplomas  to  be  granted  in  this  way  by  either 
university  (or  by  both) . This  agreement 
meant  that  Vanderbilt  without  any  expendi- 
ture of  monies 

“secured  even  before  it  opened  its  academic  de- 
partment, a medical  school  a quarter  of  a cen- 
tury old,  famous  in  its  day,  and  at  that  time  well 
and  favorably  known.  The  alliance,  however, 
at  the  same  time  brought  to  the  medical  school  of 
the  University  of  Nashville  (whose  collegiate 
department  had  been  closed  for  a quarter  of  a 
century),  the  prestige  of  an  institution  under 
the  patronage  of  a great  church  and  supported 
by  an  endowment  far  greater  than  that  of  any 
other  school  south  of  the  Ohio  River.”2 
The  first  Vanderbilt  medical  diplomas  were 
issued  to  a class  of  61  in  1875;  soon  it  was 
enrolling  the  majority  of  the  matriculants 
and  began  to  eclipse  the  University  of  Nash- 
ville. 

Vanderbilt  University  proper  had  its  be- 
ginning in  a charter  to  the  Central  Univer- 
sity of  the  Methodist  Episcopal  Church 
South  and,  unable  to  raise  funds  in  the  im- 
poverished South,  readily  accepted  a half- 
million dollars  offered  by  Cornelius 
Vanderbilt,  later  increased  to  a million  dol- 
lars. It  is  ironical  that  on  April  28,  1874  the 
renowned  Dr.  Charles  F.  Deems  an  emi- 
nent and  Southern  divine  said,  upon  the 
laying  of  the  cornerstone,  “We  are  laying 
today  the  cornerstone  of  an  institution  that 
proclaims  eternal  warfare  on  Science.”  Just 
one  week  before,  on  April  21,  the  University 
had  already  entered  the  scientific  field  with 
its  first  department,  upon  the  adoption  of 
the  University  of  Nashville  Medical  Depart- 
ment and  was  to  grant  its  first  diploma  even 
before  the  University  was  formally  opened. 

Possibly  I have  spent  undue  time  with 
the  half-century  immediately  preceding  the 
half-century  of  today’s  topic,  but  it  is  neces- 
sarily of  interest  to  learn  how  Vanderbilt 
University  embarked  upon  the  sea  of  medi- 
cal education.  The  venture  in  medical 
education  between  the  University  of 
Nashville  and  Vanderbilt  University  was 
dissolved  in  1895.  In  1909,  the  University  of 
Nashville  joined  forces  with  the  University 


of  Tennessee*  (in  Nashville)  to  leave  this 
city  two  years  later  and  settle  on  the  banks 
of  the  Mississippi  River,  thereby  leaving 
Vanderbilt  University  as  the  purveyor  of 
medical  knowledge  in  Nashville. 

The  "Old"  Vanderbilt 

Now  just  what  happened  in  the  reorgani- 
zation of  the  School  of  Medicine  of  Vander- 
bilt in  1895  is  not  clear  from  anything  I 
find  in  print.  Up  to  the  time  of  dissolution 
of  the  agreement  between  the  University  of 
Nashville  and  Vanderbilt,  the  history  of  the 
latter’s  department  seems  to  have  been  the 
same  as  that  of  the  University  of  Nashville. 
However,  Robinson3  states  that  Chancellor 
Kirkland,  in  1893,  made  an  indirect  refer- 
ence to  the  medical  school  in  his  inaugural 
address  by  pointing  to  the  appalling  lack  of 
standards  and  ideals  in  the  professions,  with 
the  words,  “Lawyers  know  little  law  and 
doctors  less  medicine  when  they  begin  their 
dangerous  careers.”  Robinson  says  further 
that  a year  later  Kirkland  began  to  bring 
the  medical  school  under  the  control  of  the 
University,  and  that  with  its  reorganization 
in  1895  and  the  appointment  of  William  L. 
Dudley,  professor  of  chemistry  as  dean, 
matters  began  to  change.  (Fig.  2)  One  has 
an  inkling  that  Chancellor  Kirkland  had 
valuable  assistance  not  acknowledged  above. 
In  a writing  by  Dr.  Owen  H.  Wilson,4  in 
1944,  after  comments  upon  opening  an  office 
with  Dr.  Richard  Douglas  in  1892,  one  reads 
the  following: 

“The  next  year  Billy  Witt  and  Dick  Barr,  both 
literary  graduates,  decided  to  take  up  medicine 
and  wanted  to  study  with  Dr.  Douglas  and  me  in 
our  office,  . . . They  too  were  disgusted  with  the 
type  of  instruction  in  the  medical  college  and  we 
introduced  Dr.  Douglas  to  Drs.  Kirkland  and 
Dudley,  and  they  decided  upon  a change  and 
persuaded  the  Board  of  Trust  to  build  a new 
medical  school  on  the  corner  of  5th  and  Elm. 
Drs.  Douglas,  Savage,  and  Price  undertook  to 

*In  1876,  Drs.  Duncan  Eve  and  W.  F.  Glenn 
organized  the  Nashville  Medical  College,  re- 
cruiting faculty  from  the  medical  departments  of 
the  University  of  Nashville  and  Vanderbilt  Uni- 
versity. The  first  class  graduated  in  1878.  It 
established  the  first  dental  school  in  the  south 
in  1879.  That  year  the  University  of  Tennessee 
at  Knoxville  proposed  and  worked  out  the  adop- 
tion of  the  Nashville  Medical  College  as  the 
medical  department  of  the  University  of  Ten- 
nessee. 
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Fig.  2 

form  the  faculty.  Dr.  Douglas,  in  spite  of  a 20- 
year  feud  with  Duncan  Eve,  shook  hands  with 
him  and  persuaded  him  to  head  the  Surgery  and 
they  then  induced  Dr.  John  A.  Witherspoon  to 
take  the  chair  of  Medicine.  Thus  began  the 
present  Medical  Department  of  Vanderbilt,  with 
high  school  entrance  requirements,  a four-year 
graded  course  and  written  examinations.  On  this 
faculty  selected  were  three  future  presidents  of 
the  American  Medical  Association.” 

In  support  are  the  words  of  Dr.  Witt5  as 
he  presided  upon  the  occasion  of  Dr.  Owen 
Wilson’s  78th  birthday  dinner  in  1948.  In 
extending  his  remarks  upon  Dr.  Wilson’s 
contributions  and  life  work,  he  said, 

“I  refer  to  his  close  association  with  a group  that 
labored  so  persistently  to  perpetuate  the  Van- 
derbilt School  of  Medicine  at  a time  when  it  was 
threatened  with  its  very  existence.  When  that 
period  arrived  in  which  medical  education  in 
the  South  was  practically  dependent  on  addition- 
al endowment,  our  school  had  to  revise  its  course 
and  add  materially  to  its  list  of  teachers  and 
clinical  features.  Dr.  Wilson  did  good  service  in 
collaboration  with  Chancellor  Kirkland,  Dr. 
Richard  Douglas,  Dr.  W.  L.  Dudley  and  several 
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others  during  that  trying  period  in  the  early 
years  of  this  century.  Nothing  more  important 
has  been  done  in  the  educational  field  than  the 
untiring  and  far-seeing  work  of  these  men.  They 
must  not  be  forgotten.” 

It  seems  certain  therefore  that  Chancellor 
Kirkland  and  Dean  Dudley  had  strong  allies 
among  the  profession  and  the  faculty  upon 
which  to  build  an  institution  of  lasting 
worth.  Those  named  by  Doctors  Wilson  and 
Witt  were  leaders  in  the  profession  without 
question,  and  it  is  worth  recording  that  Dr. 
“Dixie”  Douglas,  wherever  one  reads  of 
him,  is  identified  as  the  first  Nashville 
surgeon  to  break  with  tradition  and  to  adopt 
whole  heartily  asepsis  and  antisepsis.  This 
helps  to  establish  what  manner  of  men, 
joined  by  oncoming  colleagues  who  mea- 
sured up  to  their  standards,  aided  Chancel- 
lor Kirkland  in  moving  onward  Vanderbilt’s 
Medical  Department  toward  that  time  of 
decision,  a quarter  of  a century  later,  when 
it  was  not  found  wanting. 

I come  now  to  today’s  topic.  I need  not 
retell  the  story  of  the  AMA  study  of  medical 
education,  and  its  enlistment  in  1908  of  the 
Carnegie  Foundation  to  extend  the  study 
which  ended  with  the  Flexner  Report  in 
1910  or  1912 — the  report  which  closed  half 
the  medical  schools  and  led  to  the  marriage 
of  most  of  the  remainder  to  universities. 

I have  already  quoted  Flexner’s  choice  of 
Vanderbilt  as  the  Nashville  school  to  carry 
on,  for  geographic  reasons  and  because  of 
its  able  Chancellor. 

In  1909,  Flexner  wrote  of  the  medical 
schools  in  Tennessee  that 
“The  State  of  Tennessee  protects  at  this  date 
more  low-grade  medical  schools  than  any  other 
Southern  State.  ...”  He  pointed  out  that  “the 
six  white  schools  value  their  separate  survival 
beyond  all  other  considerations.  . . . Those  who 
deal  with  medical  education  in  Tennessee  are 
therefore  making  the  worst,  not  the  best,  of  the 
limited  possibilities.”  He  added,  “If  our  analysis 
is  correct,  the  institution  to  which  the  responsi- 
bility for  medical  education  in  Tennessee  should 
just  now  be  left  is  Vanderbilt  University,  for 
it  is  the  only  institution  in  position  at  this  junc- 
ture to  deal  with  the  subject  effectively.”  And 
though  Flexner  levelled  criticisms  at  certain  of 
its  defects  and  decried  the  lack  of  funds,  he  con- 
cluded “that  in  the  public  interest,  the  field 
should  be  left  to  the  institution  best  situated  to 
handle  it”.  . . . Furthermore,  “If  the  entire  fee 
income  is  used  to  equip  laboratories,  to  employ 
full-time  teachers  in  the  fundamental  branches, 
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to  fit  out  and  organize  a good  dispensary,  there 
will  still  remain  defects  and  makeshifts  enough; 
but  the  school  will  wear  a different  aspect  from 
that  of  any  other  institution  in  the  state  today.” 

Though  Flexner  recognized  the  potential 
strength  of  Vanderbilt  University  as  the 
locus  of  a medical  school,  rather  than  hos- 
pitals or  the  formal  teaching  of  1910,  his 
recommendation  also  must  have  had  roots 
in  those  ill-defined  areas,  of  professional 
climate,  atmosphere,  environment,  or  what 
you  will.  Thirty  years  after  he  had  come 
and  gone  as  Dean  of  the  “new”  school,  G. 
Canby  Robinson3  wrote, 

“The  medical  profession  of  Nashville,  which  had 
carried  the  burden  of  education  for  so  many 
years  with  such  meager  resources  and  at  times 
discouraging  outlook,  had  unusual  qualities. 
Many  of  these  physicians  were  men  of  broad 
culture  who  had  enjoyed  the  influence  of  one  of 
the  South’s  leading  universities.  There  was  con- 
spicious  leadership  among  the  Nashville  pro- 
fession over  many  years,”  and  “the  relatively 
small  city  of  Nashville  has  furnished  more  presi- 
dents of  the  American  Medical  Association  than 
any  other  city  of  its  size.  Only  the  states  of 
New  York,  Pennsylvania  and  Illinois  have  fur- 
nished more  AMA  presidents  than  has  the  city 
of  Nashville.” 

Quite  obviously  the  human  element  and 
not  bricks  determines  the  lasting  success 
of  an  educational  institution,  and  so  one 
must  search  out  the  men  who  offered  the 
milieu  in  which  Flexner  could  visualize  a 
model  medical  school. 

In  the  oldest  catalogue  of  the  Vanderbilt 
University  School  of  Medicine  (1912)  I find 
the  names  of  the  doctors  who  carried  the 
major  responsibilities  of  administration  and 
teaching  in  the  School.  These  are  the  men  to 
whose  list  were  added  many  more  in  subse- 
quent years. 

Fortunately  for  me  we  have  the  writings 
of  Dr.  Witt  to  fill  in  the  niches.  In  1938, 
upon  the  occasion  of  the  presentation  of  a 
portrait  of  Dr.  Canby  Robinson,  first  Dean 
of  the  School  on  the  West  Campus,  Dr.  Witt 
paid 

“tribute  to  those  devoted  servants  of  our  Medical 
School  during  the  30  years  of  doubt  as  to  wheth- 
er our  School  would  survive  and  meet  the  re- 
quirements of  a modern  School  of  Medicine. 
Those  years  in  which  the  great  body  of  our 
teachers  received  no  pay  for  their  services — years 
in  which  full-time  teachers  of  Bacteriology , 
Pathology,  Chemistry,  and  some  other  subjects 
were  added  to  our  staff  and  in  which  clinical 
teaching  evolved  from  a minor  state  to  one  of 


which  we  were  proud.  And  I wish  to  call  by 
name  some  of  the  outstanding  men  who  made 
the  greatest  effort  and  sacrifice  to  reach  these 
ends.  Such  a list  includes  Dr.  Richard  Douglas, 
Dr.  J.  A.  Witherspoon,  Dr.  Duncan  Eve,  Dr.  G.  D. 
Savage,  Dr.  W.  L.  Dudley,  Dr.  O.  H.  Wilson,  Dr. 
Lucius  Burch,  Dr.  Richard  Barr,  and  many 
others.  And  yet  I have  to  say  that  but  for  the 
vision  and  untiring  effort  of  one  other  man — and 
he  is  not  a physician — but  for  him  we  would 
not  be  here  tonight,  our  Medical  School  would 
probably  not  exist,  and  the  southeast  area  of 
our  campus  would  still  be  especially  noted  for 
the  iron  gate  and  its  weeping  willow  tree.  I 
refer  to  Chancellor  Kirkland.  But  for  him,  we 
would  not  be  here  tonight  and  Nashville  and 
Vanderbilt  would  have  a minor — if  any  place  at 
all — in  medical  teaching.  I can  not  pay  him  a 
greater  compliment,  or  acknowledge,  on  our 
part,  a greater  debt  of  gratitude.  . . 

Five  years  earlier  upon  the  occasion  of  a 
dinner  in  honor  of  Dr.  W.  S.  Leathers,  then 
Dean  for  3 years,  Dr.  Witt  commented, 

“We  whose  interest  in  and  love  for  Vanderbilt  go 
back  more  years  than  we  care  to  acknowledge; 
we  who  contributed  our  time  and  knowledge  of 
medicine  to  a whole  generation  of  students  may 
be  pardoned  for  entertaining  a sense  of  fear  and 
anxiety  when  the  school  underwent  such  a 
radical  but  necessary  reorganization.  We  were 
jealous  for  the  ethical  standard  that  had  existed 
both  in  teaching  and  in  the  practice  of  medicine 
in  our  country.  It  is  a great  pleasure  to  me  to 
know  that  under  Dr.  Leathers’  wise  leadership 
our  school  stands  for  scholarship  and  thorough- 
ness in  our  instruction,  but  even  more  its  purpose 
is  to  send  out  physicians  who  will  be  true  to  the 
heritage  of  service  handed  down  to  them  by  a 
long  line  of  eminent  practitioners.” 

And  at  a dinner  on  February  14,  1951  in 
honor  of  Dr.  Witt  he  included  in  his  re- 
sponse, the  comment. 

“And  when  the  needs  of  the  Medical  School 
were  greater  and  greater,  and  the  income  was 
less  and  less  equal  to  the  needs  of  the  situation 
there  came  offers  of  help  from  the  Carnegie 
Foundation  and  the  Rockefeller  Foundation.  Of- 
fers conditioned  on  two  fundamental  changes: 
(1)  All  must  resign  their  position  without  con- 
dition* and  (2)  the  University  must  transfer 
the  Medical  School  to  the  West  Campus.  . . . 
From  1925  to  date  we  have  had  a Medical  School 
of  which  we  are  proud  and  from  all  we  can  see, 
it  is  on  a permanent  basis.  What  a difference 
the  atmosphere  is  from  the  early  nineteen 
hundreds.  . . . We  lost  sleep  and  we  lost  money 
in  those  days,  but  we  gained  character  . . . we 
bridged  a chasm  I hope  may  never  form  again.” 
These  brave  words  of  Billy  Witt  describe 

*The  story  of  the  stormy  session  Chancellor 
Kirkland  had  with  the  medical  faculty  is  drama- 
tized by  Mims0  (pages  221-222). 
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the  vision  he  and  some  others,  especially  Dr, 
Lucius  Burch,  Dean  of  the  “old”  school  for 
a decade,  had  when  faced  with  the  hard 
facts  of  giving  up  what  almost  amounted  to 
a life’s  work  to  permit  a new  way  of  life. 
Divorce  may  be  accepted  for  the  good  of  a 
family,  but  will  in  most  instances  be  accom- 
panied by  regrets  and  bitterness — human 
attributes  understandable  to  every  practi- 
tioner of  medicine.  Among  those  dedicated 
and  most  competent  men  professionally,  and 
excellent  teachers  as  well,  who  resigned  in 
a body  there  were  some  who,  embittered, 
severed  all  relationships  with  the  school, 
even  though  they  held  a title  on  the  clinical 
faculty.  Others  contributed  much  in  teach- 
ing of  varying  degree  and  effectively  for 
some  years,  continuing  as  heads  of  specialty 
divisions  particularly,  since  the  new  full- 
time faculty  staffed  only  the  major  dis- 
ciplines. 

A fortuitous  experience  of  my  profes- 
sional life  had  been  five  years  in  practice 
remote  from  an  academic  environment, 
which  gave  me  an  understanding  and  ap- 
preciation of  the  integrity,  and  of  the  dedi- 
cation to  patients  and  community  which  are 
the  attributes  of  the  overwhelming  majority 
of  physicians  irrespective  of  whatever  pro- 
fessional shortcomings  they  may  have,  and 
not  unmindful  of  the  excellent  competence 
of  the  particularly  outstanding  men  of  the 
profession  in  almost  every  community. 

It  was  my  good  fortune  to  arrive  in  Nash- 
ville at  the  midpoint  of  the  half-century 
with  which  we  are  concerned.  The  Nashville 
Academy  of  Medicine  met  weekly  in  its  hall 
in  the  Doctor’s  Building.  I continued  in  a 
custom  established  early  in  my  career,  to 
be  a regular  attendant  at  the  meeting  of  the 
county  society,  then  the  main  channel  of 
continuing  education.  It  was  at  these  weekly 
meetings  that  I learned  to  know  and  to 
respect  the  elder  clinicians  as  they  criticized 
papers  presented,  observations  made,  and 
conclusions  drawn, — criticisms,  acrid  and 
searching,  admittedly  with  personal  rival- 
ries showing  through  at  times.  They  were 
competent,  observing  and  voluble  men.  And 
there  were  too,  woefully  lacking  today, 
scholars  among  them  who  as  an  extra  fillip 
could  twit  essayists  upon  Latin  and  Greek 
derivations,  and  historical  quotations  as  in- 


correct or  plagiarized.  To  catch  their  bold- 
ness in  the  operating  room,  their  keen  ob- 
servations, and  their  reasoning,  I suggest 
leafing  through  the  pages  of  the  Journal 
of  the  Tennessee  State  Medical  Association 
as  I have  done,  between  1910  and  1925, 
especially  the  published  reports  of  the  Acad- 
emy meetings.  These  men  who  were  the 
“old”  Vanderbilt  and  thereby  provided  the 
nidus  for  the  “new”  were,  broadly  speaking, 
men  of  excellence. 

History  demands  that  I pause  in  this  nar- 
rative to  comment  upon  facts  understood  by 
my  generation,  but  lost  upon  succeeding 
generations.  I speak  of  the  outstanding 
clinical  teachers  in  medicine  of  the  first 
quarter  of  the  twentieth  century  in  terms 
of  their  personal  characteristics, — individ- 
ualists, often  egotistical  in  their  competence, 
frequently  dogmatic,  not  uncommonly 
flamboyant — in  short,  male  prima  donnas. 
Graduate  education  by  today’s  definition 
was  nonexistent.  This  generation  of  clinical 
teachers,  whether  a Kocher,  Lister,  Mayo 
or  Halstead,  or  an  Osier  or  Herrick,  or  the 
Nashville  teachers,  all  were  in  a way  self- 
made  and  rose  as  cream  to  the  top  because 
of  their  skills,  observations  and  experiences 
rolled  into  that  package  known  as  clinical 
judgement.  They  built  on  the  advancing 
knowledge  contributed  by  the  Pasteurs, 
Kochs,  Virchows,  and  others  of  the  preced- 
ing century.  The  surgeons  were  by  necessity 
bold  innovators  in  new  operations  or  modi- 
fying those  of  others — their  successes  ex- 
pressions of  clinical  judgement.  The  medical 
men  were  measured  by  diagnostic  acumen 
gathered  from  the  medical  history  and  an 
examination  limited  by  four  senses,  and  by 
a fine  balance  in  treatment  between  a lim- 
ited therapeutic  armamentarium  and  Dame 
Nature — again  expressions  of  clinical  judge- 
ment. The  great  clinical  teachers  of  those 
days  in  Nashville  or  elsewhere  could  not 
fall  back  upon  clinical  research  or  the 
laboratory  for  support.  Small  wonder  they 
were  an  unusual  breed  who  rose  above  the 
shoulders  of  their  colleagues,  and  that  their 
discussions  at  society  meetings  were  dog- 
matic, as  debates  in  a sense,  a pitting  of 
one’s  observations  and  experiences  against 
those  of  another. 

The  catalogue  of  1912  indicates  the  Van- 
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derbilt  faculty  recognized  changes  from  the 
“older  method  of  teaching,”  probably  re- 
flecting Flexner’s  recommendations.  Thus, 

“No  course  of  instruction  by  didactic  lectures, 
however  learned,  can  take  the  place  of  laboratory 
training  and  clinical  experience  at  the  bedside 
where  students  are  brought  into  close  personal 
relations  with  each  professor  and  instructor, 
thereby  inciting  them  to  active  practical  work 
and  a higher  degree  of  proficiency.” 

Therefore,  clinics  in  the  classrooms  and 
operating  amphitheater  and  quizzes  were 
held  daily,  and  hospital  ward  rounds  and 
dispensary  experience  were  had  in  certain 
fields.  Here  the  teaching  luminaries  in  sur- 
gery were  Doctors  Barr,  Haggard,  W.  A. 
Bryan  and  later  Leonard  Edwards,  of  whom 
I was  to  hear  Dr.  Barney  Brooks  comment 
that  he  was  an  abdominal  surgeon  unsur- 
passed. All  excellent  teachers  and  honored 
by  their  students.  Doctors  John  Wither- 
spoon, William  Witt  and  later  Owsley 
Manier  in  Medicine  and  Owen  Wilson  in 
pediatrics4  were  singled  out  as  outstanding 


Fig.  3 

(Left  to  right)  Drs.  Lucius  Burch,  William  A. 
Bryan,  Perry  Bromberg,  William  D.  Haggard. 


teachers.  Too,  Dr.  Billington  in  orthopedics, 
Dr.  A.  N.  Hollabaugh  in  obstetrics,  Dr. 
Bromberg  in  urology,  and  Dr.  Lucius  Burch 
in  gynecology  are  mentioned  repeatedly  by 
students  of  those  days.  (Figs.  2,  3,  4)  The 
specialties  had  their  complement  of  teach- 
ers. All  of  these  held  forth  or  demonstrated 
their  skills  before  the  students  in  the  City 
Hospital  or  the  Vanderbilt  University  Hos- 
pital. And  these  were  the  few  to  whom  so 
much  was  owed  by  so  many. 

Though  I knew  many  of  these  men  from 
afar  at  meetings  of  the  Nashville  Academy 


Fig.  4 

Vanderbilt  Hospital  Unit — World  War  I.  (Left  to  right)  Back  row:  Lieut.  R.  R.  Brown,  Lieut. 
W.  G.  Kennon,  Lieut.  Owsley  Manier,  Capt.  H.  M.  Tigert,  Lieut.  T.  D.  McKinney,  Lieut.  E.  M.  Fuqua. 
Front  Row:  Capt.  A.  W.  Harris,  Capt.  W.  M.  McCabe,  Major  R.  A.  Barr,  Major  W.  H.  Witt,  Capt. 
W.  C.  Dixon. 
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of  Medicine,  I have  presumed  to  count 
among  my  acquaintances  and  friends  Doc- 
tors Billie  Witt,  J.  Owsley  Manier,  Owen 
Wilson,  O.  N.  Bryan,  A1  Harris,  Howard 
King,  Jack  Witherspoon,  Lucius  Burch  and 
Leonard  Edwards.  These  names  appear  on 
the  faculty  rolls  of  the  school  catalogues 
1912-24,  and  continue  into  the  1925  cata- 
logue,— the  first  of  the  “new”  school.  They 
and  the  others  whom  I did  not  know  well 
personally  have  been  described  to  me  as  out- 
standing teachers  by  certain  of  my  good 
friends — by  Dr.  George  Carpenter,  here  for 
the  50th  Reunion  of  his  class,  by  Hollis 
Johnson  (1921;,  by  David  Hailey  of  the  last 
class  (1924)  graduated  on  the  South  Cam- 
pus, and  by  David  Strayhorn  of  the  last 
class  to  enter  on  the  South  Campus.  Too, 
they  sensed  and  have  told  me  of  the  emo- 
tional turmoil  which  accompanied  the  birth 
of  the  “new”  Vanderbilt  and  the  move  to 
the  West  Campus. 

I have  spoken  of  the  skilled,  competent 
and  knowledgeable  men,  and  their  vision 
and  originality,  who  provided  the  founda- 
tion upon  which  today’s  Vanderbilt  was 
built.  I was  curious  as  to  where  they  em- 
ployed their  skill  and  knowledge. 

You  know  the  South  Campus  and  what 
remains  of  it.  By  the  “teen  years”  of  this 
century  the  adjacent  homes,  formerly  of  the 
socially  elite,  were  now  those  of  lesser 
estate,  among  them  rooming  houses  for 
medical  and  dental  students,  others  offering 
boarding  tables.  Downtown  meant  a trolley 
ride  or  a walk.  Robinson  described  the 
South  Campus  as  he  saw  it  in  1920,  antici- 
pating deanship  of  the  “new”  school.  Of  the 
half  dozen  buildings  he  found, 

“one  had  been  built  as  a college  in  about  1850, 
another  was  occupied  by  Vanderbilt  Dental 
School,  and  a third  had  been  built  to  house  the 
University  of  Nashville  Medical  School  which 
had  been  taken  over  by  Vanderbilt.  The  original 
Vanderbilt  Medical  School  building,  about  two 
blocks  away,  had  been  converted  into  a small 
hospital  and  dispensary  which,  with  the  Nash- 
ville City  Hospital  not  far  away,  provided  the 
facilities  for  clinical  instruction.” 

He  commented  too  upon  the  unfinished  Gal- 
loway Memorial  Hospital  (a  portion  of 
which  was  predicted,  in  the  1912  school 
catalogue,  to  be  ready  for  use  in  1913) , 
uncompleted  because  of  funds,  and  still 
stood  windowless  when  I arrived  in  Nash- 


ville, finally  finished  to  house  the  Nashville 
City  Health  Department  in  the  mid-forties.* * 

One  can  thus  picture  a rather  drab  en- 
vironment where  the  medical  students 
studied,  worked  and  played,  except  for  the 
Nashville  boys  who  needed  to  walk  across 
town  to  classes  and  clinics. 

Reminiscences  of  my  friends,  medical  stu- 
dents of  those  days — days  of  the  Volstead 
Act — recall  confrontations  with  the  city 
police,  University  administrators  and  neigh- 
bors of  the  South  Campus,  echoed  even  a 
quarter  of  a century  later  in  the  halls  of 
the  City  Council.  The  high  jinks  and  ex- 
uberance of  medical  students  of  that  era, 
whether  at  Vanderbilt  or  elsewhere,  were 
acted  out  physically.  Celebrations  of  foot- 
ball victories  between  the  medical  schools 
of  Nashville,  or  intramural  battles  between 
the  medical  students  of  the  South  Campus 
and  the  college  students  of  the  West  Cam- 
pus, even  to  a riot  in  a downtown  theater 
precipitated  by  the  assignment  of  the  prin- 
cipal role  in  a Glee  Club  production,  at 
least  did  not  end  in  laying  siege  to,  or  burn- 
ing buildings  of  a university.  It  seems  that 
the  medical  faculty  always  “covered  up”  for 
their  students  in  confrontations  with  the 
police  or  the  Chancellor. 

Clinical  instruction  was  based  on  the  City 
Hospital  and  the  University  Hospital,  both 
near  the  South  Campus.  The  University 
Hospital  of  100  beds  was  the  major  teaching 
unit,  and  the  catalogue  of  1912  describes  its 
physical  appointments  and  the  teaching  ar- 
rangements, the  supervised  clinical  work — 
medical  and  surgical  in  the  dispensary, 
examinations  of  blood,  urine  and  sputum, 
administration  of  anesthetics,  and  four  to 
six  obstetric  home  deliveries  by  each  stu- 
dent.* 

There  remain  several  important  items  re- 
lated to  the  “old”  Vanderbilt.  Pursuant  to 

*The  bitterness  among  the  medical  profession 
which  grew  out  of  the  establishment  of  the 
“new”  school  was  enhanced  by  the  Methodist 
laymen  who  reacted  strongly  to  the  abandonment 
of  the  unfinished  hospital  named  in  honor  of 
Bishop  Galloway  and  built  to  a point  by  Metho- 
dist funds. 

*More  details  concerning  clinical  teaching  in 
these  hospitals,  in  the  private  infirmaries  and  St. 
Thomas  Hospital,  are  held  in  the  hope  of  another 
story  at  another  time. 
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the  recommendation  of  Flexner  that  Van- 
derbilt “employ  full-time  teachers  in  the 
fundamental  branches,”  Chancellor  Kirk- 
land obtained  in  1913,  $200,000  for  a labora- 
tory building,  and  an  $800,000  endowment 
for  the  medical  school.  Thus,  full-time 
faculty  in  anatomy,  physiology  and  bacteri- 
ology were  made  possible,  of  whom  two 
later  incumbents  Doctors  Charles  King  and 
Sam  Clark  transferred  to  the  “new”  school. 
(Two  others  attached  to  the  basic  sciences 
who  transferred  to  the  “new”  school  recall 
fond  memories  in  the  students  of  that  time, 
— Ossie  Crockett  for  a time,  keeper  of  the 
key  to  the  alcohol,  and  Bill  Gunter  who 
regaled  the  students  with  tales  of  the 
“grave  snatching”  days.)  In  1915,  Mr.  Wil- 
liam Litterer,  a Nashville  merchant  pur- 
chased the  building  of  the  earlier  University 
of  Nashville  Medical  School  and  presented 
it  to  the  medical  department  of  Vanderbilt 
for  bacteriologic  research.  His  son,  William 
Litterer,  is  listed  among  the  faculty  of  the 
1912  catalogue  as  Professor  of  Histology, 
Pathology  and  Bacteriology,  and  in  the  1924 
catalogue  as  Professor  of  Bacteriology.  (One 
can  merely  refer  to  his  contributions  in  the 
preparation  of  rabies  vaccine,  the  early  use 
of  old  arsphenamine,  pioneering  efforts  in 
tuberculin  testing,  and  the  use  of  the  Cal- 
mette vaccine.) 

Another  item  in  medical  education  in 
Nashville,  and  of  which  I previously  had 
been  unable  to  learn  details,  was  revealed  in 
the  1912  school  catalogue.  Under  the  head- 
ing of  the  Vanderbilt  Medical  Library  one 
reads:  — 

“One  of  the  recent  additions  is  the  unusually 
complete  medical  library  which  was  donated  to 
the  University  by  the  Nashville  Academy  of 
Medicine.  The  library  is  open  to  the  students  of 
all  classes  daily  and  contains  more  than  four 
thousand  volumes,  numerous  pamphlets  and 
complete  files  of  all  the  leading  periodicals.  . . . 
The  librarian  is  kept  on  duty  throughout  the 
day  and  the  efficiency  of  this  very  valuable 
library  is  enhanced  by  a complete  system  of 
double  indexing  enabling  the  student  to  find 
his  subject  matter  with  the  least  possible  delay. 
It  occupies  a commodious  and  well  lighted  room 
and  students  are  urged  to  make  use  of  it  free 
of  any  cost  whatsoever.” 

The  “New"  Vanderbilt 

I need  not  repeat  the  often-told  story  of 
Kirkland’s  success,  beginning  in  the  late 


teens,  in  obtaining  the  monies  from 
Carnegie  and  the  General  Education  Board 
to  develop  the  “new”  School.  The  opening 
of  the  “new”  School  and  the  move  to  the 
West  Campus  are  known  to  you  either  be- 
cause you  were  part  of  it,  as  student  or 
faculty,  or  it  had  occurred  so  recently  that 
you  were  aware  of  what  it  entailed,  partic- 
ularly in  the  aftermath  of  a troubled  and 
partially  divided  profession,  all  of  which 
fortunately  faded,  as  I watched,  with  pas- 
sage of  the  years. 

What  remains  for  the  assignment  I have 
set  for  myself  is  to  sketch  how  Vanderbilt 
continued  to  contribute  to  this  50  years  of 
Nashville  Medicine.  I approach  this  from  a 
different  viewpoint  than  did  Dr.  Youmans 
four  years  ago.  He  documented  and  inter- 
preted clearly  Vanderbilt’s  contributions  in 
their  widening  breadth — more  national  than 
local — its  contributions  to,  and  influence 
upon  medical  education  and  investigation 
through  its  faculty  and  graduates  on  a na- 
tionwide scale.  I review  a quarter  of  a 
century  until  my  retirement  with  focus 
upon  the  immediate  community. 

Upon  occasion  one  hears  the  critical  ques- 
tion— just  what  has  Vanderbilt  done  for  the 
Nashville  community?  Though  it  may  seem 
intangible,  the  School’s  greatest  contribu- 
tion locally  has  been  the  maintenance  and  a 
modern  extension  of  Nashville  as  a medical 
center.  For  150  years  Nashville  has  been  and 
continues  to  be  an  outstanding  medical 
center,  measured  as  all  medical  centers  are 
by  the  practitioners  who  supply  the  medical 
care.  Dr.  Youmans1  pointed  up  the  same 
thought  when  he  said,  “Indeed,  in  my 
opinion,  in  the  years  1927  to  World  War  II 
(the  span  of  his  active  clinical  work)  the 
Vanderbilt  Medical  School  possessed  the 
best  volunteer  faculty  of  any  medical 
school  in  the  country.”  In  the  catalogue  of 
1960,  the  year  ending  our  half-century  I 
found  listed  155  clinical  faculty  who  were 
Vanderbilt  graduates,  almost  all  from  the 
“new”  school.  Of  the  additional  62  on  the 
clinical  faculty,  the  majority  had  been  at- 
tracted to  Vanderbilt  University  Hospital 
for  specialty  training.  These  217  fully 
trained  specialists,  devoting  their  major 
energies  to  private  practice,  provided  po- 
tentially unsurpassed  medical  care.  This 
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represents  then  the  inestimable  and  major 
contribution  of  Vanderbilt  School  of  Medi- 
cine to  the  care  of  the  people  of  Nashville 
and  Middle  Tennessee.  The  second  greatest 
contribution  has  been  the  support,  by  a 
select  full-time  faculty,  of  the  continuing 
education  of  Nashville’s  superb  specialists 
through  consultation  and  availability  of 
“know-how”  in  new  technics  of  diagnosis 
and  treatment, — tangibles  and  intangibles 
which  defy  measurement.  Certainly  as  of 
1960  Nashville  medicine  was  Vanderbilt 
medicine — those  who  provided  care  were 
the  product  in  large  part  of  undergraduate 
and  graduate  education  in  its  Hospital,  their 
continued  competence  and  excellence  being 
assured  by  constant  contact  with  investi- 
gators in  the  forefront  of  medical  knowl- 
edge— thereby  “bringing  the  laboratory 
bench  next  to  the  bedside,”  an  ideal  as 
described  by  one  writer. 

Vanderbilt’s  contributions  to  the  care  of 
the  medically  indigent  or  handicapped, 
whether  in  its  Hospital  Outpatient  Clinics, 
the  Nashville  General  Hospital,  the  Junior 
League  Home  or  Central  State  Hospital, 
would  need  to  be  recorded  in  millions  of 
dollars,  a joint  venture  of  its  physical  facili- 
ties, its  full-time  faculty  and  the  uncounted 
manhours  of  its  clinical  faculty. 

Vanderbilt’s  contributions  to  community 
health  have  been  to  a large  extent  in  terms 
of  cooperation.  Long  before  the  “new” 
School  opened,  Tennessee’s  medical  profes- 
sion had  been  exceedingly  active  in  support- 
ing public  health,  beginning  with  its  first 
and  unsuccessful  petition  to  the  legislature 
in  1875.  Assigned  to  the  State  Board  of 
Health  by  the  Rockefeller  Sanitary  Com- 
mission in  1910  was  Dr.  Olin  West,  who  de- 
voted full  time  to  the  eradication  of  hook- 
worm disease  in  Tennessee,  and  laid  the 
foundations  of  rural  sanitation  and  school 
hygiene,  and  later  to  become  Secretary  to 
the  Board.  (He  was  elected  president  of 
the  AMA  in  1947.)  The  “new”  School  found 
in  Dr.  Eugene  Bishop,  Commissioner  of 
Public  Health,  a man  of  unusual  ability. 
Dr.  John  Lentz,  a graduate  of  Vanderbilt 
in  1906,  had  established  one  of  the  out- 
standing county  health  departments  of  the 
country,  recognized  as  such  repeatedly  by 
the  American  Public  Health  Association 


and  others.  The  Vanderbilt  Department  of 
Preventive  Medicine  and  Public  Health  thus 
found  in  1925  a fertile  and  well  plowed 
field  in  which  to  carry  out  one  of  Vander- 
bilt’s commitments,  the  furtherance  of  pre- 
vention of  disease  in  the  South  through 
education.  Dr.  Leathers  and  his  staff  were 
welcomed  into  cooperation  by  Dr.  Lentz, 
and  by  Dr.  Bishop  and  those  who  succeeded 
him,  both  in  undergraduate  education  and 
for  the  development  of  the  graduate  edu- 
cation of  public  health  officers  in  which 
Doctors  Alvin  Keller  and  Henry  Meleny 
had  such  a large  role.  This  development, 
too,  offered  a foundation  for  the  very  active 
program  of  graduate  education  of  public 
health  officers  and  nurses  in  Syphilis  Con- 
trol and  the  demonstration  of  epidemio- 
logic methods  during  the  years  of  1937  to 
1944,  in  collaboration  with  Dr.  Lentz  of 
the  Davidson  County  Health  Department 
and  Dr.  T.  V.  Woodring,  Director  of  Health 
of  the  City  of  Nashville.  Thus,  Vanderbilt 
contributed  much  to  community  health  in 
Tennessee,  but  did  so  in  an  environment  of 
sophisticated  public  health  practices  at  the 
level  of  the  State  and  local  governments. 

Though  I have  attempted  to  show  that 
the  “new”  School  has  influenced  the  medical 
community  of  Nashville  profoundly,  histori- 
cal accuracy  forces  me  to  comment  upon  the 
tardiness  of  its  faculty  to  share  with  Nash- 
ville doctors  their  experiences.  Was  this  a 
response  to  a sense  of  being  unwelcome!  In 
contrast  to  the  faculty  of  the  “old”  school 
who  were  the  Nashville  Academy  of  Medi- 
cine, the  faculty  of  the  “new”  school  did  not 
immediately  contribute  toward  continuing 
education  of  the  older  and  established  prac- 
titioners. To  learn  what  the  “new”  faculty 
may  have  offered  I searched  the  old  files  of 
the  Tennessee  Medical  Journal  up  to  1936, 
when  I arrived  in  Nashville.  The  first  paper 
published  from  the  new  faculty  was  by 
Hugh  Morgan  in  1926  on  subacute  bacterial 
endocarditis.  A paper  appeared  each  in  1928 
and  1929.  Five  papers  were  published  in 
1932,  3 each  in  1933  and  1934  and  4 in  1936. 
Rather  than  the  state  journal  the  faculty 
used  the  Southern  Medical  Journal  for  pub- 
lication of  its  clinical  papers, — from  half  a 
dozen  to  a dozen  papers  being  presented  at 
its  meetings,  and  published  annually,  rep- 
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resenting  possibly  a philosophy  more  of  a 
regional  commitment  than  a local  one. 

Since  this  address  today  deals  with  Van- 
derbilt, mainly  in  a half-century  of  Nash- 
ville medicine,  attention  must  be  directed  to 
the  support,  both  moral  and  in  professional 
expertise,  which  Vanderbilt  has  given  Me- 
harry  Medical  College. 

The  Flexner  Report  in  reviewing  the 
seven  existing  medical  schools  for  Negroes 
(three  of  them  in  Tennessee)  recommended 
only  two  for  continuance — Meharry  and 
Howard.  The  Medical  Department  was 
added  to  Central  Tennessee  College  (later 
Walden  University)  by  the  generosity  of  the 
three  Meharry  brothers  in  1879.  As  is  well 
known,  the  majority  of  Negro  physicians 
of  the  country  owe  their  education  and 
training  to  Meharry  Medical  College,  an- 
other of  the  factors  which  had  made  Nash- 
ville a medical  center,  and  which  will 
contribute  proportionately  ever  more,  in 
coming  years.  Contributions  of  Vanderbilt 
to  Meharry  in  the  professional  and  educa- 
tional area  were  in  the  main  by  our  clinical 
faculty  who  have  given  inestimable  num- 
bers of  hours  and  much  energy  over  the 
years,  although  we  of  the  full-time  faculty 
also  have  contributed  our  bit  on  many  oc- 
casions. In  1937-38,  we  invited  to  assist  in 
our  Medical  L (syphilis  clinic)  the  phy- 


EFFECT OF  BURNS  ON  THE  HEART:  Vivay 
V.  Joshi,  JAMA,  211:2130,  1970 

Analysis  of  clinicopathologic  data  of  7 fatal 
cases  of  burned  children  show  that  congestive 
heart  failure  was  a major  factor  in  their  deaths. 
No  detailed  account  of  cases  of  this  type  has 
been  found  in  the  literature.  Patients  had  in- 
fected burns  prolonged  clinical  course  with 
anemia,  episodes  of  hypokalemia  and  hyper- 
kalemia systemic  hypertension,  and  as  one 
would  suspect,  hypoproteinemia.  The  possibility 
of  an  overload  of  fluid  administered  intrave- 
nously was  ruled  out.  At  autopsy  all  7 patients 
showed  cardiomegaly  with  inflammatory  and 
degenerative  lesions  in  focal  areas  of  the  myo- 
cardium. The  outstanding  pathologic  findings 
were  cardiomegaly,  congestive  heart  failure  with 
pulmonary  and  hepatic  congestion,  and  serious 
effusions  which  were  present  in  6 of  the  seven 
cases  coming  to  autopsy. 

Laboratory  data,  in  addition  to  lowered  values 
of  serum  potassium  levels,  showed  an  occasional 
BUN  level  above  normal,  although  serum  creat- 


sicians,  social  workers  and  nurses  who  were 
to  establish  a similar  teaching  clinic  at 
Hubbard  Hospital.  Dr.  E.  Gurney  Clark 
and  Miss  Anne  Sweeney  then  visited  its 
Clinic  for  aid  and  advice,  and  I recall  my 
own  visits  as  well,  and  my  annual  participa- 
tion in  didactic  and  clinical  teaching  with 
the  undergraduate  students  in  this  topic. 

Summary 

The  story  of  50  years  of  Nashville  Medi- 
cine has  been  in  essence,  has  it  not,  the 
story  of  men,  for  as  Emerson  wrote:  — 

“There  is  properly  no  history,  only 
biography ” 
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mine  levels  remained  consistently  within  nor- 
mal limits,  and  there  was  no  evidence  of  overt 
renal  failure. 

Microbiologic  aspects  of  these  cases  demon- 
strated the  presence  of  Pseudomonas  bacilli,  most 
frequently.  Leukocytosis  and  positive  cultures 
from  burn  sites  indicated  that  the  organisms 
produced  infection  and  not  merely  contamina- 
tion of  the  wounds.  Staphylococcus  aureus  was 
frequently  isolated  from  blood  culture. 

It  has  always  been  accepted  as  good  practice  to 
replenish  the  loss  of  blood  proteins  in  the  treat- 
ment of  burns  and  to  maintain  a normal  status  of 
nutrition.  Findings  in  these  cases  lend  support 
to  this  regimen.  These  observations  should  alert 
one  to  the  possibility  of  congestive  heart  failure 
in  burns  of  children;  congestive  heart  failure 
may  also  be  a major  factor  in  the  mortality  of 
burned  children  having  a long  survival  time,  and 
may  explain  the  fairly  common  observation  of 
unexpected,  sudden  death  of  children  who  appear 
to  be  on  the  road  to  recovery  following  burns. 
( Abstracted  for  the  Middle  Tennessee  Heart 
Association  by  R.  C.  Kash,  Lebanon,  Tenn.) 
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City  of  Memphis  Hospitals* 

Sheehan's  Disease 

DR.  STEWART  A.  FISH:  Dr.  Robert  Mc- 
Intosh will  present  the  case  history  of  the 
patient  which  will  form  the  basis  for  our 
staff  conference  today. 

DR.  ROBERT  E.  McINTOSH:  A 31  year  old 
gravida  8,  para  5,  ab.  3 Negro  woman,  was  first 
admitted  to  The  City  of  Memphis  Hospitals  in 
1966  because  of  progressive  weakness  and  a his- 
tory of  amenorrhea  since  the  birth  of  her  last 
child  in  1958.  The  patient  complained  of  general- 
ized weaknesses,  cold  intolerance,  sleepiness, 
sluggishness,  loss  of  pubic  and  axillary  hair, 
diminished  libido  and  appetite,  and  increased 
darkening  of  the  skin.  During  the  week  before 
admission  she  was  so  weak  and  sleepy  she  stayed 
in  bed  and  slept  almost  constantly.  Despite  a 
poor  appetite,  weight  loss  was  not  significant. 

Past  History.  The  patient  had  severe  uterine 
bleeding  for  3 days  after  delivery  by  a midwife 
in  1958.  The  infant  was  born  alive  but  lived 
only  momentarily.  The  patient  was  subsequently 
admitted  to  another  hospital  and  given  2 units 
of  whole  blood  which  raised  the  PCV  from  17% 
to  29% 

Physical  examination  in  1966  demonstrated  a 
BP  of  104/82  and  P of  98/minute.  There  was 
thinning  of  the  lateral  one-third  of  the  eye- 
brows, absence  of  pubic  and  axillary  hair, 
atrophic  breasts,  puffy  eyes,  slow  deep  tendon 
reflexes,  dry  skin,  and  increased  skin  pigmenta- 
tion (Fig.  1).  The  patient’s  speech  and  mentation 
were  slow.  Pelvic  examination  showed  a small 
uterus  and  cervix.  The  vaginal  mucosa  was  pale 
and  the  cervix  was  noted  to  be  flush  with  the 
vaginal  vault. 

Laboratory  tests  of  thyroid  function  included 
a PBI  which  was  3.0  mcg/100  ml  (normal  4-8 
meg),  and  a 24  hour  I131  uptake  over  the  thyroid 
gland  of  19%  (normal  15-45%).  Following  3 
days  administration  of  bovine  thyrotropin  (5 
units/day  IM)  the  PBI  rose  from  3.0  meg  to 
5.4  mcg/100  ml. 

Laboratory  tests  for  the  integrity  of  the  pitu- 
itary-adrenal axis  revealed  a baseline  24  hour 
urine  17-ketosteroids  (17-KS)  of  3.0  mg  (normal 
5-15  mg)  and  a baseline  24  hour  17-ketogenic 
steroids  (17-KGS)  of  6.1  mg  (normal  5-18  mg). 
During,  and  following,  the  administration  of 
metyrapone  (750  mg  orally  every  4 hours  x 7 
doses)  there  was  no  increase  in  the  urine  17-KS 
or  17-KGS;  however,  the  administration  of  50 

*From  the  Division  of  Reproductive  Medicine, 
Department  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Tennessee  College  of  Medicine,  Mem- 
phis, Tenn. 


units  of  aqueous  ACTH  IV  over  8 hours  did 
cause  an  increase  in  the  24  hour  urine  17-KGS 


Fig.  1.  Photograph  made  before  therapy  dem- 
onstrating the  absent  pubic  hair  and  the  atrophic 
breasts.  Note  the  lack  of  cachexia. 
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to  34  mg,  and  the  24  hour  urine  17-KS  rose  to 
5.7  mg. 

The  24  hour  urine  follicle  stimulating  hormone 
level  (FSH)  measured  by  the  bioassay  technique 
was  less  than  6 mouse  units  (normal  6-50  mouse 
units) . 

The  patient  was  diagnosed  as  having  hypopi- 
tuitarism with  secondary  hypothroidism,  secon- 
dary hypoadrenocorticism,  and  hypogonadotropic 
hypogonadism  on  the  basis  of  the  findings  of  the 
physical  examination  and  laboratory  tests.  She 
was  discharged  from  the  hospital  on  hydrocor- 
tisone 20  mg  day  and  desiccated  USP  thyroid 
% grain/day  to  be  followed  in  the  Endocrine 
Clinic  with  plans  to  gradually  increase  the  dose 
of  thyroid  hormone.  She  was  seen  in  the  Gailor 
Clinic  a few  times  afterwards  but  was  lost  to 
followup  in  January,  1967. 

The  next  record  we  have  of  her  is  an  emer- 
gency room  visit  in  July,  1969,  at  which  time  she 
was  admitted  because  of  an  undiagnosed  infec- 
tious disease.  It  was  found  that  she  had  not  been 
taking  her  medication  and  that  she  was  markedly 
myxedematous  in  appearance  (Fig.  2).  Shortly 


Fig.  2.  The  myxedematous  facial  appearance 
before  treatment. 


after  admission  to  the  hospital  she  went  into 
shock  due  to  gram-negative  septicemia  and 
adrenal  crisis.  Her  T.  was  104° F at  this  time. 
She  responded  quite  dramatically  within  the 
next  24  hours  to  antibiotics,  electrocyte  re- 
placement, and  intravenous  hydrocortisone.  She 
was  given  isoproterenol  hydrochloride  to  main- 
tain her  blood  pressure.  There  was  a dramatic 
improvement  in  her  condition  following  the 
administration  of  these  agents.  The  dose  of 
hydrocortisone  was  gradually  reduced  over  the 
next  3 days,  and  she  was  discharged  from  the 
hospital  on  hydrocortisone,  20  mg  every  morning 
and  10  mg  every  evening,  levo-thyroxine  0.05 


mg/day  and  a combination-type  oral  contracep- 
tive agent.  The  dose  of  thyroxine  was  gradually 
increased  at  subsequent  clinic  visits  to  0.15 
mg/day.  She  had  withdrawal  uterine  bleeding 
with  the  oral  contraceptive  agent.  The  dose  of 
thyroxine  was  gradually  increased  at  subsequent 
clinic  visits  to  0.15  mg/day.  The  patient  has 
continued  to  improve  on  this  therapeutic  pro- 
gram. She  now  appears  and  feels  more  energetic 
and  is  brighter  mentally  (Fig.  3). 


Fig.  3.  The  brighter  and  more  alert  facial  ap- 
pearance only  one  month  after  treatment  was 
begun. 


DR.  FISH:  Are  there  any  questions  at 

this  point  about  the  patient’s  history? 

DR.  WINFRED  WISER:  Was  there  lacta- 
tion following  her  last  delivery? 

DR.  McINTOSH:  There  was  no  lactation 
following  the  delivery  in  1958. 

DR.  FISH:  The  point  you  are  making  is 
that  the  absence  of  lactation  was  very  early 
evidence  that  hypopituitarism  had  devel- 
oped following  the  delivery.  How  soon 
postpartum  might  one  see  symptoms  of 
pituitary  insufficiency  when  hemorrhagic 
shock  has  been  associated  with  delivery? 

DR.  JAMES  R.  GIVENS:  It  is  highly 

variable.  Symptoms  and  signs  may  become 
manifest  as  long  as  10  years  afterwards. 
This  patient  probably  lived  in  a hiberna- 
tion-type existence  for  sometime  before  the 
hypopituitarism  was  diagnosed.  Once  an 
individual  becomes  hypothyroid  they  are 
less  alert  and  are  not  as  likely  to  seek  a 
physician’s  help.  Some  do  not  lactate  im- 
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mediately  or  re-grow  pubic  hair  after  the 
perineal  preparation  done  at  the  time  of 
delivery.  Others  may  go  months  or  years, 
before  showing  all  the  symptoms  and  signs 
of  hypopituitarism. 

DR.  FISH:  I think  it  is  interesting  that 
we  have  a patient  who  presented  originally 
with  amenorrhea.  One  would  ordinarily 
consider  all  the  possible  causes  of  amenor- 
rhea, and  this  patient  instead  of  having 
hirsutism  had  the  opposite  finding  of  com- 
plete loss  of  pubic  and  axillary  hair.  We 
do  see  partial  loss  of  scalp  hair  occasionally 
following  delivery  or  after  a stressful  situ- 
ation but  rarely  hair  loss  on  other  parts 
of  the  body.  The  etiology  of  pregnancy 
alopecia  is  not  really  clear,  but  it  does  oc- 
cur. Dr.  Givens,  would  you  give  us  your 
analysis  of  this  particular  case? 

DR.  GIVENS:  Sheehan’s  disease  is  de- 

fined as  postpartum  necrosis  of  the  pituitary 
gland  with  resulting  hypopituitarism.  The 
anterior  pituitary  gland  and  very  uncom- 
monly the  posterior  lobe  is  involved.  Shee- 
han’s disease  is  the  most  common  cause  of 
nontumorous  hypopituitarism.  Pathogenesis 
has  been  a source  of  controversy.  Dr.  Shee- 
han attributed  the  basic  problem  to  arteri- 
olar spasm  associated  with  shock.  The 
vessels  involved  are  those  in  the  hypothala- 
mus that  supply  blood  to  the  portal  vessels 
which  nourish  the  anterior  lobe  of  the 
pituitary  gland.  After  the  shock  state  is 
corrected,  hemorrhagic  involvement  of  the 
anterior  lobe  may  occur.  There  is  a gross 
correlation  between  the  degree  and  length 
of  shock  and  the  degree  of  hypopituitarism 
and  how  quickly  symptoms  are  produced. 
The  result  is  a diminution  in  the  secretion 
of  the  hormones  of  the  anterior  pituitary 
gland.  These  include  thyrotropin  (TSH) , ad- 
renocorticotrophine  (ACTH) , follicle  stim- 
ulating hormone  (FSH) , luteinizing  hor- 
mone (LH) , prolactin  and  growth  hormone 
(GH).  The  symptoms  and  signs  produced 
are  the  result  of  a decreased  or  absent 
secretion  of  hormones  from  the  target 
glands  which  are  dependent  upon  anterior 
pituitary  hormones.  Thus,  a deficiency  of 
TSH  leads  to  hypothyroidism,  a deficiency 
of  ACTH  produces  hypoadrenocorticism,  a 
deficiency  of  LH  and  FSH  lead  to  hypo- 
gonadism, a deficiency  of  prolactin  prevents 
postpartum  lactation.  The  symptoms  and 


signs  then  are  due  to  decreased  blood  levels 
of  thyroxine,  hydrocortisone,  estrogens,  pro- 
gesterone and  prolactin. 

In  the  most  severe  cases,  symptoms  and 
signs  are  produced  by  deficiency  in  all  of 
the  target  endocrine  organs.  In  less  severe 
cases,  there  may  be  only  a deficiency  of 
FSH  and  LH  with  amenorrhea  being  the 
only  problem. 

The  deficiencies  may  not  all  become  mani- 
fest simultaneously.  It  is  not  uncommon  for 
amenorrhea  to  develop  first  followed  later 
by  hypothyroidism  and/or  hypoadreno- 
corticism. It  is  generally  acknowledged 
that  the  gonadotropins  are  usually  the  first 
hormones  to  become  manifestly  deficient 
in  the  course  of  the  development  of  Shee- 
han’s disease;  therefore,  absence  of  lactation 
followed  by  amenorrhea  are  usually  the 
initial  complaints.  This  was  true  of  the 
case  presented  today.  This  lady  did  not 
develop  overt  hypothyroidism  until  some 
time  after  the  insult  to  her  pituitary  gland. 
Frank  hypoadrenocorticism  did  not  develop 
until  the  stress  of  an  infection  precipitated 
it  some  9 years  after  the  onset  of  ammenor- 
rhea.  Apparently  sufficient  ACTH  was 
being  released  from  her  pituitary  gland  to 
maintain  an  adequate  secretion  rate  of  hy- 
drocortisone under  nonstressful  circum- 
stances but  a diminished  ability  to  increase 
the  secretion  of  ACTH  during  the  stress  of 
a severe  infection.  The  result  was  the  de- 
velopment of  shock  which  responded  dra- 
matically to  intravenous  hydrocortisone 
and  fluids. 

I would  like  to  briefly  discuss  the  labora- 
tory tests  involved  in  making  a diagnosis 
of  Sheehan’s  disease.  The  first  approach 
should  be  to  assess  the  functional  state  of 
the  target  endocrine  glands,  i.e.,  to  de- 
termine if  there  is  hypothyroidism  hypo- 
adrenocorticism, or  hypogonadism.  If  one, 
or  more,  of  the  target  endocrine  glands 
are  underactive,  one  must  next  determine 
if  the  underactivity  is  the  result  of  pri- 
mary disease  of  the  target  endocrine  gland 
or  secondary  to  a diminished  output  of  the 
appropriate  trophic  hormone  from  the  pi- 
tuitary gland.  This  is  accomplished  by 
measuring  the  activity  of  the  target  gland 
before  and  after  stimulation  with  the  ap- 
propriate pituitary  trophic  hormone.  In  the 
case  of  the  thyroid  gland  one  can  measure 
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the  PBI  or  I131  uptake  over  the  thyroid 
before  and  after  thyrotropin  (TSH)  ad- 
ministration. If  the  PBI  and  I131  are  low 
before  TSH  administration  and  then  are 
significantly  higher  after  TSH  administra- 
tion, the  diagnosis  of  hypothyroidism  sec- 
onday  to  pituitary  deficiency  of  TSH  can 
be  made.  Primary  hypothyriodism  is  ruled 
out  by  the  response  to  the  administration 
of  TSH. 

A similar  approach  should  be  taken  in 
evaluating  the  pituitary-adrenal  axis.  If  the 
appropriate  urine  or  plasma  steroids  levels 
are  subnormal  and  are  not  increased  follow- 
ing the  parenteral  administration  of  ACTH, 
the  diagnosis  is  primary  hypoadrenocorti- 
cism or  Addison’s  disease;  however,  if  there 
is  an  increase  in  the  appropriate  steroids 
after  ACTH  administration,  the  problem  is 
one  of  secondary  hypoadrenocorticism  due 
to  an  inadequate  output  of  ACTH  from  the 
pituitary  gland  such  as  is  found  in  Shee- 
han’s disease. 

The  functional  status  of  the  pituitary 
ACTH  secreting  mechanism  can  be  more 
directly  evaluated  by  the  metyrapone  test. 
This  compound  produces  a partial  pharma- 
cologic block  in  the  last  biosynthetic  step 
in  the  production  of  hydrocortisone  by  the 
adrenal  cortex.  In  the  normal  individual, 
this  pharmacologic  block  in  the  adrenal 
cortex  production  of  hydrocortisone  is  com- 
pensated by  a marked  increase  in  the  re- 
lease of  ACTH  from  the  pituitary  gland. 
The  net  result  in  the  normal  person  is  an 
increase  in  the  production  rate  of  the 
steroid  compounds  that  are  in  the  biosyn- 
thetic pathway  behind  the  site  of  the 
pharmacologic  block.  The  steroid  that  in- 
creases the  most  is  Compound  S which  is 
measurable  as  a 17-hydroxycorticosteroid 
(17-OHCS)  or  as  a 17-KGS.  Thus,  the  ad- 
ministration of  metyrapone  to  a normal  per- 
son results  in  a 3 to  5 fold  increase  in  the 
24  hour  urine  17-OHCS  or  17-KGS.  An 
individual  with  a pituitary  that  is  incapable 
of  secreting  ACTH,  however,  will  have  a 
decrease  or  no  response  in  the  urine  steroids 
with  metyrapone  administration.  This  was 
true  of  our  patient  under  discussion  today. 
Other  individuals  with  a decreased  reserve 
of  ACTH  show  a suboptimal  response  of 
the  urine  steroids  with  the  administration 
of  metyrapone. 
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The  simplest  way  to  differentiate  primary 
ovarian  failure  (menopause)  from  sec- 
ondary ovarian  failure  (hypopituitarism)  is 
to  measure  the  urine  or  blood  level  of  FSH 
or  LH.  If  the  hypogonadism  is  the  result 
of  primary  ovarian  failure,  the  gonadotropin 
secretion  rate  from  the  pituitary  gland  is 
increased  and  the  level  in  the  urine  and/or 
blood  will  be  high;  however,  if  the  hypo- 
gonadism is  secondary  to  pituitary  disease 
the  level  of  gonadotropins  in  the  urine  and 
blood  will  be  low.  This  was  the  case  with 
the  patient  presented  here  today  with  Shee- 
han’s disease. 

The  physician  must  be  careful  and  not 
overlook  a pituitary  tumor  when  the  diag- 
nosis of  hypopituitarism  is  made.  All  pa- 
tients suspected  of  having  this  diagnosis 
should  have  appropriate  skull  x-rays  to 
clearly  define  the  size  of  the  sella  turcica. 
If  the  sella  is  enlarged,  visual  fields  should 
be  obtained.  It  is  of  interest  that  some 
patients  with  Sheehan’s  disease  have  a 
small  sella  turcica.  It  is  not  clear  whether 
the  sella  size  decreases  after  the  pituitary 
infarction  or  if  the  small  sella  was  present 
before  the  necrosis.  If  the  latter  is  the  case, 
it  might  have  important  implications  in  the 
pathogenesis  of  the  condition  since  the  pi- 
tuitary gland  normally  increases  in  size 
during  pregnancy. 

Anorexia  nervosa  is  a condition  which 
can  be  confused  with  hypopituitarism  in 
the  female.  These  individuals  are  usually 
amenorrheic,  have  low  urine  steroid  values, 
and  complain  of  weight  loss;  however,  un- 
like the  patient  with  Sheehan’s  disease 
they  do  not  lose  pubic  or  axillary  hair,  are 
nervous  rather  than  phlegmatic  and  have 
normal  levels  of  gonadotropins  if  they  are 
premenopausal.  These  individuals  are  emo- 
tionally disturbed  and  are  not  suffering 
from  a primary  endocrinopathy  of  the  pi- 
tuitary gland.  Severe  malnutrition,  how- 
ever, can  apparently  result  in  mild  states 
of  functional  hypopituitarism. 

The  most  logical  way  to  treat  Sheehan's 
disease  would  be  to  administer  the  pitui- 
tary hormones  that  are  deficient;  however, 
this  is  not  practical  for  the  following  rea- 
sons: (1)  pituitary  hormones  are  proteins 

which  are  inactivated  by  the  digestive 
juices;  therefore,  parenteral  administration 
would  be  necessary;  and  (2)  long  term  par- 
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enteral  administration  of  animal  pituitary 
hormones  to  humans  would  cause  the  pro- 
duction of  antihormones.  Thus,  the  most 
practical  mode  of  therapy  is  the  oral  ad- 
ministration of  hormones  of  the  target 
endocrine  organs  which  have  been  docu- 
mented to  be  underactive. 

In  the  treatment  program  for  Sheehan’s 
disease  it  is  important  not  to  give  thyroid 
hormone  alone  when  there  is  evidence  of 
even  mild  adrenocorticism.  Thyroid  hor- 
mone increases  the  metabolic  clearance  rate 
of  hydrocortisone.  The  correction  of  the 
hypothyroidism  without  the  simultaneous 
administration  of  hydrocortisone  can  result 
in  adrenal  crisis  and  shock.  If  there  is  sec- 
ondary hypothyroidism  and  hypoadreno- 
corticism (or  even  a decreased  response  to 
metyrapone) , the  patient  should  receive 
both  thyroid  hormone  and  hydrocortisone 
simultaneously.  The  question  always  comes 
up  as  to  whether  these  individuals  need  an 
additional  salt  retaining  steroid  such  as  the 
addisonian  patient  requires.  As  a rule,  it 
is  not  necessary  to  administer  a salt  retain- 
ing steroid  because  the  renin-angiotensin 
system  is  intact  in  the  hypopituitary  indi- 
vidual and  the  zona  glomerulosa  is  func- 
tioning. Where  there  has  been  long  stand- 
ing deficiency  of  ACTH,  however,  the  zona 
glomerulosa  can  become  atrophic  and  a 
sodium  retaining  agent  such  as  fluorohydro- 
cortisone  may  have  to  be  given.  As  far  as 
the  deficiency  in  the  sex  steroids,  this  pa- 
tient was  cycled  on  a combination-type  oral 
contraceptive  agent  and  had  withdrawal 
menstrual  bleeding.  I think  the  oral  contra- 
ceptive agent  has  a sufficient  amount  of 
estrogen  and  progesterone  to  induce  a nor- 
mal state  as  far  as  the  genital  organs  are 
concerned.  These  individuals  remain  sterile 
and  the  administration  of  the  gonadotro- 
phins such  as  Pergonal  may  be  indicated  in 
the  future  if  another  pregnancy  is  to  be  at- 
tempted. Theoretically,  clomiphene  citrate 
would  not  be  effective  in  inducing  ovula- 
tion. 

DR.  FISH:  What  changes  occur  in  the 
pituitary  gland  during  a normal  pregnancy? 
Is  the  pituitary  gland  more  susceptible  to 
infarction  during  circulatory  shock  if  the 
individual  is  pregnant? 

DR.  GIVENS:  In  the  normal  nonpreg- 

nant state,  the  average  pituitary  gland 


weighs  about  0.5  gm.  During  pregnancy, 
the  gland  may  weigh  up  to  1.0  gm;  there- 
fore, it  may  double  its  size  during  a normal 
pregnancy.  It  becomes  succulent  and  quite 
vascular.  The  gland  of  the  pregnant  person 
is  more  susceptible  to  damage  during  shock 
because  of  its  increased  vascularity  and 
size. 

DR.  FISH:  Are  there  any  other  condi- 
tions associated  with  delivery  other  than 
hemorrhagic  shock  that  might  be  implicated 
in  causing  hypopituitarism? 

DR.  GIVENS:  Yes,  we  have  seen  a case 
of  eclampsia  without  excessive  blood  loss 
at  the  City  of  Memphis  Hospitals  in  which 
the  patient  developed  Sheehan’s  disease.  I 
think,  therefore,  one  can  say  that  any  con- 
dition which  produces  arteriolar  spasm  and 
embarrasses  the  blood  supply  to  the  pitui- 
tary gland  can  cause  pituitary  necrosis. 

DR.  FISH:  Was  the  sella  turcica  normal 
in  size  in  the  case  with  eclampsia? 

DR.  GIVENS:  No,  it  was  small. 

DR.  WISER:  Do  you  feel  that  a specific 
antigen  associated  with  pregnancy  could 
result  in  an  autoimmune  destruction  of  the 
pituitary  gland? 

DR.  GIVENS:  This  brings  up  a very 

interesting  point.  As  we  know,  the  placenta 
produces  placental  lactogen  and  chorionic 
gonadotropin  which  resemble  very  closely 
polypeptides  produced  by  the  anterior  pi- 
tuitary gland.  Theoretically  the  mother 
could  become  sensitized  to  these  placental 
agents  which  could  cross-react  immunologi- 
cally  with  pituitary  tissue  and  produce 
destruction.  There  are,  however,  no  good 
data  to  support  such  a theory. 

DR.  FISH:  Dr.  Givens,  do  patients  hav- 
ing hypopituitarism  show  the  sympathetic 
and  vasomotor  symptoms  seen  in  the  nor- 
mal menopausal  individual? 

DR.  GIVENS:  They  do  not. 

DR.  WISER:  What  follow-up  would  you 
recommend  for  a patient  who  did  not  lac- 
tate after  a severe  hemorrhage  at  delivery? 
Are  there  specific  tests  you  would  recom- 
mend at  regular  intervals  or  would  you 
wait  until  she  exhibits  clinical  evidence  of 
hypopituitarism? 

DR.  GIVENS:  Complete  evaluation  would 
be  indicated  in  the  immediate  post-partum 
period.  That  is,  the  metyrapone  test,  PBI, 
I131  uptake  and  the  serum  or  urine  go- 
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nadotrophin  levels.  If  these  were  abnormal, 

I would  begin  appropriate  therapy.  If  the 
patient  has  a normal  response  to  all  these 
tests,  I would  wait  and  observe  her  closely 
by  repeating  these  tests  to  see  if  she  did 
develop  any  abnormality  in  pituitary  func- 
tion. 

DR.  FISH:  What  is  the  mechanism  of 

loss  of  pubic  and  axillary  hair  and  main- 
tenance of  the  scalp  hair  in  an  individual 
like  this?  Will  this  individual  have  a re- 
growth of  her  axillary  and  pubic  hair  on 
adequate  treatment?  In  other  words,  why 
the  selective  hair  loss  in  the  axillary  and 
pubic  areas? 

DR.  GIVENS:  Hair  growth  is  a very 

complicated  situation.  One  cannot  say  that 
the  hair  growth  in  the  axillary  and  pubic 
areas  is  entirely  due  to  one  or  more  hor- 
mones of  one  particular  endocrine  gland. 
In  general,  pubic  and  axillary  hair  are 
more  dependent  upon  the  adrenal  andro- 
gens and  less  so  upon  the  sex  steroids  of 
the  ovaries.  Addisonian  patients  usually 
lose  this  hair;  therefore,  failure  to  regrow 
pubic  hair  after  the  prep  at  delivery  usually 
indicates  a hypoadrenal  state. 

DR.  FISH:  Will  this  patient’s  pubic  and 
axillary  hair  return? 

DR.  GIVENS:  Probably  not,  since  we  are 
not  giving  her  adrenal  androgens.  The  only 
adrenocortical  steroids  she  is  receiving  is 
hydrocortisone. 

DR.  FISH:  Dr.  Givens,  you  stated  that  in 
the  treatment  program  for  Sheehan’s  dis- 
sease  the  physician  should  not  prescribe 
thyroid  hormone  before  beginning  hydro- 
cortisone because  of  the  danger  of  precipi- 
tating an  adrenal  crisis.  Does  one  need 
to  exercise  the  same  care  in  treating  pri- 
mary hypothyroidism? 

DR.  GIVENS:  No,  because  they  have  an 
intact  pituitary-adrenal  axis  and  can  pro- 
tect themselves  against  a more  rapid  clear- 
ance rate  of  hydrocortisone. 

DR.  HAL  JAMES:  Is  the  use  of  a combi- 
nation-type oral  contraceptive  agent  better 
than  a sequential  one? 

DR.  FISH:  In  this  case  the  agent  chosen 
was  a combination  pill  and  we  have  no 
objection  at  all  to  having  this  patient  on 
sequential  medication.  I believe  this  would 
represent  just  the  individual  clinician’s 
decision  rather  than  any  major  benefit  from 


one  or  the  other.  Did  this  patient  have  any 
problem  with  the  combination  pill,  such  as 
breakthrough  bleeding? 

DR.  McINTOSH:  Yes,  breakthrough 

bleeding  occurred  one  month  after  she 
started  the  combination-type  oral  contra- 
ceptive agent  and  it  was  discontinued  for 
one  cycle.  Then  she  was  put  back  on  it 
and,  as  far  as  I know,  has  had  no  more 
difficulty. 

DR.  FISH:  I would  suggest  if  she  did 

have  recurrent  breakthrough  bleeding  on 
this  particlar  dose  we  could  utilize  a 
sequential  preparation  and  this  may  be 
continued  until  about  the  time  of  the  nor- 
mal menopause.  I think  Dr.  Givens  has  an- 
swered the  question  that  we  asked  earlier 
about  our  patient’s  reproductive  future.  As 
long  as  she  does  not  have  any  FSH  and 
LH  production  she  will  not  ovulate  and  will 
not,  of  course,  be  able  to  get  pregnant.  All 
we  are  doing  is  causing  stimulation  of  the 
genital  organs  with  the  medication  we  are 
using  and  the  cycle  bleeding  is  simply 
physiologic  withdrawal  and  has  no  effect 
on  the  pituitary  underactivity. 

DR.  GIVENS:  Another  point  should  be 
made  in  relation  to  therapy.  If  the  patient 
has  any  type  of  stressful  situation,  a car 
wreck  or  emotional  disturbance,  the  hydro- 
cortisone dosage  should  be  increased  by  a 
factor  of  2 or  3 depending  upon  the  extent 
of  the  stressful  situation.  These  patients 
can  go  into  shock  with  severe  stress  on  the 
usual  maintenance  dose  of  hydrocortisone. 

DR.  FISH:  Do  these  patients  have  any 
loss  of  libido?  I am  sure  that  during  their 
hypothyroid  state  they  probably  do,  but  on 
normal  maintenance  do  they  have  normal 
libido  and  sexual  responses? 

DR.  GIVENS:  It  has  been  my  experience 
that  some  patients  with  hypopituitarism, 
whether  due  to  a pituitary  tumor  or  spon- 
taneous hypopituitarism  never  feel  quite  as 
well  after  treatment  as  they  did  before  the 
development  of  the  disorder.  Even  in  the 
male,  the  administration  of  testosterone 
does  not  in  some  cases  produce  the  vigor 
and  libido  that  they  had  at  one  time.  I 
think  we  must  not  be  replacing  these  pa- 
tients with  all  of  the  hormones  they  are 
deficient  in  by  only  replacing  the  life  main- 
taining agents. 
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DR.  FISH:  Maybe  there  would  be  a role 
here  for  testosterone  treatment  on  the  basis 
of  an  occasional  increase  of  libido  that  we 
see  in  some  individuals.  Did  this  individual 
show  any  skin  pigment  changes? 

DR.  GIVENS:  This  patient  differs  from 
the  typical  case.  In  the  typical  case  the 


skin  gets  lighter.  This  patient  became 
darker  for  reasons  that  are  not  clear. 

DR.  FISH:  Gentlemen,  our  time  is  up, 

and  I want  to  thank  all  of  you  for  pre- 
senting such  an  interesting  and  informative 
case  today. 


Statement  to  the  House  of  Delegates 

TENNESSEE  MEDICAL  ASSOCIATION 

Eugene  W.  Fowinkle,  M.D., 

Nashville,  Tenn.* 

Fellow  physicians  I genuinely  appreciate 
the  opportunity  of  reporting  to  you  briefly 
on  Medicaid.  If  I accomplish  nothing  else, 
I do  want  you  to  know  that  I still  believe 
that  the  private  enterprise  system  is  the 
best  way  to  provide  health  care  to  the 
American  citizen.  Governmental  health 
programs  must  be  administered,  and  it  is 
my  opinion  that  they  should  be  adminis- 
tered by  a physician,  and  one  who  believes 
in  the  private  enterprise  health  system  of 
this  country. 

You  must  realize,  however,  that  in  work- 
ing within  the  framework  of  government, 
an  unbelievable  amount  of  pressure  is 
brought  to  bear  upon  me  from  a multitude 
of  sources.  My  office  is  the  target  of  tre- 
mendous waves  of  power  generated  from 
the  public  and  reflected  through  their 
elected  and  appointed  officials  as  well  as 
from  a variety  of  divergent  vested  interest 
groups  not  only  concerned  with  the  financ- 
ing of  medical  care  but  with  other  areas 
such  as  environmental  quality  control. 

Specifically  now,  related  to  Medicaid,  I 
would  like  to  say  that  in  my  opinion  the 
program  in  concept  is  valid.  It  is  a mech- 
anism for  financing  needed  health  services 
to  low  income  individuals  in  a manner  sup- 
portive of  the  private  enterprise  system. 


* Commissioner  of  Public  Health  of  the  State 
of  Tennessee,  Nashville,  Tenn.  Statement  read 
on  April  8,  1970;  Annual  Meeting  in  Memphis, 
Tenn. 


This  concept  was  endorsed  prior  to  the  en- 
actment of  Medicaid  in  1965  by  practically 
every  major  health  professional  organiza- 
tion in  the  country  including  the  Tennessee 
Medical  Association.  However,  a number 
of  things  have  happened  to  the  Medicaid 
Program  since  it  was  conceived,  and  a 
number  of  changes  have  occurred  in  the 
health  system  into  which  it  must  fit  as 
well  as  to  the  health  consumer  whom  it 
serves.  Therefore,  in  my  opinion,  the  pro- 
gram must  be  evaluated  continuously  for 
its  effectiveness  and  validity. 

The  Medicaid  Program  is  fraught  with  a 
number  of  serious  inherent  administrative 
complexities.  First,  the  program  has  be- 
come unpopular  both  to  the  public  and  to 
the  health  profession.  A number  of  State 
Medicaid  Programs  have  gone  bankrupt, 
and  several  which  have  not  yet  collapsed 
are  producing  tremendous  tax  drains  upon 
state  governments  involving  as  much  as 
$65  per  capita  expenditure  as  is  the  case 
in  California.  A handful  of  professional 
abuses  have  occurred  and  have  been  much 
publicized.  These  and  other  factors  have 
made  the  program  unpopular. 

Probably  the  most  serious  administrative 
problem  facing  the  Tennessee  Medicaid 
Program  is  the  fact  that  it  is  locked  be- 
tween a fixed  State  appropriation  with  a 
clear  legislative  mandate  not  to  over  spend 
that  budget  on  the  one  hand,  and  on  the 
other  hand  federal  guidelines  requiring 
rather  comprehensive  services  to  about 
200,000  Tennesseans  with  no  pre-audit  or 
front  end  fiscal  controls  on  expenditures. 
Furthermore,  the  legislative  fiscal  review 
committee  had  instructed  those  adminis- 
tratively responsible  for  the  program  to 
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gear  expenditures  during  the  first  year  of 
the  program  to  a level  which  will  result 
in  a rate  of  expenditure  at  the  end  of  the 
year  not  exceeding  the  annual  budget  for 
the  next  fiscal  year  when  projected  through 
that  year.  Consequently  it  has  been  neces- 
sary to  apply  practically  all  of  the  break- 
ing power  available  to  us  at  the  start  of 
the  program  with  a gradual  release  of  that 
fiscal  breaking  power  as  experience  is 
gained.  I think  physicians  can  probably 
understand  and  appreciate  this  approach 
better  than  anyone  else  because  of  our  gen- 
erally conservative  and  cautious  financial 
orientation. 

At  this  point,  I can  report  that  the  pro- 
gram is  running  smoothly  from  the  adminis- 
trative standpoint  and  provider  participa- 
tion across  the  State  is  approaching  an 
adequate  level. 

Where  do  we  go  from  here?  It  is  my 
opinion  that  we  should  continue  to  operate 
a fairly  minimal  program  from  the  stand- 
point of  eligibility  standards  and  recipient 
benefits.  While  doing  this,  it  is  my  hope 
that  payments  to  providers  can  be  quickly 
adjusted  upward  to  an  adequate  level.  I 


believe  we  will  be  able  to  convince  the 
State  Legislature  and  financial  authorities 
that  this  approach  is  appropriate. 

In  closing,  I want  to  thank  the  physicians 
of  this  State  specifically  for  two  things: 
1)  even  under  the  fire  of  public  criticism 
through  the  mass  news  media,  you  con- 
tinued to  provide  medical  care  to  low  in- 
come citizens  whether  or  not  you  were  at 
the  time  charging  the  Medicaid  Program  for 
your  services.  This  fact  is  documented  by 
data  which  shows  that  patients  were  re- 
ceiving prescriptions  for  needed  medication 
even  during  periods  when  physician  billing 
was  low.  2)  There  is  growing  physician 
participation  in  the  program  now.  This  per- 
haps indicates  your  desire  that  this  mech- 
anism for  aiding  in  the  financing  of  health 
care  to  low  income  citizens  in  a manner 
supportive  of  the  private  enterprise  system 
be  successful  less  the  voting  public  replace 
it  with  a mechanism  far  less  desirable  than 
Medicaid. 

Your  individual  and  collective  comments 
and  suggestions  on  how  the  Tennessee 
Medicaid  Program  can  further  develop  into 
one  of  excellence  are  invited. 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 

ACHROCIDIN  Tetracycline  HC1— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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AMA-ERF  FUNDS  DISTRIBUTED  IN  TENNESSEE.  • . Tennessee's  three  medical 
schools  received  $44,983.19  from  the  American  Medical  Association's 
Education  and  Research  Foundation  • . . These  were  contributions  made  in 
1969  to  the  AMA-ERF.  Tennessee's  total  contributions  last  year  in- 
creased more  than  20%  over  1968  . • . As  a result  of  these  efforts,  the 
three  Tennessee  medical  schools  will  receive  a total  of  $44,983.19, 
with  the  allocations  as  follows:  University  of  Tennessee  College  of 

Medicine-$23,820. 07 ; Vanderbilt  University  School  of  Medicine- 
$15,071.66;  Meharry  Medical  College-$6, 091.46.  The  representatives  of 

the  three  medical  schools  accepted  these  funds  at  the  Public  Relations 
breakfast  conducted  in  Memphis  on  April  10  during  the  annual  meeting 
of  TMA  . • . The  PR  breakfast,  sponsored  by  TMA  and  hosted  by  the 
Memphis-Shelby  County  Medical  Society,  was  conducted  before  some  150 
local  business,  civic  and  government  leaders  as  guests  . • . Again  in 
1969,  more  than  $1  million  was  raised  for  AMA-ERF.  The  Woman's 
Auxiliary  to  the  Tennessee  Medical  Association  had  a big  hand  in  this 
total  as  they  do  every  year.  Only  five  states  raised  more  money  for 
AMA-ERF  than  Tennessee,  and  needless  to  say  these  are  in  the  highly 
populated  areas  (California,  Illinois,  New  York,  Indiana).  The  total 
contributed  from  Tennessee  surpassed  such  states  as  Michigan,  Pennsyl- 
vania, Texas  and  Florida.  The  TMA  Woman's  Auxiliary  did  a monumental 
job  on  this  important  project. 

jjc  jj;  }|c 

TMA  MEMBERSHIP  REPORT  ...  As  of  January  1,  1970,  the  Tennessee  Medical 
Association  was  made  up  of  3,079  active  dues  paying  members,  228  veteran 
members  (over  age  70) ; 29  members  were  in  a postgraduate  education 
status,  and  19  in  military  service,  for  a total  of  3,355  TMA  members 
. . • Thirty-six  deaths  occurred  among  the  membership  in  the  past  year. 
TMA  has  2,883  active  dues  paying  members  of  the  American  Medical  Asso- 
ciation and  271  dues  exempt  members  for  a total  AMA  membership  of  3,154. 
This  approximates  slightly  more  than  93%  of  the  TMA  membership. 

* * * * * 

SPECIAL  TMA  COMMITTEE  STUDYING  MALPRACTICE  ...  The  Board  of  Trustees  has 
established  an  Ad  Hoc  Committee  to  study  Malpractice  and  the  rising  cost 
of  professional  liability  insurance  ...  In  the  Committee's  delibera- 
tions at  its  first  meeting,  attention  was  given  to  the  following  items: 

(1)  the  development  of  a national,  state  or  local  self-insured  program 

for  physicians;  (2)  physician-attorney  panels  consisting  of  physicians 
only;  (3)  "no-fault"  workmen's  compensation  plans;  (4)  limited  liability 
plans;  (5)  removal  of  the  contingency  fee  for  attorneys,  and  (6)  the 
removal  of  the  "Res  Ipsa  Loquitur"  . • . Recommendations  of  the  Com- 
mittee were  to:  (1)  Introduce  a resolution  in  the  next  session  of  the 

Tennessee  General  Assembly  directing  the  Legislative  Council  to  study 
the  spiraling  cost  of  medical  malpractice  insurance  in  Tennessee. 

(2)  To  determine  the  feasibility  of  requiring  through  a law,  for  the 
plaintiff  to  "put  up"  a bond  when  bringing  suit  against  a physician  with 


the  understanding  that  the  bond  will  be  forfeited  if  the  case  is 
found  to  be  frivolous.  (3)  Discuss  with  the  Tennessee  Hospital 
Association  the  development  of  a mechanism  of  joint  arbitration  when 
both  a physician  and  a hospital  is  involved  in  malpractice  litigation. 

£ * # * * 

CONGRESS  MULLS  PROPOSALS  TO  FIX  PHYSICIANS'  FEES  . . . Both  Houses  of  the 
U.S.  Congress  are  deeply  involved  in  legislation  designed  to  establish 
fixed  fee  schedules  for  physicians,  and  set  maximum  charges  by  hospitals 
for  the  Medicare-Medicaid  programs  • . . Social  Security  Administration 
actuaries  have  reported  that  Medicare's  costs  will  exceed  its  income 
from  the  Social  Security  Trust  Fund  by  $216  million  over  the  next  25 
years.  Most  of  the  increase  is  blamed  on  doctor  and  hospital  charges. 
HEW's  Undersecretary,  Mr.  John  Veneman,  has  proposed  that  Medicare  and 
Medicaid  be  amended  to  control  hospital  reimbursement  and  physicians' 
fees  • . • With  regard  to  physicians'  fees,  he  proposed  that  for  1971, 
physicians'  fees  be  limited  either  to  fees  presently  recognized  or  to  a 
new  prevailing  level  which  would  be  set  at  the  75th  percentile  of  the 
1969  average  customary  charges  for  a given  service  in  an  area.  Any 
future  fee  increases  should  be  tied  to  an  index  which  would  be  made  up 
of  general  wage  and  price  increases  in  those  fields  which  affect  the 
cost  to  the  physician.  Physicians'  charges  would  continue  to  rise  only 
in  direct  proportion  to  the  other  costs  of  the  physician. 

* * * * # 

DISTRIBUTION  OF  HEALTH  CARE  ...  In  an  interview  with  "U.S.  News  and  World 
Report,”  HEW's  Roger  0.  Egeberg,  M.D.,  said  the  nation's  number  one 
health  problem  is  the  distribution  of  health  care.  Asked  how  soon  he 
expected  a universal  health  insurance  system.  Dr.  Egeberg  said,  "Doctors 
will  be  completely  swamped  and  you  would  have  chaos"  if  it  comes  too 
soon.  He  added,  "I  would  say  it  probably  would  be  six  or  seven  years 
before  you  could  feel  that  you  were  anywhere  near  ready  to  tackle  this, 
without  having  a degree  of  chaos." 


* * * * * 

AMA  PRESIDENT  URGES  CALM  IN  DIFFICULT  TIMES  ...  As  criticism  of  medicine 
continues  in  congressional  hearings  and  in  the  press,  AMA  President 
Gerald  D.  Dorman,  M.D.,  has  urged  physicians  ... 

"To  remain  calm  in  these  difficult  times.  The  accusations  being 
made  against  the  profession  are  unjust,  and  we  have  reason  to  be 
indignant.  We  must  speak  out  with  force,  but  we  have  no  time  for 
the  luxury  of  unproductive  anger.  No  matter  what  we  do,  the  medical 
profession  is  going  to  be  attacked  again  and  again  during  the  next 
five  or  six  years,  and  emotional  responses  are  not  going  to  be 
effective  answers.  We  must  be  more  resolute  and  active  than  ever 
before.  We  must  meet  each  accusation  squarely,  quickly  and  with 
facts  . • . Set  the  record  straight  on  every  unjust  charge." 

% # * ♦ 

WHAT'S  BEHIND  RISING  HEALTH  CARE  COST?  ...  An  analysis  of  the  Bureau  of 
Labor  Statistics  during  five  year  period  (1964-69)  provide  several 
clues  as  to  what's  behind  rising  health  care  cost.  These  costs  in- 
creased 32%,  but  semi-private  hospital  room  is  up  88%.  Pushing  up 
hospital  charges  are  wages,  catching  up  after  lagging  far  behind 
salaries  of  other  workers  in  other  fields  with  similar  qualifications; 
advances  in  medical  technology  and  equipment,  requiring  more  employees 
and  often  sizeable  expenditures.  Medicare  and  Medicaid  fueled  demand 
for  health  services.  Where  services  play  dominant  role,  price  changes 
are  greatest. 


Communications 

Legislation 


Hadley  Williams,  Public  Service  Director 

TENNESSEE'S  PROFESSIONAL  LIABILITY  RATE  ONE  OF  NATION'S  LOWEST  . . . 

Premium  rates  for  professional  liability  insurance  are  hitting  new 
record  highs  in  a vast  majority  of  states,  Tennessee's  rate  is  in  the 
lower  one-fourth  of  the  fifty  states  and  District  of  Columbia.  Only 
eleven  states  have  a lower  rate  than  TMA  members  are  entitled  to  under 
the  TMA  Group  Insurance  Plan  and  seven  of  those  enjoy  only  a slight 
advantage  over  the  TMA  rate,  California  leads  all  states,  according  to 
the  Insurance  Rating  Board,  formerly  the  National  Bureau  of  Casualty 
Underwriters,  the  trade  association  which  keeps  tab  on  losses  and 
suggests  rate  adjustments.  The  basic  rate  for  $5, 000/$15, 000  Class  V 
coverage  for  surgeon  specialists  such  as  neurosurgeons,  obstetricians- 
gynecologists,  orthopedists,  otolaryngologists  and  plastic  surgeons  in 
California  is  $1,390  while  in  Tennessee  the  rate  is  $213  for  the  same 
coverage.  South  Carolina  has  the  lowest  rate,  $115,  followed  by 
Mississippi  and  New  Hampshire  at  $125  and  North  Carolina  at  $130.  The 
TMA  Group  Plan  rate  of  $213  is  $72  or  approximately  25%  less  than  the 
$285  rate  suggested  for  Tennessee  by  the  Rating  Board.  The  latest 
figures  for  all  states  are  as  follows* 


Professional  Liability  Premiums,  $5,000/$15, 000 
Basic  Single  Coverage  for  Class  V Surgeons 


California  .... $1390 

District  of  Columbia  .$365 

Virginia  

..$255 

Michigan  

765 

Kentucky  • . . , 

Massachusetts 

..  240 

New  York  ( 1 ) ... 

757 

Hawa ii  ...... 

360 

Delaware  . . . . . 

. . 230 

Arizona  ....... 

730 

Illinois  .... 

355 

Ma  ine  ........ 

, , 220 

Florida(2)  .... 

657 

Pennsylvania 

Kansas  

New  Jersey 

650 

Louisiana  ... 

Tennessee(3)  . 

..  213 

Nevada  ........ 

610 

Oklahoma  .... 

330 

South  Dakota  . 

. . 210 

Montana  

545 

Georgia  

Alabama  

New  Mexico  . • . • 

520 

Wisconsin  ... 

North  Dakota  • 

..  200 

Ohio  .......... 

510 

Missouri  .... 

320 

Wyoming 

. • 200 

Washington  .... 

490 

Indiana  

Vermont  

Utah  .......... 

458 

Iowa  ••••.... 

310 

Rhode  Island  . 

. . 185 

Colorado  ...... 

420 

Texas  ....... 

300 

Arkansas  

. . 185 

Connecticut  ... 

420 

Idaho  

North  Carolina 

. . 130 

Alaska  

415 

West  Virginia 

New  Hampshire 

..  125 

Oregon  

395 

Maryland  .... 

Mississippi  . . 

..  125 

Minnesota  

385 

Nebraska  .... 

South  Carolina 

. . 115 

*(1)  This  figure 

is  the 

average  of  7 

territories 

within  the  State, 

with 

$1170  the  highest 

rate  and  $572 

the  lowest. 

(2)  This  figure 

is  the 

average  of  2 

territories 

within  the  State, 

with 

$825  the  highest  rate  and  $490  the  lowest. 

(3)  This  figure  is  the  rate  applicable  to  Members  of  the  TMA  Group 
Plan,  while  $285  is  the  Rating  Board  figure. 


MALPRACTICE  CLAIMS  CONTINUE  TO  INCREASE  . . . Approximately  10,000  mal- 
practice claims  are  expected  this  year  with  awards  of  over  $1  million 
being  made  by  juries.  This  tremendous  increase  in  both  numbers  and 
amounts  is  having  a direct  effect  on  the  cost  of  medical  care. 

Physicians  must  pass  increased  costs  on  to  their  patients.  Many  sug- 
gestions have  been  made  to  solve  the  problem  including  arbitration, 
legal  reform,  patient-paid  malpractice  insurance,  and  limitations  on 
jury  awards.  Physicians,  attorneys,  insurance  companies,  and  patients 
say  proposed  solutions  deprive  one  or  the  other  of  interested  groups  of 
their  just  rights.  The  HEW  Department  of  Malpractice  Research  and 
Prevention  has  said  the  growing  problem  of  malpractice  "is  a social 
problem  that  may  have  catastrophic  consequences  and  may  become  one  of 
the  most  important  factors  dictating  reform  of  our  national  health-care 

system”  * * * * * 


AMA  EXPLORING  MALPRACTICE  PROBLEM  ...  The  American  Medical  Associa- 
tion is  conducting  a Nationwide  survey  in  an  effort  to  seek  less  costly 
methods  of  underwriting  professional  liability  insurance.  A nationwide 
Malpractice  Insurance  Program,  sponsored  by  AMA,  is  one  area  being 
explored.  ***** 


MEDICAL  APPLICATIONS  FOR  COMPUTERS  GROW  . . . Computers  will  play  a 
larger  and  larger  part  in  providing  health  services  in  the  immediate 
future  according  to  International  Business  Machines.  By  1960,  there 
were  6,000  computers  while  today  the  figure  stands  at  more  than  60,000 
with  that  number  expected  to  double  by  the  Mid-70's.  IBM  sees  computers 
processing  information  between  patient  wards  and  laboratories,  freeing 
MD's,  nurses  and  lab  personnel  from  time-consuming  paperwork.  Continu- 
ous monitoring  of  critical  patients  will  spot  potentially  serious  con- 
ditions earlier  than  ever.  MD's  will  use  computers  as  a diagnostic  aid, 
to  analyze  electrocardiograms,  to  match  transplants,  to  classify 
chromosome  images.  Psychiatry  and  psychology  are  expected  to  turn  to 
computers  for  assistance.  Hospitals  are  finding  more  and  more  uses  for 
computers,  including  cost  reduction. 

5§C 


CALIFORNIA  MEDICAL  ASSOCIATION  TO  PROPOSE  UNIVERSAL  HEALTH  INSURANCE 
PROGRAM  . . . Delegates  from  the  California  Medical  Association  will 
introduce  a resolution  at  the  June  AMA  Convention  in  Chicago  calling  for 
the  establishment  of  a universal  health  insurance  program.  The  intent 
of  the  CMA  plan  is  to  propose  a financing  mechanism  for  medical  care 
with  everyone,  regardless  of  income,  age  or  employment  status  being 
eligible.  The  financing  would  be  by  Federal  and  State  taxes  and 
Employer-Employee  contributions  and  would  be  administered  by  State 
governments  under  Federal  supervision.  The  proposal  would  eliminate 
Medicare  and  Medicaid.  The  New  York  Medical  Association  recently  voted 
to  seek  legislation  creating  a universal  plan  for  all  New  York  state 
residents.  New  York  and  California  have  21%  of  all  AMA  delegates,  more 
than  the  total  number  of  delegates  from  34  other  states. 

H<  :jc  # He  # 

CHICAGO  TO  HOST  AMA  MEETING  ...  The  119th  Annual  AMA  Convention  will 
be  conducted  in  Chicago  June  21-25.  In  addition  to  scientific  programs 
presented  by  23  sections,  four  general  scientific  meetings  have  been 
scheduled  on  the  subjects  of  (1)  The  Comatose  Patient  and  the  Diagnosis 
of  Death  (2)  Conception  Control  and  Abortion  (3)  Delivery  of  Health  Care — 
The  Role  of  the  Allied  Health  Personnel  and  (4)  The  Role  of  the 
Physician  in  Family  Life,  Education,  etc.  TMA  members  planning  on 
attending  the  meeting  should  make  their  reservations  immediately.  See 
recent  issues  of  JAMA  or  American  Medical  News  for  Hotel  listings  and 
reservation  forms. 


May,  1970 
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The  return  drive  home  after  each  annual  TMA  meeting  invariably 
gives  me  a certain  sense  of  futility  as  I attempt  to  review  specific 
accomplishments.  No  doubt  some  of  you  have  experienced  similar 
feelings.  We  should  nevertheless  avail  ourselves  of  this  opportunity 
to  annually  review  the  work  of  our  officers,  the  activities  of  our 
committees,  and  to  redirect  our  interest  toward  those  areas  wherein 
lie  medicine’s  current  primary  concern. 

Last  month  in  Memphis  we  noted  our  concern,  and  held  extensive 
discussions  on  a variety  of  diverse  subjects.  These  included: 

1)  The  shortage  of  medical  manpower  and  the  need  to  design 
formats  for  instructional  programs  for  physician’s  assistants. 

2)  A desire  for  an  improved  relationship  with  Blue  Cross-Blue  Shield  of  Tennessee. 

3)  The  desirability  of  restructuring  our  internal  organization. 

4)  Our  genuine  concern  for  spiraling  hospital  and  health  care  costs. 

5)  Improved  quality  control  of  medical  services  through  internal  regulation  within  the 
profession,  employing  techniques  of  peer  review  and  expansion  of  Judicial  Council 
activities  by  virtue  of  expanded  authority. 

6)  The  need  for  change  in  our  systems  of  health  care  delivery. 

The  last  item,  which  includes  the  Tennessee  Title  XIX  Program  (Medicaid)  was  the 
target  of  extensive  debate,  often  heated  and  seldom  complimentary.  One  point,  how- 
ever, is  crystal  clear.  There  is  uniform  dissatisfaction  with  the  program  in  the  manner 
in  which  it  has  worked  thus  far,  and  there  is  no  unanimity  of  opinion  as  to  the  best 
manner  in  which  it  should  be  revised.  One  can  hardly  expect  perfection  after  seven 
months  of  operation,  however,  and  hopefully  as  experience  develops,  trial  participation 
continues  to  improve  and  proper  regulatory  and  surveillance  controls  are  allowed  to  func- 
tion in  the  manner  in  which  they  have  been  designed.  Only  then  will  we  accordingly 
witness  the  orderly  development  of  a program  that  will  prove  to  be  satisfactory  for  the 
delivery  of  health  services  to  the  indigent  population  of  Tennessee. 

It  behooves  us  all  to  realize  that  there  are  alternatives  to  Medicaid,  some  of  which 
have  already  been  proposed  to  the  Congress,  and  are  under  consideration  by  the  House 
Ways  and  Means  Committee  which  might  prove  to  be  eminently  less  desirable  than  the 
Medicaid  program  with  which  we  are  currently  struggling.  By  contrast  it  is  imperative 
that  the  medical  profession  give  adequate  consideration  to  every  innovative  vehicle  that 
is  presented  for  the  delivery  of  health  care  services.  We  agree  unanimously  that  one 
of  our  prime  objectives  is  to  solve  the  problems  of  health  care  delivery  to  our  economic- 
ally depressed  areas  and  indigent  poor. 

Perhaps  we  can  all  achieve  the  unity  of  our  profession  that  must  be  maintained,  if 
we  allow  ourselves  to  resolve  our  differences  and  focus  our  efforts  on  this  one  chal- 
lenging problem  which  faces  our  profession  today. 


Sincerely, 


President 
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ERRATUM 

The  complete  bibliographic  refer- 
ence page  329,  April  number  should 
read: 

Billings,  John  S.:  A Century  of 
American  Medicine,  Amer  J Med  Sci 
72:  439,  1876 


EDITORIAL 

MALPRACTICE  UNDER  STUDY 

The  Board  of  Trustees  of  the  Tennessee 
Medical  Association  has  taken  steps  to  initi- 
ate a study  of  the  professional  liability  in- 
surance problem  in  view  of  the  increasing 
number  of  malpractice  suits,  and  the  rapid- 
ly rising  rates  for  professional  liability  cov- 
erage. This  entire  area  has  been  of  increas- 
ing concern  to  physicians.  The  Tennessee 
Medical  Association  is  watching  carefully 
the  progress  of  legislation  to  alleviate  the 
situation  in  other  states,  as  well  as  discus- 
sions that  are  going  on  in  Congress. 

The  number  of  malpractice  suits  and 
claims  is  rising  sharply  in  certain  regions 
of  the  country.  We  have  been  fortunate  in 
Tennessee  compared  to  other  states,  inas- 
much as  there  has  not  been  any  great  in- 


crease in  the  number  of  suits  filed  against 
physicians. 

Most  malpractice  suits  are  the  direct  re- 
sult of  injuries  suffered  by  patients  during 
medical  treatment  or  surgery.  Other  suits 
are  the  indirect  result  of  a deterioration 
of  the  traditional  physician-patient  relation- 
ship. Publicity  given  to  malpractice  cases, 
with  higher  settlements,  is  likely  to  trigger 
an  increase  in  litigation,  which  could  reach 
a crisis  stage. 

In  recent  months,  the  Tennessee  Medical 
Association’s  Board  of  Trustees  appointed 
an  Ad  Hoc  Committee  on  Malpractice.  In 
its  first  meeting,  the  Committee  has  found 
that  national  rates  for  malpractice  coverage 
have  increased  more  than  100%  in  some 
areas  of  the  country.  Many  insurance  com- 
panies have  stopped  providing  this  cov- 
erage, and  some  companies  are  only  insur- 
ing physicians  under  sixty-five,  and  those 
that  have  never  been  involved  in  any  mal- 
practice litigation. 

The  Tennessee  Medical  Association’s  pro- 
fessional liability  plan  has  worked  well 
since  its  inception.  75% -80%  of  the  mem- 
bership of  TMA  now  participate  in  the  As- 
sociation’s group  program.  Efforts  in  other 
states  have  not  been  as  successful  and  this 
has  caused  the  rates  in  Tennessee  to  in- 
crease, irrespective  of  the  excellent  experi- 
ence within  the  state.  Approximately  23% - 
27%  is  being  saved  on  annual  premiums  by 
the  group  plan  in  effect  in  Tennessee,  which 
is  a distinct  benefit  to  TMA  members. 

The  TMA  Committee,  in  studying  the 
problem,  has  developed  several  areas  for 
consideration  and  further  study.  These  in- 
clude: 

(1)  The  development  of  a national,  self- 
insured  program  for  physicians; 

(2)  Physician-attorney  panels  or  panels 
consisting  of  physicians  only; 

(3)  “No  fault”  workmen’s  compensation 
plans; 

(4)  Limited  liability  plans; 

(5)  Removal  of  the  contingency  fee  for 
attorneys;  and 

(6)  The  removal  of  the  “Res  Ipsa  Loqui- 
tur.” 

The  Ad  Hoc  Committee  has  made  three 
recommendations  and  has  reported  these  to 
the  Board  of  Trustees. 

(1)  It  is  planned  to  have  the  TMA  Legis- 
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lative  Committee  sponsor  a resolu- 
tion in  the  Tennessee  General 
Assembly,  requesting  the  Legislative 
Council  Committee  to  study  the 
spiraling  cost  of  medical  malpractice 
insurance  in  Tennessee. 

(2)  The  TMA  Legislative  Committee  will 
be  asked  to  determine  the  feasibility 
of  a law  requiring  a plaintiff  to  put 
up  a bond  (amount  to  be  determined 
later)  when  bringing  suit  against  a 
physician,  with  the  understanding 
that  the  bond  will  be  forfeited  if  the 
case  is  found  to  be  frivolous. 

(3)  Efforts  will  be  made  with  representa- 
tives of  the  Tennessee  Hospital  Asso- 
ciation for  the  purpose  of  developing 
a mechanism  of  joint  arbitration 
when  both  a physician  and  a hospital 
is  involved  in  malpractice  litigation. 

Furthermore,  the  American  Medical  Asso- 
ciation is  studying  the  malpractice  insur- 
ance problem  to  a considerable  degree,  and 
will  probably  present  a report  at  its  June 
meeting  in  Chicago.  Also,  the  AMA  has 
established  an  active  clearing  house  for 
information  on  the  subject  to  be  correlated 
from  all  of  the  states. 

The  membership  of  the  Tennessee  Med- 
ical Association  should  be  aware  of  the 
steps  being  taken.  The  TMA  Ad  Hoc  Com- 
mittee studying  the  problem,  will  keep 
abreast  of  the  developments  on  professional 
liability,  and  report  their  progress  from 
time  to  time. 

Malpractice  suits  increase  the  cost  of 
health  care.  The  lion’s  share  of  the  total  cost 
of  the  insurance  company  for  malpractice 
suits  and  claims  goes  to  the  legal  commu- 
nity, and  the  cost  for  insurance  is  passed  on 
to  the  consumer  of  health  services.  The  Ad 
Hoc  Committee  for  the  Tennessee  Medical 
Association  that  is  making  this  study,  sees 
the  malpractice  problem  as  one  of  medi- 
cine’s major  missions  for  1970. 

J.E.B. 
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Dedman,  William  M.,  Gallatin.  Died  Decem- 
ber 9,  1969,  Age  68.  Graduate  of  Vanderbilt 
University  School  of  Medicine,  1928.  Member  of 
Sumner  County  Medical  Society. 


Lyons,  William  Henry,  Rogersville.  Died  March 
12,  1970,  Age  54.  Graduate  of  Middlesex  Univer- 
sity Medical  School,  Boston,  1944.  Member  of 
Hawkins  County  Medical  Society. 

Prichard,  Luther  Fay,  Nunnelly.  Died  March  14, 
1970,  Age  85.  Graduate  of  University  of  Tennes- 
see Medical  School,  1909.  Member  of  Hickman- 
Perry  County  Medical  Society. 

Ingram,  Minyard  Dee,  Trenton.  Died  March  20, 
1970,  Age  82.  Graduate  of  University  of  Tennes- 
see Medical  Units,  1913.  Member  of  Consolidated 
Medical  Assembly  of  West  Tennessee. 

Leffler,  Raymond  J.,  Knoxville.  Died  March  30, 
1970,  Age  48.  Graduate  of  State  University  of 
Iowa,  1947.  Member  of  Knoxville  Academy  of 
Medicine. 
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New  Members 

The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Assn,  members. 

CHATTANOOGA-HAMILTON  COUNTY  MED- 
ICAL SOCIETY 

Robert  L.  Jensen,  M.D.,  Dunlap 
L.  Gordon  LaPointe,  M.D.,  South  Pittsburg 

NASHVILLE  ACADEMY  OF  MEDICINE 

Elizabeth  Backus,  M.D.,  Nashville 
Leon  H.  Cochran,  M.D.,  Madison 
Robert  H.  Shipp,  M.D.,  Madison 

MEMPHIS -SHELBY  COUNTY  MEDICAL  SO- 
CIETY 

Herman  A.  Crisler,  Jr.,  M.D.,  Memphis 
Albert  J.  Grobmyer,  III,  M.D.,  Memphis 
Bobby  J.  Kelley,  M.D.,  Memphis 
James  D.  Massie,  M.D.,  Memphis 
Joseph  A.  Sullivan,  M.D.,  Memphis 

NORTHWEST  ACADEMY  OF  MEDICINE 

James  Herman  Smith,  M.D.,  Dyersburg 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

James  L.  Breyer,  M.D.,  Cookeville 

SEVIER  COUNTY  MEDICAL  SOCIETY 

John  C.  Jacobs,  Jr.,  M.D.,  Sevierville 
Terrell  B.  Tanner,  M.D.,  Gatlinburg 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  SOCIETY 

Norman  E.  White,  M.D.,  Johnson  City 
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Warren  County  Medical  Society 

Dr.  Thomas  Turner  presented  a discussion  on 
“Methods  of  Prostatectomy,”  with  illustrative 
slides,  at  a recent  meeting  of  the  Warren  County 
Medical  Society.  Dr.  Turner  practices  urology 
and  is  associated  with  the  Murfreesboro  Medical 
Clinic. 

The  President  of  the  Warren  County  Medical 
Society  is  Dr.  W.  B.  Bigbee  and  the  Secretary 
is  Dr.  C.  E.  Peery. 

Hamblen  County  Medical  Society 

The  principal  speaker  at  the  March  meeting  of 
the  Hamblen  County  Medical  Society  was  Dr. 
James  Mackenzie,  Professor  of  Surgery  at  the 
McMaster  University  in  Hamilton,  Ontario.  Dr. 
Mackenzie  discussed  the  problems  of  emergency 
medical  care. 

Roane-Anderson  County 
Medical  Society 

Dr.  Jerrie  Cherry,  Professor  of  Otolaryngology 
at  the  Vanderbilt  University  School  of  Medicine, 
was  the  featured  speaker  at  the  March  31  meet- 
ing of  the  Roane-Anderson  County  Medical 
Society.  Dr.  Cherry’s  topic  was  “Common  Prob- 
lems in  Diagnosis  and  Treatment  in  Ear,  Nose, 
and  Throat.” 

Memphis-Shelby  County 
Medical  Society 

The  Memphis  and  Shelby  County  Medical  So- 
ciety has  assumed  rseponsibility  for  publication 
of  a forthcoming  book  on  the  history  of  medicine 
and  surgery  in  Memphis,  prepared  as  a part  of 
the  city’s  150th  anniversary  celebration.  Those 
desiring  copies  should  forward  $5.95  per  copy 
to  the  Medical  Society  headquarters. 

Knoxville  Academy  of  Medicine 

Dr.  Johannes  Blom,  Chief  of  Oncology  at  the 
Hematology-Oncology  Clinic  at  Walter  Reed 
General  Hospital  in  Washington,  D.C.  was  the 
featured  speaker  at  the  April  meeting  of  the 
Knoxville  Academy  of  Medicine.  Dr.  Blom’s 
topic  was  “Combined  Radiation  Therapy  and 
Drug  Therapy  in  the  treatment  of  Malignancy.” 

Also  Dr.  Richard  Sexton  presented  a case  re- 
port entitled  “Acute  Leukemia  in  an  Adult.” 
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The  Month  In  Washington 
(From  Washington  Office,  AMA) 

The  Nixon  Administration  proposed  that 
prepaid,  closed-panel  group  practice  health 
care  be  authorized  under  both  medicare 
and  medicaid. 

The  American  Medical  Association  rec- 
ommended to  the  House  Ways  and  Means 


Committee  a new  medicaid  plan  utilizing 
existing  private  health  insurance  mecha- 
nisms to  replace  the  present  program  of 
health  care  assistance  for  the  medically 
indigent. 

Robert  H.  Finch,  secretary  of  Health,  Ed- 
ucation and  Welfare,  said  Congress  would 
be  asked  to  approve  legislation  authorizing 
“health  maintenance  contracts  guaranteeing 
health  services  for  the  elderly  and  the  poor 
at  a single  fixed  annual  rate  for  each  person 
served.” 

“In  the  case  of  medicare,”  Finch  said, 
“the  patient  will  be  entitled  under  such  a 
contract  to  all  of  the  usual  medicare  ser- 
vices plus  preventive  services.  The  con- 
tract price  will  be  negotiated  in  advance 
at  an  amount  less  than  the  Social  Security 
Administration  presently  pays  for  conven- 
tional medicare  benefits  in  the  locality. 

“Similarly  under  medicaid  we  are  seek- 
ing authority  for  the  states  to  offer  to  the 
poor  the  option  of  securing  services  under 
such  health  maintenance  contracts.  We  pro- 
pose to  work  with  the  individual  states 
toward  the  modification  of  their  present 
programs  in  this  regard  and  to  encourage 
their  use  of  the  experimental  authority 
previously  mentioned  for  the  testing  of  a 
variety  of  different  contractual  arrange- 
ments. 

“The  cornerstone  of  this  new  option  in 
federal  health  purchasing  will  be  the  oppor- 
tunity for  consumers  to  choose  between 
alternatives.  The  ultimate  goal  will  be  to 
give  every  beneficiary  of  these  programs 
a choice  between  obtaining  services  from 
a health  maintenance  organization  or  ar- 
ranging for  them  in  the  usual  way  from 
individual  doctors  and  hospitals.  He  will 
have  the  choice  of  withdrawing  from  enroll- 
ment in  a health  maintenance  organization 
if  he  finds  the  service  unsatisfactory.  The 
government  will  have  the  choice  of  entering 
into  arrangements  with  individual  health 
maintenance  organizations,  subject  to  spe- 
cial standards  including  assurance  that 
every  contractor  will  serve  persons  of  high 
medical  risk  as  well  as  the  healthy.” 

Earlier,  HEW  Under  Secretary  John  G. 
Veneman  told  the  house  committee  that  it 
was  planned  to  call  the  new  approach  under 
medicare  Part  C — to  provide  all  services 
covered  under  Parts  A and  B “plus  pre- 
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ventive  services.”  He  estimated  a saving 
of  about  $15  per  person,  but  some  commit- 
tee members  were  skeptical  that  more  ser- 
vices could  be  provided  at  less  cost. 

Both  Finch  and  Veneman  made  clear  that 
one  of  the  main  objectives  is  a fundamental 
change  in  the  nation’s  system  of  health 
care  delivery.  They  said  states  would  ask 
to  repeal  existing  laws  restricting  prepaid 
group  practice.  They  said  that  future  fed- 
eral medicaid  funds  might  be  made  con- 
tingent on  states  eliminating  “legal  barriers 
to  all  forms  of  health  delivery  organiza- 
tions.” 

“Let  me  conclude  by  saying  that  our 
broad  objective  is  to  frame  an  effective  and 
reasonable  approach  to  meet  the  health 
needs  of  the  American  people,”  Veneman 
said.  “Obviously  the  federal  government 
by  itself  cannot  redirect  the  total  health 
delivery  system.  We  can,  however,  do  our 
best  to  make  sure  that  the  vast  expendi- 
tures of  the  federal  government  in  the 
health  care  industry  are  used  in  a way  that 
will  contribute  to  the  evolution  of  an  im- 
proved, more  effective,  more  economical 
system  to  deliver  health  care  to  our  people. 
To  the  extent  we  are  successful,  we  will  be 
delivering  the  maximum  benefit  from  the 
public  funds  entrusted  to  us.  But  what  is 
equally  important,  we  will  be  providing 
valuable  support  for  improvement  of  the 
total  health  care  system,  public  and  pri- 
vate. In  that  way,  we  will  be  helping  to 
improve  the  delivery  of  health  services  for 
all  the  American  people.” 

Dr.  Russell  B.  Roth,  speaker  of  the  AMA 
House  of  Delegates,  told  the  House  com- 
mittee that  medicaid  “has  demonstrated 
some  weaknesses  which  badly  need  cor- 
rection.” 

A new  program,  he  said,  should:  “pro- 
vide the  Congress  with  a basis  for  reason- 
able predictable  costs;  ease  the  burden  on 
the  states;  assure  total  implementation;  and 
while  maintaining  a level  of  quality,  insure 
that  the  costs  of  the  program  remain  within 
the  range  of  acceptability.” 

The  program  recommended  by  the  AMA 
had  these  features: 

1.  Each  eligible  person  (or  family)  would 
receive  a certificate  to  be  redeemed  by  a 
qualified  health  insurance  company  offering 


a health  insurance  policy  or  contract  of 
certain  basic  health  benefits  such  as  hos- 
pitalization, medical  care,  preventive  care, 
and  diagnostic  and  outpatient  care. 

2.  The  premium  cost  for  such  policy  or 
contract  would  be  assumed  by  the  federal 
government  from  its  general  revenue  fund. 

3.  The  states,  freed  from  the  expense  of 
financing  the  basic  costs  of  health  care  for 
their  indigent  and  medically  indigent  resi- 
dents, could  provide  supplementary  bene- 
fits. These  might  include,  for  example, 
skilled  nursing  home  care  and  dental  ser- 
vices. 

4.  The  determination  that  an  insurance 
policy  or  contract,  and  the  company  offer- 
ing same,  are  “qualified”  would  be  made 
by  a state  agency  which  customarily  has 
that  authority.  However,  changes  in  the 
scope  of  benefits,  and  guidelines  or  stan- 
dards to  be  used  by  the  insurance  depart- 
ments in  judging  the  company  and  the  plan 
it  offers,  would  be  established  by  a na- 
tional board  appointed  by  the  President. 

5.  All  individual  and  families  below  a 
certain  level  of  income  would  be  eligible 
to  participate.  A simple  determination  of 
eligibility  could  be  made  by  the  appropriate 
federal  agency  on  the  basis  of  income,  or 
an  even  more  refined  criterion  could  be 
used  such  as  tax  liability.  The  program 
could  require  marginal  needy  families  to 
participate  in  the  expense  of  the  premium 
charge  by  paying  a small  part  of  it,  vary- 
ing such  participation  in  direct  proportion 
to  this  tax  liability. 

6.  For  the  lower  income  family  there 
would  be  no  deductibles  and  no  co-insur- 
ance features. 

7.  To  insure  a high  level  of  quality  and 
to  prevent  cost  escalation,  the  program 
would  provide  for  a system  of  “peer  re- 
view,” organized  and  conducted  in  a manner 
to  assure  its  success. 

As  to  those  services  and  charges  which 
are  within  the  purview  of  the  medical  pro- 
fession, appropriate  medical  societies  would 
be  given  the  task  of  establishing  a peer 
review  mechanism  that  would,  among  other 
things,  review  individual  charges  and  ser- 
vices wherever  performed;  review  hospital 
and  skilled  nursing  home  admissions  as  to 
their  medical  necessity,  and  stays  in  hos- 
pitals and  skilled  nursing  homes  as  to  their 
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continued  medical  necessity;  and  review 
the  need  for  the  professional  services  pro- 
vided in  the  institution. 

In  the  case  of  fraud  or  other  clear  inten- 
tional and  gross  misconduct,  the  peer  re- 
view committee  would  be  expected  to  bring 
charges  before  the  appropriate  licensing 
body. 

To  assist  peer  review  committees  in  be- 
coming established  and  in  their  operation, 
the  program  should  provide  for  federal  par- 
ticipation in  the  cost  incurred  in  develop- 
ing the  program  and  its  operation.  To  as- 
sure participation  by  members  of  the  pro- 
fession, those  who  serve  on  peer  review 
committees  should  be  held  harmless  from 
any  actions  or  claims  based  on  their  de- 
cisions as  to  the  necessity  or  quality  of  the 
services  provided,  or  the  reasonableness  of 
the  charge. 

In  the  event  that  a peer  review  committee 
is  not  established  by  the  appropriate  medi- 
cal society  within  a reasonable  time,  or  al- 
though established  is  not  functioning,  the 
Secretary  of  Health,  Education  and  Welfare 
in  consultation  with  the  medical  society, 
would  be  empowered  to  appoint  a commit- 
tee to  so  act. 

sjs  ijs 

The  American  Medical  Association  sup- 
ports the  Nixon  Administration’s  air  pol- 
lution control  bill  (S.  3466)  which  would 
give  the  Department  of  Health,  Education 
and  Welfare  power  to  set  air  quality  stan- 
dards for  the  nation. 

The  legislation  also  would  provide  for 
intensified  research  in  air  pollution  and  for 
tough  enforcement  procedures  on  the  na- 
tional air  purity  standards. 

The  AMA  also  supports  accompanying 
legislation  providing  for  expanded  research 
on  ways  to  cut  auto  exhaust  pollution  and 
for  pollution  control  standards  for  water- 
craft and  airplanes. 

Dr.  James  M.  Blake,  a member  of  the 
AMA’s  Council  on  Legislation,  told  the  Sen- 
ate Subcommittee  on  Air  and  Water  Pol- 
lution: 

“For  too  long  we  have  taken  for  granted 
the  atmosphere  one  of  our  natural  re- 
sources; it  is  time  now  to  look  upon  this 
resource  as  one  on  which  the  survival  of 
man  depends.  . . 


“In  recent  years,  the  country  has  awak- 
ened to  the  need  to  control  air  pollution. 
Yet,  more  and  more,  our  air  becomes  pol- 
luted and  hazards  to  health  increase.  We 
must  take  stronger  action  to  reverse  this 
direction — stronger  action  than  we  have 
taken  in  the  past.  . . 

“It  is  imperative,  that  all  elements  of 
our  society  join  to  overcome  the  increasing 
pollution  of  our  atmosphere.  Measures 
which  a few  years  ago  were  deemed  ade- 
quate to  meet  the  needs  simply  have  not 
achieved  the  desired  goals.  New  steps  must 
be  taken  if  we  are  to  make  any  substantial 
headway  in  alleviating  the  problem.  Ac- 
cordingly, we  believe  that  it  is  now  neces- 
sary to  provide  for  additional  pollution  con- 
trols and  to  make  the  essential  financial 
commitment.  . .” 

^ ^ 

States  must  report  to  the  Internal  Reve- 
nue Service  each  year  on  total  payments 
to  providers  of  medicaid  services  under  new 
regulations  issued  by  the  Department  of 
Health,  Education  and  Welfare. 

Each  year,  states  will  file  Internal  Reve- 
nue Service  Forms  1096  and  1099  giving 
amounts  paid  to  physicians,  dentists,  phar- 
macists, opticians,  nursing  homes,  hospitals 
and  other  individuals  and  institutions  that 
provide  service  to  medicaid  patients. 

States  will  be  required  to  identify  each 
individual  provider  of  service  by  social  se- 
curity number,  and  partnerships  and  corpo- 
rations by  an  employer  identification  num- 
ber. 

States  also  must  establish  procedures  for 
verifying  with  recipients  whether  services 
billed  by  providers  were  actually  received. 
Such  verification  may  be  made  by  spot 
checking. 

❖ ❖ ❖ 

President  Nixon  approved  a $65  million 
increase  in  the  Veterans  Administration 
medical  care  budget  mainly  to  improve 
services  for  wounded  Vietnam  war  vet- 
erans. 

An  increase  of  $50  million  was  authorized 
in  the  VA’s  medical  budget  for  fiscal  1971 
and  $15  million  for  the  remainder  of  this 
fiscal  year.  Nixon  acted  after  reviewing  a 
study  by  Veterans  Administrator  Donald 
E.  Johnson  of  the  scope  of  the  veterans 
medical  care  program  and  the  increasing 
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difficulties  it  has  faced  in  providing  hos- 
pital and  clinical  care. 

“To  those  who  have  been  injured  in  the 
service  of  the  United  States  we  owe  a 
special  obligation,”  Nixon  said.  “I  am  de- 
termined that  no  American  serviceman  re- 
turning with  injuries  from  Vietnam  will 
fail  to  receive  the  immediate  and  total  medi- 
cal care  he  requires.” 

The  $15  million  supplemental  appropri- 
ation would  be  spent  in  April,  May  and 
June  to  clear  up  the  excessive  backlog  in 
Vietnam  veterans  dental  claims  and  to  im- 
prove the  staffing  of  specialized  medical 
programs,  especially  the  spinal  cord  injury 
centers  and  coronary  intensive  care  units. 

The  additional  funds  also  would  be  used 
to  carry  out  plans  for  taking  hemodialysis 
units  into  the  homes  of  veterans  suffering 
from  serious  kidney  ailments  and  to  help 
meet  increased  costs  of  needed  drugs  and 
medicines. 

The  VA’s  budget  request  already  sub- 
mitted to  Congress  for  the  1971  fiscal  year 
beginning  in  July  totals  $1.54  billion. 

The  new  request  for  $50  million  will 
bring  the  budget  for  fiscal  1971  to  $210 
million  more  than  the  approved  appropri- 
ation for  fiscal  1970. 


MEDICAL  NEWS 
IN  TENNESSEE 


Vanderbilt  University 
School  of  Medicine 
Hillman  Chair  Endowed 

Interested  and  grateful  friends  have  ex- 
pressed a desire  to  establish  a memoriam 
to  the  late  Dr.  J.  William  Hillman  in  the 
form  of  an  endowed  Chair  in  Orthopedic 
Surgery  at  Vanderbilt  University  School  of 
Medicine.  Dr.  Hillman  died  suddenly  of  a 
heart  attack  on  March  6 at  the  age  of  49. 

The  endowed  chair  in  Dr.  Hillman’s  name 
would  provide  a continuing  source  of  sup- 
port to  attract  physicians  distinguished  in 
orthopedic  surgery  to  carry  forward  Dr. 
Hillman’s  work.  Such  physicians  who  would 
occupy  the  endowed  Chair  would  be  known 
as  the  Hillman  Professor  of  Orthopedic 
Surgery.  The  Hillman  Professor  would  have 
the  ideals  that  Dr.  Hillman  held  and  prac- 


ticed, and  through  the  endowed  Chair, 
would  have  the  opportunity  to  pursue  the 
many  official  and  humanitarian  duties  of 
the  orthopedic  surgeon. 

Dr.  Hillman  came  to  Vanderbilt  in  1952 
from  Johns  Hopkins  University  where  he 
received  his  medical  education,  and  in  18 
years  he  earned  a reputation  as  one  of  the 
leading  orthopedic  surgeons  in  the  country. 
He  became  chairman  of  the  department  in 
1962.  He  was  active  in  national  and  local 
organizations  in  his  field.  In  addition,  he 
was  Past-President  of  the  American  Aca- 
demy for  Cerebral  Palsy  and  had  been  as- 
sociate editor  of  the  Journal  of  Bone  and 
Joint  Surgery.  In  1963  Emory  and  Henry 
College,  his  alma  mater,  gave  him  the  Wil- 
liam and  Martha  DeFreice  Award  for  out- 
standing contributions  to  human  welfare. 

Funds  are  being  sought  to  endow  the 
J.  William  Hillman  Chair  in  Orthopedic 
Surgery.  Gifts  can  be  sent  to  the  J.  William 
Hillman  Memorial  Fund,  Department  of 
Orthopedic  Surgery,  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tennessee 
37203. 

❖ * * 

Dr.  James  Dinning,  Director  of  the  Rocke- 
feller Foundation  program  in  Medical  and 
Natural  Sciences  in  Bangkok,  Thailand,  is 
Visiting  Professor  of  Biochemistry  and  Nu- 
trition at  Vanderbilt  until  October  1970. 
He  is  taking  a leave  from  his  administrative 
duties  in  Bangkok  to  “do  some  research  in 
nutritional  biochemistry,  to  attend  lectures, 
to  do  some  writing,  and  then  to  travel  to 
other  universities  in  this  country  to  study 
current  trends  in  medical  education.”  His 
special  research  interest  is  in  the  metabolic 
function  of  vitamin  B-12. 

* * * 

Leonard  Edwards  Lecture 

The  first  annual  Leonard  W.  Edwards 
Lecture  was  presented  on  March  27.  Dr. 
Lester  Dragstedt,  Professor  of  Surgery  at 
the  University  of  Florida,  spoke  on  “The 
Cause  and  Surgical  Treatment  of  Gastric 
Ulcer.”  Dr.  Dragstedt’s  first  contribution  to 
science  was  made  in  1917  when  he  did 
experimental  studies  on  acid  gastric  juice 
as  a possible  causative  factor  in  duodenal 
ulcers.  In  1943,  he  introduced  vagotomy 
in  the  surgical  treatment  of  the  duodenal 
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ulcer  and  in  1953,  he  introduced  the  con- 
cept that  peptic  ulcers  are  usually  due  to 
a hypersecretion  of  gastric  juice  and  that 
in  duodenal  ulcers  this  hypersecretion  is 
usually  of  nervous  origin,  whereas  in  gastric 
ulcers  it  is  usually  of  hormonal  or  humoral 
origin. 

Dr.  Dragstedt  was  a close  personal  friend 
of  the  late  Dr.  Edwards,  in  whose  honor  the 
Leonard  W.  Edwards  Lectureship  was  es- 
tablished. Dr.  Edwards’  main  interest  was 
in  surgery  of  the  gastrointestinal  tract,  to 
which  he  made  several  outstanding  contri- 
butions. In  1947,  he  and  Dr.  Reginald 
Smithwick  of  Boston,  both  working  in- 
dependently, described  a new  operative 
procedure  for  duodenal  ulcers.  This  opera- 
tion was  a physiologic  one  and  consisted 
of  dividing  the  vagus  nerves  to  the  stomach, 
combined  with  a conservative  resection  of 
that  organ.  This  operative  procedure  is  now 
used  the  world  over. 

The  Leonard  W.  Edwards  Lectureship 
was  established  by  Dr.  Edwards’  son,  Dr. 
William  H.  Edwards,  his  two  sons-in-law, 
Drs.  J.  Lynwood  Herrington  and  John  L. 
Sawyers,  and  Dr.  H.  William  Scott,  Jr., 
Chairman  of  the  Vanderbilt  Department 
of  Surgery. 


PERSONAL  NEWS 


The  scientific  exhibit  of  Drs.  Glenn  E.  Horton 
and  Orin  D.  Butterick,  Memphis,  presented  at 
the  1969  meeting  of  the  American  College  of 
Chest  Physicians  is  featured  in  the  current  issue 
of  Modern  Medicine. 

Dr.  Gerald  Jones,  formerly  of  Manchester,  is 
now  associated  with  Drs.  W.  Powell  Hutcherson 
and  Harold  A.  Schwartz  in  the  practice  of  Ob- 
stetrics and  Gynecology  in  Chattanooga. 

Dr.  Lloyd  Elam,  Nashville,  received  the  Eleanor 
Roosevelt  Key  Award  from  Chicago’s  Roosevelt 
University.  The  Roosevelt  Award,  the  highest 
alumni  award  given  by  the  University,  is  given 
annually  to  an  outstanding  educator. 

Dr.  Greer  Ricketson,  Nashville,  has  been 
elected  Chairman  of  the  Tennessee  Game  and 
Fish  Commission. 

Dr.  James  Greene  has  been  elevated  to  the 
position  of  associate  medical  director  at  the 
Regional  Mental  Health  Center  in  Oak  Ridge. 

Dr.  James  W.  Hedden  has  returned  to  the 
private  practice  of  medicine  in  Chattanooga  fol- 


lowing two  years  of  active  duty  in  the  U.S. 
Army. 

The  Middle  East  Tennessee  Chapter  of  the 
Arthritis  Foundation  honored  its  founder,  Dr. 
John  B.  Youmans,  at  a recent  banquet  in  Nash- 
ville. Dr.  Youmans,  Emeritus  Professor  of 
Medicine  at  Vanderbilt  University  School  of 
Medicine,  was  the  Chapter’s  first  president  ten 
years  ago  and  guided  it  from  one  county  in 
1959  to  74  counties  in  1969. 

Dr.  Nat  T.  Winston,  Jr.,  Nashville,  was  the 
principal  speaker  at  the  annual  meeting  of  the 
Johnson  County  Chamber  of  Commerce. 

Dr.  Robert  G.  Demos,  Chattanooga,  has  been 
named  to  head  the  physician’s  division  of  the 
Allied  Arts  Funds  Drive,  a combined  fund- 
raising effort  of  six  Chattanooga  organizations. 

Dr.  Arnold  Meirowsky,  Nashville,  was  voted 
President-Elect  of  the  Southern  Neurosurgical 
Society  at  its  recent  meeting  in  Durham,  North 
Carolina.  The  Southern  Neurosurgical  Society  is 
the  third  largest  Neurosurgical  Society  in  the 
world. 

Dr.  Orin  B.  Butterick,  Memphis,  has  been 
granted  a Fellowship  in  the  American  College  of 
Cardiology,  the  national  medical  society  for 
specialists  in  cardiovascular  diseases.  Dr.  Frank 
London,  Knoxville,  is  the  ACC  Governor  for 
Tennessee. 

Dr.  Bernard  M.  Zussman,  Memphis,  conducted 
a research  seminar  at  the  annual  meeting  of  the 
American  College  of  Allergists  on  March  16  in 
Miami.  His  subject  was  “Tobacco  Sensitivity  in 
the  Allergic  Patient.” 

Dr.  William  F.  Meacham,  Nashville,  was  one 
of  the  speakers  at  the  American  College  of 
Surgeons’  joint  sectional  meeting  for  surgeons 
and  graduate  nurses  in  Washington,  D.C.  on 
March  16-18.  Dr.  Meacham’s  subject  was 
“Carotid  and  Middle  Cerebral  Artery  Aneu- 
rysms.” 

Drs.  Robert  E.  Maddox,  Kingsport,  Clifton  L. 
Walton,  Knoxville,  and  George  W.  McCall,  Bris- 
tol, received  Fellowship  degrees  from  the 
American  College  of  Radiology  at  its  47th  Annual 
Meeting  on  April  3 in  Dallas.  Dr.  George  Cooper, 
Jr.,  Memphis,  was  elected  ACR  Vice-President. 
ACR  is  a National  Association  of  physicians  and 
physicists  who  specialize  in  the  use  of  x-rays 
in  the  diagnosis  and  treatment  of  disease. 

Dr.  Reynolds  Fite,  Winchester,  was  presented 
with  a new  automobile  by  an  anonymous  group 
of  patients  from  his  community.  The  automobile 
was  given  in  appreciation  of  his  “untireless  devo- 
tion to  duty”  for  more  than  two  decades  in  the 
county. 

Dr.  Charles  W.  White,  Lexington,  is  the  lone 
Tennessee  physician  on  a medical  mission  team 
which  left  March  29  for  a three-week  stay  in 
Bolivia,  South  America.  The  team  is  sponsored 
by  the  United  Methodist  Church  and  is  com- 


Doctor,  after  all  we’ve 
been  through  together. . . 
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liver  toxicity  is  possible,  lower  doses 
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appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
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pregnancy,  neonatal  period,  infancy, 
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-dose-related  rise  in  BUN. 
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angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining; 
enamel  hypoplasia.  Blood— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  Liver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 
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posed  of  physicians,  dentists,  nurses  and  para- 
medical personnel. 

Dr.  William  A.  Lewis,  Pulaski,  has  been 
named  the  VFW  Citizen  of  the  Year.  Dr.  Lewis 
has  been  in  the  practice  of  medicine  in  Pulaski 
for  61  years  and  is  still  active  in  this  capacity. 

Dr.  Joseph  J.  Dodds,  Chattanooga,  has  been 
elected  President-Elect  of  the  Federation  of 
American  Hospitals.  The  honor  came  at  the 
organization’s  recent  annual  convention  in  New 
Orleans. 


BOOK  REVIEW 


A WAY  OF  LIFE.  By  William  Osier.  41  pages. 
Springfield,  HI.:  Charles  C.  Thomas,  Publisher, 
1969.  Price  S3.95. 

It  is  appropriate  that  this  little  volume  contain- 
ing the  address  delivered  to  Yale  students  by 
William  Osier  in  1913  should  appear  at  this  time. 
The  fiftieth  anniversary  of  the  death  of  this  man 
who  had  a greater  influence  upon  medical  educa- 
tion in  this  country  than  any  other,  occurred  at 
the  end  of  the  year  1969.  This  address  was  an 
exhortation  to  the  medical  student  to  develop 
sound  habits  of  work  and  discipline.  The  need 
for  a life  style  necessary  to  meet  the  exigencies 
of  day  to  day  living  always  the  lot  of  the  prac- 
titioner of  medicine.  As  with  his  other  writings, 
this  essay  by  Osier  makes  delightful  reading. 
Too  at  graduation  time  this  small  volume  makes 
a warm  gift  to  the  young  man  about  to  receive 
his  medical  degree. 

MODERN  TREATMENT.  Hoeber  Medical  Divi- 
sion of  Harper  and  Row  1969.  By  subscription 
S16.00  per  year. 

Vol.  6 No.  1,  January — Treatment  of  Restric- 
tive Pulmonary  Insufficiency,  Edited  by  E.  R. 
Levine,  M.D.,  and  Treatment  of  Liver  Disease, 
Edited  by  Fenton  Sahaffer,  M.D. 

No.  2,  Treatment  of  Obstructive  Pulmonary 
Insufficiency,  E.  R.  Levine,  and  Treatment  of 
Lymphedema,  Alexander  Schirger,  M.D.  (March) 
No.  3,  Treatment  of  Thyroid  Disease,  James  A. 
Pittman,  Jr.,  and  Treatment  of  Vertigo — special 
article  by  M.  W.  Frederic,  M.D.,  Wallace  Rubin, 
M.D.  and  Robert  Wolfson,  M.D.  (May) 

No.  4,  Psychiatry  in  Medical  Practice,  Ephraim 
T.  Lisansky,  M.D.  and  Bernard  R.  Schocket, 
M.D.  (July) 

No.  5,  Treatment  of  Acute  Renal  Failure,  John 
P.  Merrill,  and  Treatment  of  Infectious  Forms  of 
Arthritis,  Frank  R.  Schmid,  M.D.  and  Richard  H. 
Parker,  M.D.  (September) 

No  6,  Treatment  of  Epilepsy  and  Other 
Paroxysmal  Disorders,  J.  Gordon  Millichap,  M.D., 
and  Treatment  of  Hyperlipidemia,  Donald 
Berkowitz,  M.D.  (November) 

The  six  titles  of  Modem  Treatment  listed 
above  appeared  during  the  calendar  year  of 
1969. 


Instead  of  reviewing  each  in  detail  this  review 
has  as  its  purpose,  an  emphasis  upon  the  value  of 
this  series  of  books  published  now  in  its  sixth 
year.  This  series  represents  what  may  become  a 
custom  more  and  more  with  the  passage  of  time. 
The  expansion  of  medical  knowledge  is  so  rapid 
that  the  time  lag  between  the  writing  of  a 
“hardback”  book  and  when  it  comes  off  the  press, 
is  so  great  that  sections  of  the  book  may  well  be 
outmoded.  This  is  particularly  true  with  regard 
to  management  and  treatment.  (The  “hardback” 
still  has,  as  a permanent  addition  to  a library,  a 
function  since  it  contains  core  knowledge  for 
periodic  review.  Such  books  only  become  slowly 
outmoded.)  On  the  other  hand,  treatment  and 
management  will  require  a different  approach.  It 
may  be  that  in  the  future  these  aspects  of  a 
disease  may  be  deleted  from  the  standard  text- 
books, to  be  published  as  supplements  to  books 
which  contain  core  knowledge. 

In  any  event,  Hoeber’s  has  taken  a step  in  the 
new  direction  by  issuing  six  times  a year  a 
review  of  the  management  of  therapeutic  prob- 
lems, which  face  the  practitioner. 


ANNOUNCEMENTS 


Calend 

ar  of  Meetings,  1970 
State 

May  21 

Middle  Tennessee  Medical  As- 
sociation, AEDC,  Tullahoma 

May  26-29 

Mid-South  Medical  Associa- 
tion, Holiday  Inn-Rivermont, 
Memphis 

June  16-17 

Upper  Cumberland  Medical 
Society,  Cloyd  Hotel,  Red  Boil- 
ing Springs 

National 

May  20-23 

American  Gastroenterological 
Association,  Sheraton-Boston, 
Boston 

May  24-27 

American  Thoracic  Society, 
Sheraton,  Cleveland 

May  25-27 

American  Gynecological  So- 
ciety, The  Homestead,  Hot 
Springs,  Virginia 

May  28-30 

American  Ophthalmological 
Society,  The  Homestead,  Hot 
Springs,  Virginia 

June  15-17 

American  Neurological  Asso- 
ciation, Claridge  Hotel,  At- 
lantic City,  New  Jersey 

June  21-25 

American  Medical  Association, 
Annual  Meeting,  Chicago 

August  16-18 

American  Academy  of  Physical 
Medicine  and  Rehabilitation, 
New  York  Hilton,  New  York. 
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September  10-12  American  Association  of  Ob- 
stetricians and  Gynecologists, 
The  Homestead,  Hot  Springs, 
Va. 

September  14-17  American  Hospital  Association, 
Houston 

September  19-20  American  Association  of  Op- 
thalmology,  Las  Vegas 

September  20-23  American  Association  of  Med- 
ical Clinics,  St.  Francis,  San 
Francisco 

Sept.  25-Oct.  1 American  Academy  of  General 
Practice,  San  Francisco 

Sept.  30-Oct.  1 AMA  Congress  on  Occupa- 
tional Health,  Century  Plaza 
Hotel,  Los  Angeles 

ACP  Announces 
Post  Graduate  Courses 

The  American  College  of  Physicians  has  an- 
nounced the  following  continuing  education 
courses: 

1.  “Heart  Disease:  Clinical  and  Pathological 

Correlation”  May  27-29,  1970,  Georgetown 
University  Hospital,  Washington,  D.C. 

2.  “Pathology,  Pathologic  Physiology  and 
Clinical  Aspects  of  Renal  Disease,”  June 
3-5,  1970,  Georgetown  University  School  of 
Medicine,  Washington,  D.C. 

3.  “Psychiatry  for  the  Internist,”  June  8-12, 

1970,  Baltimore  Psychoanalytic  Institute 
and  Psychiatric  Institute  of  the  University 
of  Maryland  School  of  Medicine,  Balti- 
more, Maryland. 

16th  Annual  Southern  Obstetric 
and  Gynecologic  Seminar 

The  16th  Annual  Southern  Obstetric  and 
Gynecologic  Seminar  will  be  held  this  year  at 
Grove  Park  Inn  in  Asheville,  North  Carolina, 
from  Monday  July  27  through  Friday  July  31. 
A wide  variety  of  obstetric  and  gynecologic  sub- 
jects will  be  covered  including  cryosurgery, 
vaginal  surgery,  cervical  dysplasia  and  carci- 
noma, obstetrical  anesthesia,  infertility  and 
hormonal  and  pituitary  ovarian  balance  studies. 

The  active  faculty  this  year  will  be  Dr.  Bayard 
Carter  of  Duke  University,  Dr.  Robert  Barter  of 
Washington,  Dr.  Raymond  Kaufman  and  Dr. 
Robert  Franklin  of  Baylor  University,  Dr.  Robert 
Greenblatt  of  Georgia,  Dr.  Duane  Townsend  of 
California  and  Dr.  Charles  Hendricks  of  the 
University  of  North  Carolina. 

The  Seminar  is  designed  for  informal  teaching 
with  many  open  discussions  and  panels.  Regis- 
tration is  limited  to  the  first  fifty  applicants. 

For  information  and  registration  please  write: 
Dr.  George  T.  Schneider,  Ochsner  Clinic,  1514 
Jefferson  Highway,  New  Orleans,  Louisiana 
70121. 

Upper  Cumberland  Medical 
Society  To  Meet 

The  Upper  Cumberland  Medical  Society  will 


hold  its  annual  meeting  at  the  Cloyd  Hotel  in 
Red  Boiling  Springs  on  Tuesday  June  16th  and 
Wednesday  June  17th. 

As  usual  it  is  expected  that  the  program  will 
be  approved  for  10  accredited  hours  by  the 
Academy  of  General  Practice. 

One  particularly  interesting  subject  to  be  pre- 
sented will  be  a panel  discussion  by  a 
psychiatrist,  a policeman  and  a reformed  drug 
user  on  the  subject  of  drug  abuse.  This  will  be 
just  before  lunch  at  11:15  on  Tuesday  the  16th. 
Wives  and  children  are  not  only  invited  but 
encouraged  to  attend  this  panel  discussion. 

Other  interesting  papers  on  Plastic  Surgery, 
Orthopedics,  Urology,  Thoracic  Surgery,  Cardiac 
Surgery,  Cancer  and  Nutrition  of  interest  to  the 
Specialist  as  well  as  the  Family  Physician  will  be 
presented. 

These  meetings  in  the  quaint  atmosphere  of 
Red  Boiling  Springs  with  its  relaxing  mood  and 
excellent  food  are  always  considered  one  of  the 
highlights  of  the  year  by  those  who  attend. 

Psychiatry  Seminar  Scheduled 
For  Central  State  Hospital 

A one-day  seminar  in  psychiatry  will  be  held 
June  18,  1970  at  Central  State  Psychiatric  Hos- 
pital in  Nashville.  The  program  will  concern 
itself  with  problems  in  communication  and 
related  areas.  The  topic  of  non-verbal  com- 
munication between  physician  and  patient  will 
be  discussed,  as  well  as  the  problems  in  com- 
munication between  psychiatrists  and  other 
physicians. 

Featured  speakers  will  be  Nicholas  Stratas, 
M.D.,  Deputy  Commissioner  of  Mental  Health 
of  the  State  of  North  Carolina  and  Robert 
Daugherty,  M.D.,  Chairman,  American  Psy- 
chiatric Association  Committee  on  Psychiatry 
and  Medical  Practice.  Both  Dr.  Stratas  and 
Dr.  Daugherty  are  nationally  recognized  for 
their  work  in  programs  of  continuing  educa- 
tion and  both  have  been  involved  in  the  crea- 
tion and  development  of  many  unique  and 
exciting  projects. 

Discussions  will  be  augmented  by  motion 
pictures  and  slide  presentations  depicting  the 
experiences  of  both  physicians.  The  program 
will  also  feature  physicians  from  the  Vander- 
bilt School  of  Medicine  and  Nashville  Academy 
of  Medicine,  co-sponsors  of  the  seminar  along 
with  the  Tennessee  Department  of  Mental 
Health,  Tennessee  Academy  of  General  Practice 
and  Central  State  Psychiatric  Hospital. 

The  American  Academy  of  General  Practice 
has  accepted  the  program  for  six  hours  credit. 
Registration  will  be  in  the  lobby  of  the  Elling- 
ton Building  at  8:00  a.m. 

Medical  Education  Study 
Begun  by  THEC 

The  Higher  Education  Commission  is  conduct- 
ing a comprehensive  study  of  medical  education 
in  Tennessee,  since  Tennessee  like  most  other 
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Southern  States,  has  a much  lower  supply  of 
doctors  than  the  national  average. 

Under  the  leadership  of  Dr.  Jerry  N.  Boone, 
HEC  associate  director  for  academic  programs,  a 
basic  outline  for  the  study  was  prepared.  In 
six  major  categories  these  questions  were  asked: 

Is  there  a need  for  more  physicians  in  Ten- 
nessee? 

Are  additional  medical  education  slots  the  best 
means  to  providing  more  physicians? 

Is  a new  medical  school  the  best  means  to 
provide  more  slots? 

Where  should  a new  school  be  located? 

Is  priority  sufficient  to  justify  cost? 

What  alternatives  to  traditional  four-year 
medical  schools  exist? 

One  of  the  early  findings  of  the  study  was 
that  a high  percentage  of  the  doctors  who  are 
educated  in  Tennessee  locate  for  practice  in 
other  states.  About  43  percent  of  the  graduates 
of  UT  in  recent  years  are  practicing  in  Tennes- 
see, 26  percent  of  Vanderbilt’s  graduates  and 
only  seven  percent  of  Meharry’s  graduates.  While 
some  of  Tennessee’s  doctors  were  trained  in 
other  states,  we  sent  more  doctors  trained  here 
to  other  states  (2,781)  than  we  got  back  (691) 
in  the  15  years  between  1950  and  1964.  If  we 
had  been  able  to  keep  in  Tennessee  just  half  the 
net  loss  of  doctors,  we  would  have  added  the 
equivalent  of  the  output  of  a medical  school 
larger  than  Vanderbilt.  The  problem  from  this 
perspective  is,  how  can  we  keep  more  of  the 
doctors  we  train  in  the  state  for  practice? 

Tennessee  has  made  slight  strides  in  improving 
the  physician  population  ratio  since  1962  when 
there  were  only  96  doctors  per  100,000  persons. 
A growth  of  14  percent  in  the  past  seven  years, 
coupled  with  an  eight  percent  increase  in  popula- 
tion, has  raised  this  figure  to  104.  During  this 
same  period,  however,  there  were  16  counties 
with  one  or  no  physicians  and  eight  counties 
in  which  there  were  less  than  25  doctors  for  each 
100,000  population.  It  should  be  noted  at  this 
point  that  the  United  States  ratio  is  145  physicians 
per  100,000  population — and  Tennessee  ranks 
fourth  from  the  top  in  this  ratio  among  the 
Southeastern  states. 

Our  supply  of  physicians  is  gradually  rising, 
but  not  at  such  a rapid  pace  that  Tennessee  will 
even  catch  up  with  the  current  national  average 
of  145  per  100,000  population  by  1980.  One  of 
our  most  pressing  problems,  then,  is  the  retention 
of  a larger  proportion  of  graduates  of  the  three 
medical  colleges  in  the  state.  More  attractive 
internships  and  residency  programs,  and  larger 
residency  programs,  may  be  a key  to  a greater 
retention. 

An  interesting  note  is  the  heavy  concentration 
of  doctors  in  the  state’s  major  urban  areas.  The 
majority  of  medical  specialists  (about  73%  of 
all  doctors  in  the  state  are  specialists)  are  con- 
centrated in  our  five  metropolitan  areas.  A 
breakdown  of  these  specialists  showed  788  prac- 
ticing in  Shelby  County  (site  of  the  University 


of  Tennessee  Medical  School),  601  in  Davidson 
County  (site  of  Vanderbilt  and  Meharry  Medical 
Schools),  283  in  Knox  County,  255  in  Hamilton 
County  and  189  in  the  Sullivan- Washington 
County  area.  Only  11  other  counties  have  five  or 
more  specialists.  There  is  also  a significant  dif- 
ference in  the  number  of  physicians  per  100,000 
population  in  the  various  divisions  of  the  state — 
125  in  West  Tennessee,  97  in  Middle  Tennessee, 
95  in  East  Tennessee  and  91  in  Upper  East 
Tennessee  in  1969. 

One  of  the  most  important  early  findings  of 
the  study  indicated  that  if  by  1980  this  state 
intends  to  hold  its  current  physician/population 
ratio  it  will  require  a 17.4  percent  increase  over 
1967  in  the  number  of  doctors  to  support  the 
expected  population  rise.  If,  on  the  other  hand, 
Tennessee  strives  to  attain  by  1980  the  current 
United  States  ratio  of  145  doctors,  per  100,000 
population,  a 43.1  percent  increase  over  1967  is 
needed. 

By  1980,  there  will  likely  be  many  innova- 
tions in  the  total  system  of  health  care.  Those 
improvements  will  necessitate  considerable 
changes  and  additions  in  the  preparation  of 
allied  personnel  in  the  medical  and  para-medical 
fields.  This  initial  study  seems  to  make  it  quite 
clear  that  in  order  to  improve  its  health  care, 
Tennessee  must  do  a great  deal  more  than  simply 
work  toward  increasing  the  number  of  medical 
school  graduates  in  the  state. 

— ( Higher  Education  Report 
Vol.  1 No.  1,  Mar.  1970) 
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PEER  REVIEW 

Richard  S.  Wilbur,  M.D. 

Assistant  Executive  Vice-President 
American  Medical  Association 

Peer  Review!  A popular  term  these  days. 
First,  though,  what  does  it  mean?  Literally, 
it  means  a review  by  one’s  equals.  There- 
fore, it  means  to  us  a survey  of  a doctor’s 
work  by  other  doctors. 

Then,  why  do  we  need  this  peer  review  so 
desperately?  The  answer  to  this  question  it- 
self becomes  a multiple  series  of  problems. 
They  begin,  of  course,  with  government — 
specifically  with  Titles  XVIII  and  XIX 
which  were  passed  in  Public  Law  89-97. 
While  the  Medicare  Law  only  calls  for  in- 
hospital  utilization  review,  experiences  in 
the  last  three  years  have  shown  that  far 
more  is  needed.  There  has  been  the  well 
publicized  increase  in  health  care  costs  so 
that  at  the  September  meeting  of  the  Medi- 
care Health  Insurance  Benefits  Advisory 
Council,  the  following  statement  was  pre- 
sented: 

“In  order  to  provide  an  acceptable  level 
of  quality  for  the  services  rendered 
under  Part  B of  Medicare,  considera- 
tion should  be  given  to  establishing 
standards  to  govern  the  rendering  of 
services  by  physicians,  analogous  to, 
but  necessarily  quite  different  in  ap- 
plication from,  the  standards  now  estab- 
lished for  most  other  providers  of 
health  care  under  Medicare.  The  need 
for  broad  standards  for  physicians’  ser- 
vices is  predicated  upon  the  right  and 
responsibility  of  the  government  to 
have  assurance  of  the  acceptable  qual- 
ity of  all  services  for  which  it  provides 
reimbursement.  Precedents  which  have 
been  set  in  government  and  non-govern- 
ment programs,  and  published  studies, 
which  point  out  the  wide  variability  in 
quality  of  medical  care,  indicate  the 
need. 

“Thus,  the  standards  of  eligibility  for 
physicians  would  be  a ‘preventive’ 
measure  to  keep  some  physicians  from 


ever  rendering  certain  medical  services 
under  the  Medicare  program.  This 
differs  from  the  ‘post  facto’  stopping  of 
abusers  of  the  Medicare  program.  The 
latter  may  involve  a few  physicians, 
those  who  are  grossly  abusing  the  pro- 
gram. The  former  could  potentially  in- 
volve the  future  participation  of  many 
of  the  practicing  U.  S.  physicians  in  the 
rendering  of  certain  medical  services 
under  the  Medicare  program.” 

The  first  answer  to  the  “why”  of  peer 
review,  then,  is  a very  practical  one.  Gov- 
ernment must  be  assured  that  it  is  getting 
its  money’s  worth  for  all  the  billions  it  has 
spent  with  these  large  programs.  No  man 
can  be  elected  to  public  office  on  a platform 
in  which  he  agrees  to  allow  the  expenditure 
of  unlimited  and  unchecked  sums  of  money 
for  any  purpose — even  for  the  health  care 
of  the  American  people.  All  of  us  here  to- 
night are  taxpayers  and  all  of  us  would  like 
to  think  that  the  money  which  we  give  up 
to  our  government  is  truly  buying  some- 
thing worthwhile.  The  non-physicians  of  the 
country  have  been  convinced  by  what  they 
read  in  the  newspapers  that  they  are  no 
longer  getting  their  money’s  worth  for  taxes 
spent  on  Medicare  and  Medicaid.  They  want, 
rightfully,  some  proof. 

There  are  still  other  reasons  we  need  to 
have  peer  review.  One  is  malpractice.  This 
is  an  evergrowing  problem  in  some  areas 
such  as  Southern  California  where  pre- 
miums of  $5,000  to  $16,000  a year  are  now 
being  paid  by  doctors  who  have  never  been 
sued.  The  problem  is  acute.  Over  and  over, 
the  point  is  made  that  the  public  is  not 
assured  that  medical  care  is  of  high  quality. 
Therefore,  the  allegations  and  accusations  of 
the  plaintiff’s  attorney  fall  upon  open  ears 
and  juries  are  quite  willing  to  believe  the 
worst  about  all  physicians.  If  they  knew 
that  an  adequate  mechanism  of  peer  review 
existed  which  assured  them  of  the  quality 
of  health  care,  this  problem  could  be  alle- 
viated as  it  has  been  in  areas  such  as  Tuc- 
son, Ariz. 
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The  third  reason  why  we  need  peer  re- 
view comes  from  the  press.  The  press  has 
been  quite  willing  to  assign  the  responsi- 
bility for  all  of  the  rise  in  health  care  costs 
to  the  physician  because  it  includes  the  vast 
portion  which  is  paid  to  institutions,  par- 
ticularly the  hospitals  and  extended  care 
facilities.  If  we  physicians  are  to  take  the 
blame  for  the  expense,  the  least  we  can  do 
is  to  take  the  responsibility  for  supervising 
this  expenditure.  In  other  words,  we  will 
have  to  supervise  the  utilization  and,  be- 
yond that,  even  the  efficiency  and  the 
quality  of  care  given  in  the  hospitals  and 
the  extended  care  facilities  as  well  as  that 
given  by  physicians.  In  some  areas,  this 
review  has  been  extended  also  to  the  order- 
ing by  physicians  of  such  services  such  as 
physical  therapy  and  even  to  the  prescribing 
of  medications — 95%  of  health  care  ex- 
penditure. 

The  fourth  reason,  however,  is  the  most 
important  and  that  is  the  problem  of  satis- 
fying the  American  people — the  patients  of 
the  doctors  of  America — that  they  are  re- 
ceiving the  highest  possible  quality  of  care. 
Let  me  say  that  I am  not  concerned  about 
your  particular  patients.  The  mere  fact  that 
you  are  the  kind  of  a physician  who  has 
enough  interest  to  come  here  tonight  to 
listen  to  a talk  on  this  subject  is  proof 
enough  that  you  are  not  the  kind  of  a doc- 
tor whose  patients  need  this  assurance.  Un- 
fortunately, there  are  many  other  doctors 
who  have  not  come  here  tonight  and  who 
don’t  go  to  any  other  medical  meetings, 
conventions  or  continuing  medical  educa- 
tion. These  are  the  men  whose  patients  are 
uneasy — sometimes  with  good  reason.  The 
question,  therefore,  becomes  not  if  we  need 
medical  care  review,  but  who  will  do  it? 

Review  of  Quality  Under  Medicare 

The  Cost  Effectiveness  Act  of  1969,  which 
has  been  sent  from  HEW  to  the  House  of 
Representatives,  contains  a number  of  pro- 
visions for  federal  review  of  quality  under 
Medicare.  Some  of  these  include,  as  did  also 
Walter  McNerney’s  Medicaid  Taskforce  Re- 
port, suggestions  for  federal  licensure  and 
federal  standards.  So  it  now  becomes  very 
clearly  a matter  which  will  be  handled  by 
government,  if  no  one  else  steps  forward 


first.  However,  we  have  seen  in  the  past, 
situations  in  which  the  government  was 
quite  willing  to  accept  voluntary  standards. 
The  Joint  Commission  on  Accreditation  and 
our  specialty  boards  are  two  cases  in  point. 

You  might  then  ask  whether  there  is  any 
precedent  for  doctors  in  their  organizations 
to  engage  in  review  of  the  quality  of  health 
care.  There  certainly  is!  The  AM  A virtually 
since  its  inception  has  been  opposed  to  low 
standards  as  exemplified  by  quacks  and 
chiropractors.  Even  before  the  Flexner  Re- 
port, and  certainly  very  much  since  then, 
we  have  been  concerned  with  the  quality  of 
training  in  medical  schools  and  with  the 
accreditation  of  internship  and  residency 
programs.  We  have  worked  to  improve  the 
quality  of  drugs  since  1900. 

Within  the  local  medical  societies  there 
have  been  rather  elementary  forms  of  peer 
review  for  many  years.  Most  societies  have 
some  form  of  insurance  review  committee. 
This  committee’s  activities  vary  from  place 
to  place,  but,  in  general,  it  adjudicates  fees 
and  makes  some  effort  to  explain  why  the 
fine  print  in  an  insurance  contract  means 
that  the  company  does  not  have  to  pay  the 
patient  for  the  physician’s  work.  Most  local 
societies  also  have  grievance  committees. 
These,  of  course,  take  care  of  complaints,  be 
they  from  patients,  third  parties  or  other 
physicians.  Both  of  these  types  of  commit- 
tees are  largely  of  the  brush-fire  type,  i.e., 
they  do  not  go  into  action  until  long  after  a 
problem  has  occurred  and  not  until  after 
someone  else  brings  it  to  the  attention  of 
the  medical  society. 

Another  form  of  peer  review  with  which 
we  are  all  familiar  is  that  in  the  hospital 
with  its  credentials  committee,  medical  rec- 
ords, committee,  tissue  committee  and  utili- 
zation review  committees.  The  current  AMA 
position  on  peer  review  can  be  summarized 
with  the  following  quote  from  Report  F of 
the  Council  on  Medical  Service  to  the  An- 
nual Meeting  in  New  York  this  year: 

“For  more  than  a decade,  the  Council  on 
Medical  Service  and  its  Committee  on 
Health  Care  Financing  (formerly  the 
Committee  on  Insurance  and  Prepay- 
ment Plans)  have  recognized  a need  for 
the  establishment  of  professional  re- 
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view  activities  by  medical  society  re- 
view committees  and  utilization  review 
committees  of  hospital  medical  staffs. 
Initially,  this  interest  was  generated  by 
concern  over  the  continuing  increase  in 
the  costs  of  health  care,  particularly  for 
hospital  services,  and  the  resulting 
steadily  rising  rates  required  from  the 
public  for  health  benefits  protections. 

In  accepting  a responsibility  for  profes- 
sional review  activities,  the  medical 
profession  has  demonstrated  its  aware- 
ness of  the  need  to  conserve  the  pa- 
tient’s health  care  dollar,  educate  and 
inform  the  profession  in  the  economics 
of  health  care,  assure  the  appropriate 
use  of  health  care  personnel  and  facili- 
ties, and  maintain  high  standards  of 
medical  practice.” 

Future  Outlook 

What  is  the  future  purpose  of  peer  review 
then?  Sometimes  it  is  easier  to  start  out  by 
saying  what  it  is  not.  It  is  not  being  a cop 
and  it  is  not  simply  performing  as  a govern- 
ment agent  to  save  tax  money.  The  main 
purpose  is  to  assure  the  public  of  the  quality 
and  effectiveness  of  the  health  care  being 
given  in  that  area.  There  are  also  side  pur- 
poses of  considerable  importance,  however, 
such  as  education.  There  is  much  which  the 
person  being  reviewed  can  learn.  As  an 
example,  the  American  Association  of  Med- 
ical Clinics  in  the  last  few  years  has  set  up 
an  arrangement  in  which  several  doctors 
leave  their  practices  in  their  different  clin- 
ics and  gather  to  spend  two  days  inspecting 
a specific  clinic.  They  do  not  do  this  as 
policemen  who  have  been  called  in  by  the 
AAMC  or  by  government  to  check  on  some 
questionable  practices.  They  only  do  it  when 
the  clinic  being  surveyed  requests  such  a 
visitation.  In  fact,  the  clinic  which  is  sur- 
veyed pays  all  the  expenses. 

Since  they  do  not  need  this  investigation 
in  order  to  be  a member  clinic,  don’t  get 
any  fancy  certificate  and  don’t  get  any  in- 
crease in  the  fees  they  can  charge,  you  may 
wonder  why  they  bother.  The  answer  is 
that  any  group  which  wishes  to  improve, 
and  I have  never  seen  one  yet  that  was  close 
to  perfection,  can  only  benefit  from  a critical 
review  by  informed  fellow  physicians.  So 


far,  each  group  reviewed  has  thought  that 
it  was  more  than  worth  the  effort  and  ex- 
pense. 

You  might  also  ask  why  a doctor  would 
leave  his  practice  for  a couple  of  days  to  go 
prowl  through  another  clinic.  The  answer 
here  involves  more  than  altruism.  It  is  im- 
possible for  an  intelligent  man  to  spend  two 
days  watching  other  doctors  practice  med- 
icine without  learning  something  which  will 
be  to  his  benefit.  Remember  you  never  had 
a medical  school  course  in  how  to  run  an 
office.  Whether  you  are  in  group  or  solo 
practice,  it  is  doubtful  that  you  are  so  effi- 
cient that  you  could  not  learn  even  better 
ways,  either  by  having  another  doctor  visit 
you  or  by  your  spending  time  observing  his 
practice. 

So  the  purpose,  then,  is  not  just  to  save 
taxpayers  money,  not  just  to  assure  the 
public  of  quality  and  effectiveness  but,  also, 
a form  of  continuing  medical  education  for 
both  the  reviewer  and  the  reviewed. 

The  next  problem  we  face  then  is  what 
is  it  we  should  review?  It  seems  obvious 
from  the  past  discussion,  we  must  review  all 
there  is  of  medical  care,  at  least,  and  very 
possibly  in  the  future,  all  there  is  in  health 
care.  Certainly  we  must  review  the  medical 
treatment  given  in  hospitals  and  extended 
care  facilities.  More  recently  it  has  become 
increasingly  obvious  that,  like  it  or  not,  we 
must  also  review  the  medical  care  given  in 
the  office.  It  may  be  difficult,  but  it  is  cer- 
tainly essential. 

Next,  you  might  ask,  what  are  we  looking 
for?  First,  of  course,  is  fraud,  which  in 
medicine  is  no  different  from  any  other  kind 
of  fraud  and  the  duty  of  the  peer  review 
team  is  no  different  from  that  of  any  other 
honest  citizen.  Fortunately,  this  is  rare  and 
soon  taken  out  of  the  hands  of  the  physi- 
cians. The  next  item  for  which  we  look,  of 
course,  is  the  too-high  fee,  something  we 
have  done  traditionally  for  many  years. 
Beyond  that,  we  must  now  begin  to  look  at 
utilization — that  is  the  number  of  services 
rendered  and  even  beyond  that  to  the  effi- 
ciency and  quality  of  care  rendered.  It  is  no 
longer  enough  to  tell  people  that  they  have 
not  been  cheated  or  just  that  the  fee  for  a 
given  service  is  not  too  high.  They  need  as- 
surance that  they  are  receiving  a good 


434 


TENNESSEE  MEDICAL  JOURNAL 


May,  1970 


r 


Nashville  Surgical  (Company 

OFFICE  and  WAREHOUSE:  3332  POWELL  AVE.,  NASHVILLE  DISPLAY  and  SALES:  1911  CHURCH  STREET 


Since  1908 . . . 

the  South’s  most  complete  line 
of  doctors’  and  hospital  supplies 


Our  new  warehouse  stocked  with 
over  23,000  drugs  and  serums, 
including  rare  and  hard-to-obtain  drugs. 

Drugs  of  the  highest  quality  . . . 
fresh  and  properly  refrigerated. 


Subsidiaries  — mmmmmn 

Medical  and  Scientific  Co. 

Memphis,  Tennessee 

Wilson  - Quick 

Drug  Stores 

Nashville  Donelson  Madison 

Gallatin  Murfreesboro  Columbia 


REFER  EYE  PATIENTS 

TO  AN 

EYE  PHYSICIAN 

By  so  doing,  you  will  be  assured  of  a complete  diagnosis  of  your 
patients’  eyes. 

Guild  Opticians  complete  the  cycle  for  Professional  Service. 


May,  1970 


THE  VIEWING  BOX 


435 


quality  of  care  for  the  money  they  spend. 

Techniques  for  Meaningful  Review 

The  last  question  is  probably  the  hardest. 
Once  we  have  decided  that  review  is  neces- 
sary, what  techniques  can  we  use  to  make 
this  review  truly  meaningful?  How  do  we 
do  it?  The  traditional  technique  for  peer 
review  has  been  the  use  of  a Grievance 
Committee  or  Insurance  Review  Committee 
which  simply  looks  at  those  physicians 
about  whom  there  has  been  a complaint — 
usually  already  known  to  all  the  doctors  in 
the  area.  But,  what  we’re  speaking  of  now 
goes  well  beyond  this  system.  In  a number 
of  parts  of  the  country  it  has  been  possible, 
particularly  under  the  government  pro- 
grams, but  not  only  under  them,  to  do  a 
form  of  total  claims  review  by  computer. 
This  will  give  a gross  review  of  a man’s 
practice.  From  this  can  be  developed  a num- 
ber of  statistics:  the  number  of  visits  per 
day;  the  number  of  visits  per  patient;  the 
number  of  visits  per  diagnosis;  the  number 
of  shots  given  per  visit;  the  number  of  lab 
x-ray  tests  per  visit;  and  from  this,  one  may 
obtain  an  overall  view  of  a physician’s 
practice.  Dr.  Donald  Harrington  of  the  San 
Joaquin  County  Foundation  has  done  a 
great  deal  of  work  on  this,  initially  only  on 
private  insurance  company  contracts,  later 
on  Medicaid  as  well,  and  has  been  able  to 
set  up  parameters  of  electronic  observation 
which  have  enabled  him  to  spot  “deviant 
practitioners.”  Those  doctors  who  have  an 
unusual  number  of  injections  per  patient 
visit  in  the  office  or  others  who  never  seem 
to  be  able  to  see  a patient  without  doing  a 
urinalysis  or  blood  count,  those  who  must 
see  a patient  two  or  three  times  a week  for 
a rather  routine  diagnosis  such  as  osteoar- 
thritis, etc.  Doctor  Harrington  would  be  the 
first  to  tell  you  that  you  cannot  leap  to 
conclusions  simply  from  a computer  anal- 
ysis. 

There  are  all  sorts  of  reasons  for  varia- 
tions from  the  norm  in  practice.  The  mere 
fact  that  a man  practices  in  a different  way 
is  no  proof  at  all  that  he  is  a “bad”  practi- 
tioner. In  this  country,  and  particularly  in 
medicine,  uniformity  and  conformity  are 
not  necessarily  the  ideal. 

There  are  other  reasons  for  the  inherent 
errors  in  the  computer  method  including 


local  variations,  particularly  the  differences 
in  style  of  practice  between  rural  and  urban 
doctors  and  of  the  disadvantaged  areas  ver- 
sus the  middle  class  suburbs. 

The  next  step  must  always  be  to  pull  out 
the  original  claims  forms  for  review.  Here 
one  can  look  over  the  number  of  tests  or- 
dered and  paid  for  on  the  basis  of  the  diag- 
nosis and,  also,  the  amount  of  treatment  and 
its  relevance  to  the  diagnosis  placed  upon 
the  claims  form.  Once  the  peer  review  com- 
mittee has  gone  through  the  computer 
analyses,  selected  from  it  those  claims  forms 
it  needs  for  review  and  then  reviewed  these 
forms  from  unusual  practitioners,  it  still 
has  not  established  the  fact  that  the  doctor 
involved  practiced  a poor  quality  of  care. 

Let  me  give  you  an  example.  In  my 
former  county,  Santa  Clara,  we  have  a 
moderate  size  city,  San  Jose,  with  some 
400,000  citizens.  The  city  is  split  by  Highway 
101.  On  the  West  side  of  the  highway  are 
the  English  speaking  citizens,  generally 
from  the  lower  middle  class  on  up.  On  the 
East  side  of  the  highway  are  the  Spanish 
speaking  citizens,  usually  of  lower  income 
groups.  In  reviewing  claims  under  our  Med- 
icaid program,  which  review  is  done  by  the 
County  Medical  Society,  we  found  the 
Spanish  speaking  doctors  East  of  the  high- 
way invariably  gave  penicillin  injections  to 
children  with  a cold.  We  Anglos,  of  course, 
were  certain  we  had  spotted  an  obvious 
abuse  of  the  program.  A group  of  men  who 
were  committing  malpractice  simply  in 
order  to  collect  extra  funds  for  giving  shots 
under  the  program.  A committee  of  righ- 
teous, outraged  county  society  members  de- 
scended upon  our  Spanish  speaking  con- 
freres in  order  to  bring  the  wayward 
brothers  back  into  the  fold.  Well,  the  mes- 
sage was  delivered  alright,  but  it  was  we 
who  got  the  message. 

It  appears  that  in  this  type  of  community, 
among  the  lower  income  Mexican-Ameri- 
cans,  faith  in  physicians  is  erratic  and  on  a 
semi-mystical  basis.  The  doctor  is  given  one 
chance  at  the  illness.  When  the  baby  has  a 
cold,  he  and  the  rest  of  the  family  are 
bundled  up  and  brought  into  the  doctor. 
Whatever  the  doctor  does  is  fine  with  the 
mother,  but  no  matter  how  much  sicker  the 
child  gets  afterward,  he  will  not  be  brought 
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back  since  there  is  not  any  reason  to.  “He's 
already  seen  the  doctor.”  Further,  remedies 
are  likely  to  include  prayer  or  forms  of  folk 
medicine.  Furthermore,  the  mothers  have 
very  little  faith  in  pieces  of  paper  or  long 
explanations.  Telling  the  mother  that  she 
should  take  a prescription  and  fill  it  at  a 
drug  store  and  then  to  give  pills  to  the  child 
if  he  should  get  sicker,  simply  results  in 
another  piece  of  scrap  paper  in  the  waste 
basket  by  the  front  door  of  the  doctor's 
office.  Even  giving  samples  of  pills  to  be 
taken  later  is  no  assurance  that  the  child 
will  receive  any  further  treatment.  There- 
fore, if  there  is  any  possibility  that  the  baby 
may  develop  bacterial  bronchitis  or  pneu- 
monia from  the  cold,  the  only  assurance  that 
he  will  survive  is  for  the  physician  to  actu- 
ally place  the  penicillin  into  the  child  him- 
self. 

While  we  may  all  hope  that  in  the  future 
education  and  an  elevation  of  income  level 
will  change  this  situation,  for  the  present  it 
continues  to  be  malpractice  or  at  the  very 
least  poor  medical  practice  to  give  penicillin 
for  colds  in  the  English  western  half  of  the 
city,  while  it  is  malpractice  not  to  do  so  East 
of  the  highway. 

There  are  many  other  examples  all  of 
which  add  up  to  mean  that  the  review  of 
quality  can  only  be  done  locally,  it  can  only 
be  done  by  people  who  can  understand  the 
variations  and  circumstances,  which  in  the 
end  means  that  it  can  only  be  done  by  other 
local  physicians.  It  must  be  done  by  phy- 
sicians, because  lawyers  for  instance  are  so 
bound  by  technicalities  that  common  sense 
or  what  is  best  for  the  people  rarely  enters 
their  minds  and  to  allow  them  control  of 
the  program  would  be  disastrous. 

For  example,  in  one  of  our  large  cities  in 
California,  it  became  evident  after  a period 
of  review  that  of  eight  minority  doctors  in 
one  area,  six  were  abusing  the  programs 
through  over-utilization.  Too  many  injec- 
tions per  patient  visit,  too  many  laboratory 
tests,  etc.  This  assumption  was  reinforced 
by  visits  to  their  offices  and,  therefore,  the 
county  medical  society  recommended  that 
they  no  longer  be  paid  under  the  Medicaid 
program.  The  first  two  telephone  calls  to  the 
medical  society  were  from  the  other  two 


minority  physicians — the  “good'’  doctors  in 
the  area.  They  were  terribly  unhappy.  “Are 
you  trying  to  kill  us?  There  are  too  many 
Medicaid  patients  already  for  the  eight  of 
us.  Two  of  us  even  working  24  hours  a day 
couldn't  possibly  handle  the  load,  and  we 
certainly  couldn’t  give  any  quality  of  med- 
ical care.  You  must  keep  the  other  six 
doctors  working  for  the  good  of  the  people 
of  our  part  of  the  city.” 

The  Medical  Society  was  understandably 
reluctant,  but  it  also  was  understanding  of 
the  problem  on  the  basis  that  even  over- 
utilized medical  care  is  better  than  none  at 
all.  Those  doctors  were  reinstated  in  the 
program,  although  the  County  Medical 
Society  has  since  attempted  a practice  edu- 
cational process  for  them.  Again,  what  this 
adds  up  to  is  that  there  must  be  local  con- 
trol of  the  program,  there  must  be  local  un- 
derstanding of  local  problems  and  there 
must  be  an  interest  on  the  part  of  physi- 
cians of  the  Medical  Society  in  seeing  that 
medical  care  is  given  to  the  people. 

Let  me  make  a summary  about  the  bene- 
fits to  be  derived  from  this  program.  I have 
mentioned  the  direct  benefits,  of  course,  to 
the  taxpayer,  to  the  reviewing  physician 
and  to  the  physician  who  is  reviewed,  but 
there  are  other  benefits,  one  of  these  comes 
from  publicity.  It  is  no  secret  that  the  medi- 
cal profession  has  a “bad  image.”  The 
knowledge  that  the  doctors  in  the  County 
Medical  Society  are  spending  hours  review- 
ing the  quality  of  care  can  only  do  good 
things  for  us.  In  the  past,  as  you  know,  we 
have  only  allowed  publication  of  bad  pub- 
licity about  doctors,  so  it  is  not  surprising 
that  we  have  a poor  image.  In  the  past,  if 
the  doctor  did  something  good  for  a patient, 
we  have  forbidden  this  news  to  be  printed 
because  we  felt  it  amounted  to  advertising. 
However,  if  something  bad  happened — a 
drunk  driving  conviction  or  malpractice  suit 
— nothing  the  Medical  Society  could  do 
would  ever  keep  the  news  out  of  the  paper. 
For  this  reason,  our  patients  have  read  only 
unfavorable  things  about  doctors  and 
naturally  formed  that  kind  of  an  opinion.  I 
might  suggest  as  an  aside  to  the  principal 
subject  that  we  may  have  to  reconsider  our 
entire  concept  of  physician  publicity.  How- 
ever, whether  we  need  to  change  our  atti- 
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tude  toward  publicity  or  not,  there  can  be 
no  doubt  about  or  need  for  peer  review. 

The  People  of  this  country  deserve  to 
know  their  medical  care  is  all  it  should  be. 
The  best  guarantee  of  this  can  be  given  only 
by  the  concerned  physicians  of  an  area 


working  together  in  an  effective  program 
of  Peer  Review: 

1.  Congress  demands  it; 

2.  Our  patients  deserved  it;  and 

3.  We  need  it. 

— From  Missouri  Medicine,  March,  1970 


GENERAL  PRACTITIONER,  for  East 
Tennessee  town  with  accredited  hos- 
pital. Local,  large  industry  will  sub- 
sidize for  part  time  in  planned  medical 
service.  Office  for  private  practice 
available. 

Box  M-l,  Tennessee  Medical  Assn. 
112  Louise  Avenue 
Nashville,  Tennessee  37203 


RESIDENCY  AVAILABLE 
Psychiatric  residency  beginning  July,.  1970. 
Fully  accredited,  three  years  of  dynamic 
and  eclectically  oriented  training.  Univer- 
sity program  affiliated  with  city-county, 
V.A.,  and  state  hospitals  all  located  on 
University  of  Tennessee  Medical  Units  cam- 
pus. Career,  NIMH,  V.A.,  and  other  sti- 
pends available  with  fringe  benefits.  Con- 
tact James  C.  Hancock,  M.D.,  Coordinator 
Residency  Program,  University  of  Tennessee 
Medical  Units,  Department  of  Psychiatry, 
42  North  Dunlap  Street,  Memphis,  Tennes- 
see 38103. 
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Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered 
independent  hospital  for 
intensive  treatment  of 
nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  nervous 
or  mental  disorders.  Individual 
patient  care  has  been  the  theme 


are  accepted  and  departmental- 
ized care  is  provided  according 
to  sex  and  the  degree  of  illness. 

In  addition  to  the  psychiatric 
staff,  consultants  are  available  in 
all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  A.  Becton,  M.D.,  F.A.P.A. 


CLINICAL  DIRECTORS: 

James  K.  Ward,  M.D.,  F.A.P.A. 
Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 
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. . . NATIONAL  ASSOCIATION  OF  PRI- 
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ALABAMA  HOSPITAL  ASSOCIATION  . . . 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 
Of  the  Tennessee  Medical  Association 
Memphis,  Tennessee  — April  8-11,  1970 


The  House  of  Delegates  of  the  Tennessee 
Medical  Association  met  in  Memphis,  Ten- 
nessee with  headquarters  in  the  Sheraton- 
Peabody  Hotel,  April  8-11,  1970,  in  conjunc- 
tion with  the  135th  Annual  Meeting  of  the 
Association,  with  Dr.  R.  L.  DeSaussure, 
Speaker  of  the  House  and  Dr.  R.  H.  Haral- 
son, Vice-Speaker,  presiding. 

The  invocation  was  rendered  by  Dr.  John 
H.  Burkhart,  Knoxville: 

DR.  JOHN  H.  BURKHART:  “Almighty 
God,  Our  Father,  before  we  begin  the  busi- 
ness of  this  House  of  Delegates,  we  look  to 
Thee  for  guidance  and  inspiration.  We  be- 
lieve most  fervently  that  as  practitioners  of 
a noble  profession  we  have  been  called  to  be 
servants  of  God  by  being  healers  of  men. 
We  thank  Thee  for  the  love  by  which  we 
are  created,  the  grace  by  which  we  are  sus- 
tained, and  the  mercy  by  which  we  are  pre- 
served. May  these  same  qualities,  to  the 
degree  in  which  we  as  mortals  may  be 
capable  of  them,  determine  the  extent  to 
which  we  respond  to  Thy  call.  Bestow,  we 
pray,  Thy  blessings  on  us  all,  our  families, 
our  colleagues,  the  societies  which  we  rep- 
resent, and  the  work  we  seek  to  achieve. 
Where  we  may  lack  the  virtues  of  patience, 
endurance,  fairness,  respect  for  other  opin- 
ions, openmindedness,  and  a sense  of  moral 
rightness,  strengthen  these  attributes  in  us, 
so  that  whatever  we  do  as  this  House  of 
Delegates  listens,  deliberates,  and  acts,  may 
be  done  to  the  greater  glory  of  God  and 
the  larger  benefit  of  mankind.  Amen.” 

1969  Minutes  Approved 

The  Speaker  announced  that  the  Minutes 
of  the  last  regular  session  of  the  House  were 
reproduced  in  the  June,  1969,  issue  of  the 
JOURNAL  OF  TMA,  and  requested  that  a 
motion  be  presented  to  approve  the  pro- 


ceedings as  published.  It  was  moved,  sec- 
onded, that  the  Minutes  of  the  1969  regular 
session  of  the  House  of  Delegates  be  ap- 
proved as  published  in  the  June,  1969,  issue 

of  the  JOURNAL.  The  motion  was  adopted. 

Reference  Committees 

The  Speaker  announced  the  personnel  of 
the  Reference  Committees  to  consider  re- 
ports, resolutions,  amendments,  and  all 
matters  requiring  action  by  the  House  of 
Delegates. 

Committee  on  Credentials 

James  N.  Proffitt,  Chairman,  Maryville 
J.  Howard  Ragsdale,  Union  City 

J.  S.  Johnson,  Gainesboro 

Committee  on  Amendments  to  the 
Constitution  and  By-Laws 

C.  Gordon  Peerman,  Chairman,  Nashville 
Charles  C.  Smeltzer,  Knoxville 
John  B.  Dorian,  Memphis 

Reference  Committee  A 

Henry  G.  Rudner,  Jr.,  Chairman,  Memphis 
David  H.  Turner,  Chattanooga 
Herman  J.  Kaplan,  Nashville 

Reference  Committee  B 

Robert  A.  Waters,  Chairman,  Chattanooga 

K.  J.  Phelps,  Lewisburg 
Tinnin  Martin,  Jr.,  Memphis 

Reference  Committee  C 

Perry  M.  Huggin,  Chairman,  Knoxville 
J.  Malcolm  Aste,  Memphis 
James  W.  Ellis,  Nashville 

Reference  Committee  D 

William  K.  Owen,  Chairman,  Pulaski 
Charles  E.  Allen,  Johnson  City 
R.  A.  Calandruccio,  Memphis 
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Committee  on  Outstanding  Physician 
of  the  Year 

G.  Baker  Hubbard,  Chairman,  Jackson 
K.  M.  Kressenberg,  Pulaski 
Edward  T.  Newell,  Jr.,  Chattanooga 

Nominating  Committee 

As  required  in  the  By-Laws,  the  Board 
of  Trustees,  in  its  January  meeting,  ap- 
pointed a Nominating  Committee  with  rep- 
resentatives from  each  of  the  three  grand 
divisions  of  the  state.  The  Speaker  an- 
nounced the  personnel  of  the  committee, 
some  of  whom  were  late  substitutions  for 
members  who  could  not  be  present: 

East  Tennessee: 

E.  Kent  Carter,  Kingsport 
John  H.  Burkhart,  Knoxville 
David  P.  McCallie,  Chattanooga 

Middle  Tennessee: 

William  H.  Edwards,  Nashville 
John  O.  Williams,  Mt.  Pleasant 
Joseph  Willoughby,  Franklin 

West  Tennessee: 

Laurence  W.  Jones,  Union  City 
C.  D.  Hawkes,  Memphis 
Thomas  K.  Ballard,  Jackson 


ELECTION  OF  OFFICERS  AND 
COUNCILORS 
April  II,  1970 


The  report  of  the  Nominating  Committee 
was  presented  in  the  second  session  of  the 
House  of  Delegates  on  Saturday,  April  11. 
Nominees  submitted  by  the  Committee 
were  voted  upon  individually  and  in  each 
instance,  the  Speaker  called  for  additional 
nominations  from  the  floor. 

President-Elect — John  H.  Saffold,  Knoxville 

Speaker— House  of  Delegates — R.  L.  De- 
Saussure,  Memphis 

Vice  Speaker — House  of  Delegates — R.  H. 

Haralson,  Jr.,  Maryville 

Vice-President  (East  Tennessee) — E.  Kent 
Carter,  Kingsport 

Vice-President  (Middle  Tennessee) — Wil- 
liam K.  Owen,  Pulaski 


Vice-President  (West  Tennessee) — J.  Kelley 
Avery,  Union  City 

Secretary — Morse  Kochtitzky,  Nashville 

AMA  Delegate  (East  Tennessee) — John  H. 
Burkhart,  Knoxville  (January,  1971-De- 
cember,  1972) 

AMA  Delegate  (State  At  Large) — Tom  E. 
Nesbitt,  Nashville  (January,  1971-Decem- 
ber,  1972) 

AMA  Alternate  Delegate  (East  Tennessee) 
— Harmon  L.  Monroe,  Erwin  (January, 
1971-December,  1972)  (Since  his  election 
and  the  Annual  Meeting,  Dr.  Monroe  is 
deceased.) 

AMA  Alternate  Delegate  (State  At  Large) 
— A.  Roy  Tyrer,  Jr.,  Memphis  (January, 
1971-December,  1972) 

TRUSTEES: 

Middle  Tennessee — C.  Gordon  Peerman, 
Nashville  (1973) 

East  Tennessee — Edward  G.  Johnson, 
Chattanooga  (1971)  (Dr.  Johnson  is  fill- 
ing unexpired  term  of  Dr.  Saffold.) 

COUNCILORS: 

First  District — Alvin  S.  Crawford,  Bristol 
(1972) 

Third  District — Harry  A.  Stone,  Chatta- 
nooga (1972) 

Fifth  District — George  L.  Smith,  Win- 
chester (1972) 

Seventh  District — Kenneth  J.  Phelps, 

Lewisburg  (1972) 

Ninth  District — Laurence  W.  Jones,  Union 
City  (1972) 

Nominees  for  Public  Health  Council:  (Three 
from  Middle  Tennessee,  one  of  whom  will  be 
subsequently  appointed  by  the  Governor.) 

Middle  Tennessee: 

Kirkland  W.  Todd,  Jr.,  Nashville 

Samuel  H.  Hay,  Murfreesboro 

Gordon  Turner,  Centerville 

Nominees  for  Board  of  Trustees  of  the  State 
Chest  Disease  Hospitals:  (Three  from  Middle 
Tennessee.  One  nominee  will  be  subsequently 
appointed  by  the  Governor.) 

H.  R.  Anderson,  Nashville 

Anne  Bolner,  Fayetteville 

Carl  Stubblefield,  Shelbyville 

THE  ABOVE  NOMINEES  WERE  ELECT- 
ED BY  THE  HOUSE  OF  DELEGATES 
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TENNESSEE'S  OUTSTANDING 
PHYSICIAN  OF  THE  YEAR 

Dr.  Robert  C.  Kimbrough , Madisonville,  was 
named  Outstanding  Physician  of  the  Year 
in  Tennessee  for  1970.  His  election  was  by 
the  House  of  Delegates. 

Dr.  Kimbrough  was  born  in  the  Rural 
Vale  Community  in  Monroe  County  on  No- 
vember 3,  1884.  He  graduated  from  Hi- 
wassee  College  in  Madisonville,  entered  the 
University  of  Nashville  Medical  College  in 
1905,  and  graduated  in  1908  as  the  third 
ranked  student  in  his  graduating  class.  For 
twelve  months  in  1908  and  1909,  he  served 
as  a member  of  the  House  staff  in  Bellevue 
Hospital  in  New  York  City.  Dr.  Kimbrough 
returned  to  his  native  county  and  has  been 
in  general  practice  since  that  time. 

Dr.  Kimbrough  was  one  of  the  first  to 
bring  scientific  medicine  to  his  county. 
Early  in  his  professional  life,  he  made  a 
habit  of  personal  study  as  well  as  regular 
attendance  at  scientific  meetings  of  his 
county  and  state  medical  associations.  Dr. 
Kimbrough  has  served  as  Chairman  of  the 
Monroe  County  Board  of  Health,  County 
Medical  Examiner,  County  Physician,  and 
Selective  Service  Physician  for  his  com- 
munity. In  1923,  he  supervised  one  of  the 
first  mass  immunization  programs  in  Ten- 
nessee, giving  28,000  doses  of  typhoid  vac- 
cine administered  to  residents  of  Monroe 
County. 

Dr.  Kimbrough  has  served  his  County 
Medical  Society  with  distinction,  having 
been  repeatedly  elected  to  the  office  of 
President  and  every  other  office  in  the  So- 
ciety. He  has  been  a delegate  to  the  TMA 
House  on  numerous  occasions,  has  served 
as  Vice  President  of  the  Tennessee  Medical 
Association  in  1949  and  served  on  the 
Public  Health  Council  from  1948  until  1963. 

In  nominating  Dr.  Kimbrough,  his  Coun- 
ty Medical  Society  stated  that  his  greatness 
does  not  rest  on  his  impressive  credentials, 
but  on  “his  dawn  ’ til  dusk  service  to  his 
patients  and  his  uplifting  association  with 
his  fellow  physicians .” 


AMENDMENTS  TO 
CONSTITUTION  AND  BY-LAWS 

Amendments  to  Constitution  Lying  on  Table 

The  Speaker  called  for  action  on  amend- 
ments to  the  Constitution  lying  on  the  Table 
from  the  last  regular  session  of  the  House  of 
Delegates.  Amendment  to  the  Constitution 
No.  1-69  was  presented  to  the  House  of  Dele- 
gates at  its  initial  meeting  in  1969,  and  re- 


DISTINGUISHED  SERVICE  AWARD 

Maston  K.  Callison,  M.D.,  Memphis,  was 
presented  with  the  Distinguished  Service 
Award  during  the  Annual  Meeting.  The 
award  was  made  at  the  banquet  on  April 
10,  and  presented  by  the  Board  of  Trustees. 

Dr.  Callison  was  selected  for  this  honor 
for  the  many  contributions  that  he  has 
made  to  medical  education  in  Tennessee 
and  to  medicine  in  general. 

Dr.  Callison  was  born  July  14,  1917,  in 
Knoxville.  He  attended  the  University  of 
Tennessee  and  received  his  undergraduate 
degree  in  1936.  He  received  his  medical 
degree  at  the  University  of  Tennessee 
Medical  Units  at  Memphis  in  1939.  He  did 
graduate  work  at  the  University  of  Penn- 
sylvania School  of  Medicine,  and  returned 
to  Knoxville  for  his  internship  at  General 
Hospital.  Residency  was  taken  at  John 
Gaston  Hospital  at  Memphis,  after  which 
Dr.  Callison  entered  the  U.  S.  Army  serv- 
ing as  Chief,  Medical  Services,  27th  Sta- 
tion Hospital  in  Berlin,  Germany,  and  at 
Ft.  Riley  Station  Hospital  until  his  dis- 
charge in  1947. 

Dr.  Callison  first  received  his  appoint- 
ment with  the  University  of  Tennessee  Col- 
lege of  Medicine  as  an  instructor  in  medi- 
cine. In  1952  he  was  named  Assistant  Pro- 
fessor, and  in  1957  Associate  Professor. 
The  following  year,  Dr.  Callison  was 
named  Dean  of  the  College  of  Medicine, 
a position  he  has  held  until  his  recent 
resignation. 

Dr.  Callison  is  certified  by  the  American 
Board  of  Internal  Medicine  and  is  a fellow 
of  the  American  College  of  Physicians.  He 
serves  on  numerous  boards  of  directors, 
including  the  Society  for  Crippled  Chil- 
dren, Cancer  Clinic  and  Goodwill  Indus- 
tries in  West  Tennessee,  and  is  a member 
of  the  Executive  Committee  of  St.  Jude 
Hospital’s  Board  of  Governors,  as  well  as 
a Board  member  of  the  Speech  and  Hear- 
ing Center.  He  has  been  active  in  the 
Memphis- Shelby  County  Medical  Society, 
Tennessee  Medical  Association  and  Ameri- 
can Medical  Association.  Dr.  Callison’s 
many  contributions  to  medicine  made  him 
uniquely  qualified  to  receive  the  Distin- 
guished Service  Award  of  the  Tennessee 
Medical  Association. 


ferred  to  the  Reference  Committee  for  con- 
sideration, Constitutional  Amendments  No. 
2-69  and  No.  3-69  were  also  submitted  at  the 
1969  session  of  the  House. 

By-Laws  Amendment  No.  2-69  was  pre- 
sented in  the  second  session  of  the  1969 
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House  and  thus  laid  over  until  the  1970 
session.  As  required  in  the  Constitution, 
copies  of  the  amendments  and  the  recom- 
mendation of  the  1969  Reference  Committee 
was  forwarded  sixty  days  in  advance  of  the 
annual  session  to  all  County  Medical  So- 
cieties. 

Amendment  to  Constitution  No.  1-69 

Amend  Article  VIII,  Section  2,  Paragraph 
1,  of  the  Constitution  of  the  Tennessee 
Medical  Association  to  read: 

“The  Board  of  Trustees  shall  consist  of  the 
President  of  the  Association,  the  Speaker  of 
the  House  of  Delegates,  the  Vice-Speaker  of 
the  House  of  Delegates,  the  immediate  Past- 
President,  the  President-Elect,  the  Secretary, 
and  six  members  elected  by  the  House  of 
Delegates  as  hereinafter  provided.” 

Section  2,  Paragraph  1 at  present:  “The  Board 
of  Trustees  shall  consist  of  the  President  of 
the  Association,  the  Speaker  of  the  House  of 
Delegates,  the  immediate  Past-President,  the 
President-Elect,  the  Secretary,  and  six  mem- 
bers elected  by  the  House  of  Delegates  as 
hereinafter  provided.” 

The  Reference  Committee  on  Amend- 
ments to  the  Constitution  and  By-Laws  in 
1969  commented:  “Testimony  on  both  sides 
of  the  question  was  heard  and  was  about 
equally  divided.  Those  who  advocated  this 
change  were  of  the  opinion  that  the  eleva- 
tion of  the  Vice-Speaker  to  a position  of 
membership  on  the  Board  of  Trustees  would 
strengthen  the  office,  would  increase  its 
prestige,  would  take  advantage  of  the  Vice- 
Speaker’s  abilities  and  knowledge,  and 
would  make  it  easier  to  more  equally  divide 
the  representation  on  the  Board  of  Trustees 
according  to  the  three  grand  divisions  of 
the  state.  The  principal  objections  to  this 
change  were  that  the  addition  of  the  Vice- 
Speaker  to  the  Board  of  Trustees  would 
create  an  even  number  of  members  numeri- 
cally on  the  Board  and  which  could  result 
in  a tie  vote  on  matters  which  were  con- 
troversial, that  the  present  composition  of 
the  Board  was  satisfactory,  that  any  en- 
largement of  the  Board,  even  by  one,  would 
tend  to  make  it  more  unwieldy,  and  that 
the  Vice-Speaker  was  really  an  officer  in 
training  who  would  benefit  more  from  his 
attendance  at  the  Board  meetings  than  the 
Board  would  benefit  from  his  vote.  The 
Reference  Committee  agrees  that  there  are 
excellent  points  on  both  sides  of  the  ques- 


tion, but  feels  that  the  present  composition 
of  the  Board  with  eleven  members  is  pref- 
erable and  should  not  be  changed  to  an 
even  number  and  that  the  present  practice 
of  inviting  the  Vice-Speaker  to  all  meetings 
of  the  Board  of  Trustees  and  extending  to 
him  the  privilege  of  the  floor,  is  sufficient.” 
The  Reference  Committee  recommended  re- 
jection of  Constitutional  Amendment  No. 
1-69. 

ACTION:  THE  HOUSE  OF  DELEGATES 
APPROVED  THE  RECOMMENDATION 
OF  THE  REFERENCE  COMMITTEE  AND 
CONSTITUTIONAL  AMENDMENT  NO. 
1-69  WAS  NOT  ADOPTED. 

Amendment  to  Constitution  No.  2-69 

Amend  Article  VIII,  Section  4,  of  the  Con- 
stitution of  the  Tennessee  Medical  Associ- 
ation to  read: 

“The  President-Elect,  the  three  Vice-Presi- 
dents, a Secretary,  the  Speaker  of  the  House 
of  Delegates,  and  the  Vice-Speaker  of  the 
House  of  Delegates  shall  be  elected  annually 
for  one  year.  The  Speaker  of  the  House  of 
Delegates,  the  Vice-Speaker  of  the  House  of 
Delegates,  and  the  Secretary  shall  hold  office 
for  not  more  than  three  consecutive  years. 
No  two  of  these  three  officers  shall  be  from 
the  same  grand  division  of  the  state.  The 
President-Elect  will  assume  office  as  President 
of  the  Association  at  the  expiration  of  the 
term  of  the  President.” 

Section  4 at  present:  “The  President-Elect,  the 
three  Vice-Presidents,  a Secretary  and  the 
Speaker  of  the  House  of  Delegates  shall  be 
elected  annually  for  one  year.  The  Speaker 
of  the  House  and  the  Secretary  shall  hold 
office  for  not  more  than  four  consecutive  years. 
The  President-Elect  shall  assume  office  as 
President  at  the  expiration  of  the  term  of  the 
President.” 

The  Reference  Committee  commented  on 
testimony  heard  on  the  amendment  and 
recommended:  (1)  rejection  of  the  proposal 
to  prohibit  any  two  of  the  offices  of  Speaker, 
Vice-Speaker,  or  Secretary  from  being  from 
the  same  grand  division  of  the  state;  (2) 
rejection  of  the  provision  that  the  officers 
named  shall  hold  office  for  not  more  than 
three  consecutive  years;  and  (3)  adoption 
of  the  portion  of  the  amendment  that  would 
add  the  Vice-Speaker  to  the  list  of  officers 
who  are  elected  annually  for  one  year. 

ACTION:  THE  HOUSE  APPROVED  THE 
RECOMMENDATION  OF  THE  REF- 
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ERENCE  COMMITTEE  AND  ADOPTED 
ONLY  THE  PORTION  OF  CONSTITU- 
TIONAL AMENDMENT  NO.  2-69  THAT 
WOULD  ADD  THE  VICE-SPEAKER  TO 
THE  LIST  OF  OFFICERS  WHO  ARE 
ELECTED  ANNUALLY  FOR  ONE  YEAR. 
THE  OTHER  TWO  PROPOSED  CHANGES 
IN  SECTION  4,  ARTICLE  VIII,  WERE  RE- 
JECTED. 

Amendment  to  Constitution  No.  3-69 

Amend  Article  VIII,  Section  7,  of  the  Con- 
stitution of  the  Tennessee  Medical  Associ- 
ation to  read: 

“All  officers  of  the  Association  shall  be  elected 
at  the  second  regular  session  of  the  House  of 
Delegates  and  they  shall  assume  office  at  the 
close  of  the  final  regular  session  of  the  House 
of  Delegates.” 

Section  7 at  present:  “All  officers  of  the  As- 
sociation shall  be  elected  at  the  second  regular 
session  of  the  House  of  Delegates,  and  they 
shall  assume  office  when  elected.” 

The  Reference  Committee  recommended 
adoption  of  Constitutional  Amendment  No. 
3-69  which  would  merely  provide  in  the 
Constitution  that  which  is  already  current 
practice  wherein  the  officers  of  the  Associ- 
ation shall  assume  office  at  the  close  of  the 
final  regular  session  of  the  House  of  Dele- 
gates rather  than  upon  their  election. 

ACTION:  THE  HOUSE  OF  DELEGATES 
APPROVED  THE  RECOMMENDATION 
OF  THE  REFERENCE  COMMITTEE  AND 
ADOPTED  CONSTITUTIONAL  AMEND- 
MENT NO.  3-69. 

Amendment  to  By-Laws  No.  2-69 

Amend  Chapter  VI,  Section  4,  of  the  By- 
Laws  of  the  Tennessee  Medical  Association 
to  read: 

“The  Speaker  of  the  House  of  Delegates  shall 
preside  over  that  body  and  perform  the  usual 
duties  of  such  officer.  He  shall  sign  the  min- 
utes of  its  transactions  when  same  have  been 
read  and  approved  by  the  House.  In  the  event 
of  his  absence  for  any  cause,  or  upon  request 
of  the  Speaker,  the  Vice-Speaker  of  the  House 
of  Delegates  shall  perform  these  duties.  The 
Speaker  of  the  House  of  Delegates  and  the 
Vice-Speaker  of  the  House  of  Delegates  shall 
be  ex-officio  members  of  the  Board  of  Trust- 
ees.” 

Section  4 at  present:  “The  Speaker  of  the 

House  of  Delegates  shall  preside  over  that  body 
and  perform  the  usual  duties  of  such  officer. 
He  shall  sign  the  minutes  of  its  transactions 


when  same  have  been  read  and  approved  by 
the  House.  In  the  event  of  his  absence  for 
any  cause,  or  upon  request  of  the  Speaker, 
the  Vice-Speaker  of  the  House  of  Delegates 
shall  perform  these  duties.  The  Speaker  shall 
also  be  ex-officio  member  of  the  Board  of 
Trustees.” 

This  proposed  Amendment  was  contingent 
upon  the  action  of  the  House  of  Delegates 
on  Constitutional  Amendment  No.  1-69 
which  would  add  the  Vice-Speaker  to  the 
membership  of  the  Board  of  Trustees. 
Since  CA — No.  1-69  was  rejected,  NO 
ACTION  WAS  TAKEN  ON  BY-LAW 
AMENDMENT  NO.  2-69. 

Amendments  Introduced  in  1970 

The  Reference  Committee  on  Amend- 
ments to  the  Constitution  and  By-Laws 
considers  all  proposed  amendments  to  both 
the  Constitution  and  By-Laws.  Under  the 
required  waiting  period,  all  Constitutional 
Amendments  introduced  in  1970  will  be 
presented  for  action  by  the  House  of  Dele- 
gates in  1971.  Three  amendments  to  the 
Constitution  and  seven  amendments  to  the 
By-Laws  were  presented  to  the  House  of 
Delegates  and  referred  to  the  Reference 
Committee  for  consideration. 

Amendment  to  Constitution  No.  1-70 

Amend  Article  VIII,  Sections  3 and  5 of 
the  Constitution  of  the  Tennessee  Medical 
Association  to  read: 

SECTION  3:  “There  shall  be  one  councilor  for 
each  of  the  councilor  districts  in  Tennessee 
and  such  councilor  districts  shall  be  divided 
into  sections  to  include  those  counties  in  each 
of  the  councilor  districts  as  defined  by  the 
action  of  the  House  of  Delegates  in  April,  1970, 
and  listed  in  this  section.  Councilors  shall  be 
appointed  by  the  President  each  year  prior 
to  the  Annual  Session  of  the  House  of  Dele- 
gates subject  to  the  approval  of  the  House  of 
Delegates.  The  councilors  shall  be  elected  for 
a term  of  two  years,  in  the  following  manner: 
councilors  from  odd  numbered  districts  will 
be  elected  in  even  calendar  years  and  coun- 
cilors from  even  numbered  districts  will  be 
elected  in  odd  calendar  years.  No  councilor 
shall  serve  more  than  four  consecutive  years. 
The  councilor  districts  shall  be  composed  of 
the  counties  as  listed  in  each  of  the  following 
ten  districts: 

“District  No.  1:  Carter,  Claiborne,  Cocke, 
Grainger,  Greene,  Hancock,  Hawkins,  Johnson, 
Sullivan,  Unicoi,  Washington. 

“District  No.  2:  Anderson,  Blount,  Campbell, 
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Cumberland,  Hamblen,  Jefferson,  Knox,  Lou- 
don, Morgan,  Roane,  Scott,  Sevier,  Union. 

“District  No.  3:  Bledsoe,  Bradley,  Hamilton, 
Marion,  McMinn,  Meigs,  Monroe,  Polk,  Rhea. 

“District  No.  4:  Clay,  DeKalb,  Fentress,  Jack- 
son,  Macon,  Overton,  Pickett,  Putnam,  Smith, 
Van  Buren,  Warren,  White. 

“District  No.  5:  Bedford,  Coffee,  Franklin, 
Grundy,  Lincoln,  Moore,  Sequatchie. 

“District  No.  6:  Cannon,  Cheatham,  David- 
son, Dickson,  Houston,  Montgomery,  Robertson, 
Rutherford,  Stewart,  Sumner,  Trousdale,  Wil- 
liamson, Wilson. 

“District  No.  7:  Giles,  Hickman,  Humphreys, 
Lawrence,  Lewis,  Marshall,  Maury,  Wayne. 

“District  No.  8:  Benton,  Carroll,  Chester, 
Crockett,  Decatur,  Fayette,  Gibson,  Hardeman, 
Hardin,  Haywood,  Henderson,  Madison,  Mc- 
Nairy,  Perry. 

“District  No.  9:  Dyer,  Henry,  Lake,  Lauder- 
dale, Obion,  Weakley. 

“District  No.  10:  Shelby,  Tipton. 

“The  Council  shall  organize  annually  by  the 
election  of  a Chairman  and  a Secretary.” 
SECTION:  5 “The  President,  Secretary-Trea- 
surer, and  Speaker  of  the  House  of  Delegates 
shall  be  ex-officio  members  of  the  Judicial 
Council  without  vote.” 

Section  3 at  present:  “There  shall  be  one 

councilor  for  each  of  the  ten  councilor  districts 
in  Tennessee  and  such  councilor  districts  shall 
be  divided  into  sections  to  include  those  coun- 
ties in  each  of  the  councilor  districts  as  defined 
by  the  action  of  the  House  of  Delegates  in 
April,  1961,  and  listed  in  this  section.  The 
Councilors  shall  be  elected  for  a term  of  two 
years,  in  the  following  manner:  councilors  from 
odd  numbered  districts  will  be  elected  in  even 
calendar  years  and  councilors  from  even  num- 
bered districts  will  be  elected  in  odd  calendar 
years.  No  councilor  shall  serve  more  than  four 
consecutive  years.  The  councilor  districts  shall 
be  composed  of  the  counties  as  listed  in  each 
of  the  following  ten  districts: 

“District  No.  1:  Carter,  Claiborne,  Cocke, 
Grainger,  Greene,  Hancock,  Hawkins,  John- 
son, Sullivan,  Unicoi,  Washington. 

“District  No.  2:  Anderson,  Blount,  Campbell, 
Hamblen,  Jefferson,  Knox,  Loudon,  Morgan, 
Roane,  Scott,  Sevier,  Union. 

“District  No.  3:  Bledsoe,  Bradley,  Grundy, 
Hamilton,  Marion,  McMinn,  Meigs,  Monroe, 
Polk,  Rhea,  Sequatchie. 

“District  No.  4:  Clay,  Cumberland,  DeKalb, 
Fentress,  Jackson,  Macon,  Overton,  Pickett, 
Putnam,  Smith,  Van  Buren,  Warren,  White. 

“District  No.  5:  Bedford,  Coffee,  Franklin, 
Lincoln,  Marshall,  Moore. 

“District  No.  6:  Cannon,  Cheatham,  Davidson, 
Dickson,  Houston,  Montgomery,  Robertson, 
Rutherford,  Stewart,  Sumner,  Trousdale,  Wil- 
liamson, Wilson. 

“District  No.  7:  Giles,  Hickman,  Humphreys, 
Lawrence,  Lewis,  Maury,  Perry,  Wayne. 


“District  No.  8:  Benton,  Carroll,  Chester, 
Crockett,  Decatur,  Fayette,  Gibson,  Hardeman, 
Hardin,  Haywood,  Henderson,  Madison,  Mc- 
Nairy. 

“District  No.  9:  Dyer,  Henry,  Lake,  Lauder- 
dale, Obion,  Weakley. 

“District  No.  10:  Shelby,  Tipton. 

“The  Council  shall  organize  annually  by  the 
election  of  a Chairman  and  a Secretary.” 
Section  5 at  present:  “The  President,  Secre- 
tary, and  Speaker  of  the  House  of  Delegates 
shall  be  ex-officio  members  of  the  Council 
without  vote.” 

The  Reference  Committee  commented  on 
testimony  heard  on  the  proposed  amend- 
ment and  recommended  that  the  proposed 
change  in  the  method  of  electing  the  coun- 
cilors in  paragraph  one  of  Section  3 not  be 
adopted.  The  Reference  Committee  rec- 
ommended that  the  other  changes  in  Consti- 
tutional Amendment  No.  1-70,  including  the 
redistricting  and  the  amendments  to  Sec- 
tion 5,  be  adopted. 

TO  BE  ACTED  UPON  BY  THE  HOUSE 
OF  DELEGATES  IN  THE  NEXT  REGU- 
LAR SESSION  IN  1971. 

Amendment  to  Constitution  No.  2-70 

Amend  Article  VIII,  Sections  1,  2,  4,  5 and 
8 of  the  Constitution  of  the  Tennessee 
Medical  Association  to  read: 

SECTION  1:  “The  officers  of  the  Association 
shall  be  a President,  President-Elect,  a Vice- 
President  for  each  of  the  three  grand  divisions 
of  the  State,  the  elected  Trustees,  the  Coun- 
cilors, a Speaker  of  the  House  of  Delegates, 
and  a Vice-Speaker  of  the  House  of  Delegates.” 
SECTION  2:  “The  Board  of  Trustees  shall  con- 
sist of  the  President  of  the  Association,  the 
Speaker  of  the  House  of  Delegates,  the  im- 
mediate Past-President,  the  President-Elect, 
and  members  elected  by  the  House  of  Dele- 
gates as  hereinafter  provided. 

“Nine  members  of  the  Board  of  Trustees  shall 
be  elected  by  the  House  of  Delegates,  three 
from  each  grand  division  of  the  State  and  no 
two  will  be  from  any  one  component  society. 
“The  elected  Trustees  shall  serve  for  a period 
of  three  years  and  no  Trustee  shall  be  eligible 
immediately  to  succeed  himself.  The  Board 
of  Trustees  will  organize  by  the  election  of  a 
Chairman  and  a Secretary-Treasurer  from  the 
nine  elected  as  Trustees.” 

SECTION  4:  “The  President-Elect,  the  three 
Vice-Presidents,  and  the  Speaker  of  the  House 
of  Delegates  shall  be  elected  annually  for  one 
year.  The  Speaker  of  the  House  shall  hold  of- 
fice for  not  more  than  four  consecutive  years. 
The  President-Elect  shall  assume  office  as 
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President  at  the  expiration  of  the  term  of  the 
President.” 

SECTION  5:  “The  President,  Secretary- 

Treasurer,  and  Speaker  of  the  House  of  Dele- 
gates shall  be  ex-officio  members  of  the 
Judicial  Council  without  vote.” 

SECTION  6:  “Every  officer  shall  hold  office 
until  his  successor  is  elected  and  assumes 
office.” 

SECTION  7:  “All  officers  of  the  Association 
shall  be  elected  at  the  second  regular  session 
of  the  House  of  Delegates,  and  they  shall  as- 
sume office  when  elected.” 

SECTION  8:  “Only  a member  who  has  been 
a member  in  good  standing  for  five  years  next 
preceding  the  election,  and  is  in  attendance  at 
the  meeting  shall  be  eligible  for  election  as 
President-Elect.” 

Section  1 at  present:  “The  officers  of  the 
Association  shall  be  a President,  President- 
Elect,  a Vice-President  for  each  of  the  three 
grand  divisions  of  the  State,  a Secretary,  the 
six  elected  Trustees,  ten  Councilors,  a Speaker 
of  the  House  of  Delegates,  and  a Vice-Speaker 
of  the  House  of  Delegates.” 

Section  2 at  present:  “The  Board  of  Trus- 
tees shall  consist  of  the  President  of  the 
Association,  the  Speaker  of  the  House  of  Dele- 
gates, the  immediate  Past-President,  the 
President-Elect,  the  Secretary,  and  six  mem- 
bers elected  by  the  House  of  Delegates  as  here- 
inafter provided. 

“Six  members  of  the  Board  of  Trustees  shall 
be  elected  by  the  House  of  Delegates,  two  from 
each  grand  division  of  the  State,  and  no  two 
will  be  from  any  one  component  society. 
“The  elected  Trustees  shall  serve  for  a period 
of  three  years  and  no  Trustee  shall  be  eligible 
immediately  to  succeed  himself.  The  Board 
of  Trustees  will  organize  by  the  election  of  a 
Chairman,  and  a Treasurer  from  the  six  elected 
as  Trustees.” 

Section  4 at  present:  “The  President-Elect, 
the  three  Vice-Presidents,  a Secretary  and  the 
Speaker  of  the  House  of  Delegates  shall  be 
elected  annually  for  one  year.  The  Speaker  of 
the  House  and  the  Secretary  shall  hold  office 
for  not  more  than  four  consecutive  years.  The 
President-Elect  shall  assume  office  as  President 
at  the  expiration  of  the  term  of  the  President.” 
Section  5 at  present:  “The  President,  Sec- 
retary, and  the  Speaker  of  the  House  of  Dele- 
gates shall  be  ex-officio  members  of  the 
Council  without  vote.” 

Section  6 at  present:  “Every  Officer  shall 
hold  office  until  his  successor  is  elected  and 
assumes  office.” 

Section  7 at  present:  “All  officers  of  the 

Association  shall  be  elected  at  the  second  reg- 
ular session  of  the  House  of  Delegates,  and  they 
shall  assume  office  when  elected.” 

Section  8 at  present:  “No  member  who  has 
not  been  a member  in  good  standing  for  five 
years  next  preceding  election,  or  who  is  not 


in  attendance  at  the  meeting  shall  be  eligible 
for  election  as  President-Elect.” 

The  Reference  Committee  commented  on 
testimony  heard  on  the  amendment  and  rec- 
ommended that  the  last  clause,  “and  no  two 
will  be  from  any  one  component  society,” 
in  paragraph  2 of  Section  2,  be  deleted. 

CA — NO.  2-69,  adopted  by  the  House  of 
Delegates,  added  the  Vice-Speaker  to  the 
list  of  officers  to  be  elected  annually  for 
one  year;  and  CA — No.  3-69  amended  Sec- 
tion 7 to  provide  that  the  officers  “shall  as- 
sume office  at  the  close  of  the  final  regular 
session  of  the  House  of  Delegates.”  The 
Chairman  of  the  Reference  Committee 
called  attention  to  these  changes  which 
should  be  made  in  Constitutional  Amend- 
ment No.  2-70. 

The  Reference  Committee  approved  the 
other  changes  in  the  Amendment  which 
were  for  clarity  and  recommended  adoption 
of  CA — No.  2-70  as  amended.  It  was  the 
opinion  of  the  Reference  Committee  that 
if  the  Amendment  to  the  Constitution  is 
not  accepted  in  this  amended  form,  the 
present  Constitution  should  not  be  amended. 

TO  BE  ACTED  UPON  BY  THE  HOUSE 
OF  DELEGATES  IN  THE  NEXT  REGU- 
LAR SESSION  IN  1971. 

Amendment  to  Constitution  No.  3-70 

Amend  Article  IX,  Section  2 and  Section  4 
of  the  Constitution  of  the  Tennessee  Medi- 
cal Association  to  read: 

SECTION  2:  “The  Secretary-Treasurer  of  this 
Association  shall  be  the  custodian  of  all  the 
funds  of  the  Association.” 

SECTION  4:  “In  the  event  of  a vacancy  by 
death  or  resignation  of  any  member  of  the 
Board  of  Trustees  between  the  Annual  Meeting 
of  the  Association,  the  Vice-President  for  that 
division  of  the  State  in  which  the  vacancy  oc- 
curs, shall  serve  as  a member  of  the  Board  of 
Trustees  until  the  next  annual  meeting.  In  the 
event  of  a vacancy  as  the  result  of  the  re- 
signation of  one  of  the  members  of  the  Board 
of  Trustees  during  the  Annual  Meeting,  the 
Nominating  Committee  shall  report  its  selec- 
tion of  a nominee  for  election  by  the  House 
of  Delegates  to  fill  the  unexpired  term  of  the 
member  who  has  resigned  from  the  Board  of 
Trustees.” 

The  Reference  Committee  commented  on 
the  purpose  of  the  amendment  and  rec- 
ommended that  Constitutional  Amendment 
No.  3-70  be  adopted. 
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TO  BE  ACTED  UPON  BY  THE  HOUSE 
OF  DELEGATES  IN  THE  NEXT  REGU- 
LAR SESSION  IN  1971. 

Amendment  to  By-Laws  No.  1-70 

Amend  the  By-Laws  of  the  Tennessee  Medi- 
cal Association  by  deleting  Chapter  VIII  in 
its  entirety  and  substituting  a revised 
Chapter  VIII.  Chapter  VIII,  as  amended 
would  implement  the  following  changes  in 
the  division  and  committee  system  of  the 
Association: 

1.  The  five  “Divisions”  under  which  all  TMA 

Committees  are  administered  are  changed  to 
“Commissions.”  The  “Commissions”  estab- 
lished are:  Commission  on  Scientific  Ser- 

vices; Commission  on  Legislation  and 
Governmental  Medical  Affairs;  Commission 
on  Health  Services  and  Socio-Economics; 
Commission  on  Communications  and  Public 
Service;  Commission  on  Medical  Education. 
The  Standing  and  Special  Committees  as- 
signed to  each  Commission  are  listed. 

2.  A new  permanent  standing  Committee  on 
Constitution  and  By-Laws  has  been  estab- 
lished. 

3.  The  Interprofessional  Liaison  Committee, 
the  Committee  on  Governmental  Medical 
Services,  and  the  Committee  on  Continuing 
Medical  Education,  previously  established  as 
special  committees,  are  changed  to  standing 
committees  of  the  Association. 

4.  The  Committee  for  Utilization  Review  and 
the  State  Claims  Review  Committee,  previ- 
ously established  as  special  committees,  have 
been  replaced  by  a state  Peer  Review  Com- 
mittee, which  will  be  a Standing  Committee 
of  the  Association. 

5.  The  Rural  Health  Committee  has  been 
changed  from  a standing  committee  to  a 
special  committee  of  the  Association.  The 
Committee  on  Memoirs,  formerly  a standing 
committee,  and  the  Tennessee  Committee  for 
the  American  Medical  Association  Education 
and  Research  Foundation,  formerly  a special 
committee,  have  been  changed  to  committees 
of  the  Board  of  Trustees.  The  Committee  on 
Tennessee  Medical  Foundation  has  been 
changed  from  a Standing  Committee  to  a 
special  stand-by  committee. 

6.  The  Advisory  Committee  to  the  State  De- 
partment of  Public  Welfare  has  been  dis- 
continued and  its  duties  assigned  to  the 
Committee  on  Governmental  Medical  Ser- 
vices. The  Committee  on  Cancer  and  the 
Committee  on  Sight  Conservation  have  also 
been  discontinued. 

7.  The  Sub-Committee  on  Hospital  Accredita- 
tion of  the  Committee  on  Hospitals  is 
changed  to  a special  committee  of  the 
Association. 

8.  The  names  of  the  following  standing  com- 


mittees are  changed:  Committee  on  Scien- 
tific Work  and  Postgraduate  Education  to 

Committee  on  Scientific  Affairs;  Committee 
on  Legislation  and  Public  Policy  to  Commit- 
tee on  Tennessee  Medical  Association  Group 
Insurance;  Committee  on  Health  Insurance 
to  Committee  on  Socio-Economics  of  Health 
Care, 

9.  Sections  9 through  21  of  the  Amendment 
define  the  duties  and  establish  the  composi- 
tion of  the  Standing  Committees  of  the 
Association  as  revised  in  this  Amendment. 
All  Standing  and  Special  Committees  of 
the  Association  would  be  established  under 
the  five  major  Commissions  as  follows: 
Commission  on  Scientific  Services 
Committee  on  Scientific  Affairs  (Standing 
Committee) 

Committee  on  Emergency  Medical  Services 
Committee  on  Environmental  & Occupational 
Health 

Committee  on  Blood  Banks  and  Medical 
Laboratories 

Committee  on  Mental  Health 
Committee  on  Rehabilitation 

Commission  on  Legislation  and  Governmental 
Medical  Affairs 

Committee  on  Legislation  (Standing  Commit- 
tee) 

Liaison  Committee  to  the  Public  Health  De- 
partment (Standing  Committee) 

Committee  on  Governmental  Medical  Services 
(Standing  Committee) 

Committee  on  Comprehensive  Health  Planning 
Committee  on  Regional  Medical  Programs 

Commission  on  Health  Services  and  Socio- 
Economics 

Committee  on  Hospitals  (Standing  Committee) 
Committee  on  Hospital  Accreditation 
Committee  on  TMA  Group  Insurance  (Stand- 
ing Committee) 

Committee  on  Socio-Economics  of  Health  Care 
(Standing  Committee) 

Peer  Review  Committee  (Standing  Committee) 
Mediation  Committee  (Standing  Committee) 

Commission  on  Communications  and  Public 
Service 

Communications  and  Public  Service  Commit- 
tee (Standing  Committee) 

Rural  Health  Committee 

Advisory  Committee  to  the  Woman’s  Auxiliary 
Committee  on  Health  Project  Contest 
Interprofessional  Liaison  Committee  (Standing 
Committee) 

Committee  on  Youth  and  Education 
Committee  on  Medicine  and  Religion 
Commission  on  Medical  Education 
Liaison  Committee  to  Medical  Schools  in  Ten- 
nessee 

Committee  on  Continuing  Medical  Education 
(Standing  Committee) 

The  Reference  Committee  commented: 
“The  discussion  of  this  proposed  amend- 
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ment  during  the  Committee’s  deliberations 
was  favorable.  The  only  area  of  disagree- 
ment occurred  in  the  change  of  the  termi- 
nology from  Division  to  Commissions.” 
After  consideration,  it  was  felt  that  the 
change  of  the  designation  of  Division  was 
not  desirable  and  the  Committee  rec- 
ommended retaining  the  designation  of  Di- 
vision. The  Reference  Committee  rec- 
ommended adoption  of  By-Law  Amendment 
No.  1-70  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 

Amendment  to  By-Laws  No.  2-70 

Amend  the  By-Laws  of  the  Tennessee  Medi- 
cal Association  by  deleting  Chapter  VII  in 
its  entirety  and  substituting  in  lieu  thereof 
the  following: 

SECTION  1:  “The  Judicial  Council  shall  hold 
meetings  during  the  Annual  Session  of  the 
House  of  Delegates,  and  at  such  other  times 
as  necessity  may  require,  subject  to  the  call 
of  the  Chairman  or  on  petition  of  three  Coun- 
cilors. Following  the  election  of  Councilors 
during  the  Annual  Session  of  the  House  of 
Delegates,  the  Judicial  Council  shall  meet  for 
organizational  purposes  and  to  outline  its  work 
for  the  ensuing  year.  The  Judicial  Council 
shall  keep  a permanent  record  of  its  proceed- 
ings. Five  Councilors  shall  constitute  a 
quorum.” 

SECTION  2:  “The  Judicial  Council  shall  have 
the  power  to  censure,  suspend,  expel,  or  to 
take  such  other  disciplinary  action  with  re- 
spect to  members  or  component  societies  as 
in  the  exercise  of  its  discretion  it  may  deem 
proper  under  the  circumstances.” 

SECTION  3:  “A  Councilor  shall  be  designated 
by  the  Chairman  to  investigate  each  matter 
referred  to  the  Judicial  Council  relating  to 
allegedly  improper  conduct  of  members  and/or 
activities  of  component  societies.  Such  Coun- 
cilor shall  report  in  writing  his  findings  to  the 
Judicial  Council  and  may  participate  in  the 
Judicial  Council’s  discussion  of  the  matter 
which  he  investigated,  but  he  shall  not  be 
entitled  to  vote  thereon.” 

SECTION  4:  “(a)  The  Judicial  Council  shall 
hold  hearings  on  all  matters  relating  to  the 
censure,  suspension,  expulsion,  or  other  disci- 
plinary action  of  any  member.  The  Judicial 
Council  shall  also  hold  hearings  with  respect 
to  the  censure  of  any  component  society,  with 
respect  to  the  revocation  or  suspension  of  its 
Charter,  or  with  respect  to  any  other  matter 
affecting  its  relationship  with  the  Association. 
Such  hearings  shall  be  conducted  by  no  less 
than  five  members  of  the  Judicial  Council,  ex- 
cluding the  investigating  member  who  shall 
not  be  eligible  to  participate  therein.  A mem- 


ber or  component  society  against  whom  a 
charge  is  made  shall  be  given  fifteen  days 
written  notice  of  the  hearing  and  the  charges 
against  him  or  it.  Such  member  or  component 
society  shall  have  the  right  to  be  represented 
by  counsel  and  shall  be  entitled  to  a full  and 
equitable  hearing. 

“(b)  The  Judicial  Council  shall  make  a writ- 
ten report  of  its  decision  within  thirty  days 
after  the  conclusion  of  the  hearing  and  shall 
mail  a copy  of  the  report  to  the  member  or 
component  society  with  respect  to  whom  the 
matter  relates,  and  a copy  to  the  President 
of  the  Association. 

“(c)  The  decision  of  the  Judicial  Council  shall 
be  final  and  binding  on  all  parties  unless 
within  thirty  days  from  the  date  on  which  the 
decision  was  mailed,  as  hereinbefore  provided, 
an  aggrieved  member  or  component  society 
mails  a written  notice  of  appeal  to  the  Presi- 
dent of  the  Association  with  a copy  to  the 
Executive  Director.  Thereafter,  within  sixty 
days,  the  President  shall  convene  the  House  of 
Delegates  for  the  purpose  of  having  the  House 
hear  such  appeal.  All  interested  parties  shall 
be  given  at  least  twenty  days  written  notice 
of  such  hearing  and  shall  have  the  right  to  be 
represented  by  counsel. 

“(d)  The  House  of  Delegates  shall  make  a 
written  report  of  its  decision  and  mail  a copy 
of  the  same  to  the  member  or  component 
society  with  respect  to  whom  the  matter  re- 
lates. The  decision  of  the  House  of  Delegates 
shall  be  final. 

“(e)  All  notices  required  to  be  sent  hereunder 
shall  be  sent  by  certified  mail,  return  receipt 
requested.” 

SECTION  5:  “The  President  of  the  Association 
shall  notify  the  Board  of  Medical  Examiners  of 
the  State  of  Tennessee  of  any  final  decision  of 
the  Judicial  Council  or  any  decision  of  the 
House  of  Delegates  which  involves  a finding 
that  a member  has  been  guilty  of  unprofes- 
sional or  dishonorable  conduct  as  defined  in 
Tennessee  Code  Annotated  63-613  (or  any 
amendment  thereof  adopted  after  the  effective 
date  of  this  amendment  to  the  By-Laws  of  the 
Association.” 

Section  1 at  present:  “The  Council  shall 

hold  meetings  during  the  Annual  Meeting  of 
the  Association,  and  at  such  other  times  as 
necessity  may  require,  subject  to  the  call  of 
the  Chairman  or  on  petition  of  three  Coun- 
cilors. Following  the  election  of  Councilors  in 
the  second  session  of  the  House  of  Delegates, 
the  Council  shall  meet  for  organization,  and 
for  the  outlining  of  work  for  the  ensuing  year. 
At  this  meeting  it  shall  keep  a permanent 
record  of  its  proceedings.  Five  Councilors 
shall  constitute  a quorum.” 

Section  2 at  present:  “Each  Councilor  shall 
be  the  representative  of  the  Tennessee  Medical 
Association  in  his  District  in  matters  pertain- 
ing to  the  conduct  of  members  and  of  com- 
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ponent  societies.  He  shall  make  investigations 
and  suggest  solutions  of  problems  which  come 
to  his  attention.  He  shall  make  annually  a 
written  report  of  his  activities  to  the  Council.” 
Section  3 at  present:  “The  Council  may 

recommend  to  the  House  of  Delegates  censure, 
suspension,  or  expulsion  of  any  member;  or 
recommend  to  the  House  of  Delegates  censure 
or  revocation  of  the  Charter  of  any  com- 
ponent society  after  a hearing  before  such 
persons  and  in  such  manner  as  the  Council 
shall  direct  at  which  the  accused  member  or 
component  society,  with  or  without  counsel, 
shall  be  given  an  opportunity  for  a full  and 
equitable  hearing;  or  may  suspend  or  drop 
from  membership  any  member  for  the  non- 
payment of  dues.  Any  member  shall  be 
dropped  from  membership  automatically  upon 
the  filing  by  any  person  with  the  Council  of  a 
certified  copy  of  the  final  order  of  revocation 
of  license  of  such  member  by  any  tribunal  of 
competent  jurisdiction.  Any  member  sus- 
pended, expelled,  or  dropped  from  the  mem- 
bership may  be  reinstated  by  the  affirmative 
vote  of  the  majority  of  the  House  of  Delegates 
upon  recommendation  of  the  Council.  It  shall 
make  such  report  or  recommendation  to  the 
House  of  Delegates  as  it  deems  to  the  best 
interest  of  the  Association.” 

The  Reference  Committee  commented: 
“This  Amendment  to  the  By-Laws  changes 
the  name  of  the  Council  to  the  Judicial 
Council  and  more  specifically  spells  out  the 
duties  of  the  Judicial  Council.  This  also 
gives  the  Judicial  Council  the  power  to 
censure,  suspend,  expel  or  take  any  other 
disciplinary  action  with  respect  to  mem- 
bers or  component  societies  that  they  deem 
proper.  Testimony  on  this  proposed  Amend- 
ment in  general  favored  the  more  specific 
delineation  of  the  Council’s  duties.  Most  of 
the  testimony  also  supported  empowering 
the  Judicial  Council  to  make  decisions  with- 
out referring  them  to  the  House  of  Dele- 
gates. It  is  expected  that  with  peer  review, 
the  Council’s  activities  will  markedly  in- 
crease. In  order  to  expedite  this  important 
work  of  the  TMA,  it  would  be  imprac- 
ticable, if  not  impossible,  to  have  the  House 
of  Delegates  convene  for  each  recommenda- 
tion by  the  Council. 

The  Reference  Committee  recommended 
that  an  addition  be  made  to  Section  3 which 
would  state:  “The  Councilor  shall  be  re- 
sponsible for  indoctrination  in  all  matters  of 
ethics  of  each  new  member  of  the  TMA  on 
an  annual  basis.”  It  was  felt  that  this  addi- 
tion to  the  Amendment  would  aid  in  the  in- 


doctrination of  the  new  members  of  the 
Association  and  would  insure  that  new 
members  in  the  less  populated  areas,  where 
no  large  medical  society  exists  would  be 
properly  indoctrinated  and  have  an  oppor- 
tunity for  personal  communication  with  his 
District  Councilor. 

The  Reference  Committee  recommended 
adoption  of  By-Law  Amendment  No.  2-70  as 
amended. 

THIS  PROPOSED  AMENDMENT  TO 
THE  BY-LAWS  IS  CONTINGENT  UPON 
THE  ACTION  OF  THE  HOUSE  OF  DELE- 
GATES ON  A CONSTITUTIONAL 
AMENDMENT  AND  THEREFORE  WILL 
BE  ACTED  UPON  IN  THE  NEXT  REG- 
ULAR SESSION  IN  1971. 

Amendment  to  By-Laws  No.  3-70 

Amend  Chapter  XII,  Sections  2,  4,  5 and  6 
of  the  By-Laws  of  the  Tennessee  Medical 
Association  to  read: 

SECTION  2:  “Charters  shall  be  issued  only 
upon  approval  of  the  House  of  Delegates,  and 
shall  be  signed  by  the  President  and  Secretary- 
Treasurer  of  this  Association.  The  House  of 
Delegates  shall  have  authority  to  revoke  the 
Charter  of  any  component  Society,  whose  ac- 
tions are  in  conflict  with  the  letter  or  spirit  of 
this  Constitution  and  By-Laws,  or  the  code  of 
ethics  of  the  American  Medical  Association 
upon  recommendation  of  the  Judicial  Council, 
after  a hearing  as  set  forth  in  Section  3 of 
Chapter  VII  of  these  By-Laws.” 

SECTION  4:  “Only  one  component  Medical 

Society  shall  be  chartered  in  any  County. 
When  more  than  one  County  Society  exists, 
friendly  overtures  and  concessions  shall  be 
made,  with  the  aid  of  the  Councilor  for  the 
District,  if  necessary,  and  all  of  the  members 
brought  into  one  organization.  In  case  of 
failure  to  unite,  an  appeal  may  be  made  to  the 
Judicial  Council,  which  shall  decide  what  ac- 
tion shall  be  taken.” 

SECTION  5:  “Any  physician  who  may  feel  ag- 
grieved by  the  action  of  the  Society  in  his 
County  in  refusing  him  membership,  or  in 
suspending  or  expelling  him,  shall  have  the 
right  to  appeal  to  the  Judicial  Council.” 
SECTION  6:  “In  hearing  appeals,  the  Judicial 
Council  may  admit  oral  or  written  evidence, 
as  in  its  judgment  will  best  and  more  fairly 
present  the  facts,  but  in  the  case  of  every  ap- 
peal, both  as  a Board  and  as  individual  Coun- 
cilors in  district  and  county  work,  efforts  at 
conciliation  and  compromise  should  precede 
all  such  hearings.  Hearings  will  be  conducted 
as  set  forth  in  Section  3 of  Chapter  VII.” 
Section  2 at  present:  “Charters  shall  be  is- 
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sued  only  upon  approval  of  the  House  of  Dele- 
gates, and  shall  be  signed  by  the  President  and 
Secretary  of  this  Association.  The  House  of 
Delegates  shall  have  authority  to  revoke  the 
Charter  of  any  component  Society,  whose  ac- 
tions are  in  conflict  with  the  letter  or  spirit 
of  this  Constitution  and  By-Laws,  or  the  code 
of  ethics  of  the  American  Medical  Association 
upon  recommendation  of  the  Council.” 

Section  4 at  present:  “Only  one  component 
Medical  Society  shall  be  chartered  in  any 
County.  When  more  than  one  County  Society 
exists,  friendly  overtures  and  concessions  shall 
be  made,  with  the  aid  of  the  Councilor  for  the 
District,  if  necessary,  and  all  of  the  members 
brought  into  one  organization.  In  case  of 
failure  to  unite,  an  appeal  may  be  made  to 
the  Council,  which  shall  decide  what  action 
shall  be  taken.” 

Section  5 at  present:  “Any  physician  who 
may  feel  aggrieved  by  the  action  of  the  Society 
in  his  County  in  refusing  him  membership,  or 
in  suspending  or  expelling  him,  shall  have  the 
right  to  appeal  to  the  Council.” 

Section  6 at  present:  “In  hearing  appeals 
the  Council  may  admit  oral  or  written  evi- 
dence, as  in  its  judgment  will  best  and  more 
fairly  present  the  facts,  but  in  the  case  of  evi- 
dence, as  in  its  judgment  will  best  and  more 
fairly  present  the  facts,  but  in  the  case  of 
every  appeal,  both  as  a Board  and  as  individual 
Councilors  in  district  and  county  work,  efforts 
at  conciliation  and  compromise  should  precede 
all  such  hearings.” 

The  Reference  Committee  recommended 
adoption  of  By-Law  Amendment  No.  3-70 
subject  to  the  proposed  changes  in  the 
Constitution. 

ACTION  ON  BY-LAW  AMENDMENT 
NO.  3-70  IS  CONTINGENT  UPON  ACTION 
BY  THE  HOUSE  OF  DELEGATES  IN  THE 
NEXT  REGULAR  SESSION  IN  1971  ON 
CONSTITUTIONAL  AMENDMENTS 
WHICH  ARE  GERMANE  TO  THE  PRO- 
POSED CHANGES  IN  THIS  AMEND- 
MENT. 

Amendment  to  By-Laws  No.  4-70 

Amend  Chapter  VI,  Section  6 and  Section  7 
of  the  By-Laws  of  the  Tennessee  Medical 
Association  to  read: 

SECTION  6:  “The  Editor  of  the  Journal  shall 
be  appointed  by  the  Board  of  Trustees.  The 
Editor  shall  act  with  the  Committee  on  Scien- 
tific Affairs  to  prepare  and  issue  programs  for 
the  meetings  of  the  Association. 

“As  Editor  of  the  Journal,  he  may  select  an 
Editorial  Board  to  be  composed  of  as  many 
members  as  he  deems  administratively  de- 
sirable, subject  to  the  approval  of  the  Board 


of  Trustees.  The  Editor’s  honorarium  shall  be 
determined  by  the  Board  of  Trustees.” 
SECTION  7:  “The  Board  of  Trustees  shall  be 
empowered  to  select  and  remove,  without  as- 
signing cause,  an  Executive  Director.  The 
Executive  Director  may  or  may  not  be  a mem- 
ber of  this  Association,  and  may  or  may  not 
be  a graduate  in  medicine.  He  shall  be  cus- 
todian of  all  records,  books,  papers,  building 
and  property  belonging  to  the  Association, 
except  such  property  belonging  to  the  Editor 
of  the  Journal,  the  Judicial  Council,  the  Sec- 
tions and  the  various  committees,  and  shall 
keep  account  of  and  promptly  turn  over  to 
the  Treasurer  all  funds  of  the  Association 
which  may  come  into  his  hands;  he  shall  pro- 
vide for  the  registration  of  members  and  dele- 
gates at  the  Annual  Meeting;  and  upon  re- 
quest, shall  transmit  a copy  of  this  list  to 
the  American  Medical  Association.  Insofar  as 
in  his  power,  he  shall  use  the  printed  matter, 
correspondence,  and  influence  of  his  office  to 
aid  the  Councilors  in  the  organization  of  the 
component  societies  and  in  the  extension  of 
the  power  and  influence  of  this  Association. 
He  shall  visit  each  Councilor  district  at  least 
once  a year  and  oftener,  if  advisable,  and 
assist  the  Councilors  in  organizing  unorganized 
counties,  and  use  every  means  possible  to  pro- 
mote the  interests  of  the  Association.  He  shall 
conduct  the  official  correspondence,  notifying 
members  of  meetings,  officers  of  their  election, 
and  committees  of  their  appointment  and 
duties.  He  shall  serve  as  Recorder  for  the 
House  of  Delegates.  He  shall  discharge  such 
other  duties  as  the  Board  of  Trustees  shall 
direct.  He  shall  act  as  business  manager  of  the 
Journal  of  the  Association,  and  he  shall  be  the 
director  of  all  activities  in  the  central  office. 
His  salary  shall  be  determined  by  the  Board 
of  Trustees.  He  shall  be  required  to  furnish 
bond  paid  for  by  the  Association  in  the  amount 
designated  by  the  Board  of  Trustees.” 

Section  6 at  present:  “The  Editor  of  the 

Journal  shall  be  appointed  by  the  Board  of 
Trustees.  The  Editor  shall  act  with  the  Com- 
mittee on  Scientific  Work  to  prepare  and  issue 
programs  for  the  meetings  of  the  Association. 
“As  the  Editor  of  the  Journal,  he  may  select 
as  an  Editorial  Board  to  be  composed  of  as 
many  members  as  he  deems  administratively 
desirable,  subject  to  the  approval  of  the  Board 
of  Trustees.  The  Editor’s  honorarium  shall  be 
determined  by  the  Board  of  Trustees.” 

Section  7 at  present:  “The  Board  of  Trus- 
tees shall  be  empowered  to  select  and  remove, 
without  assigning  cause,  an  Executive  Direc- 
tor. The  Executive  Director  may  or  may  not 
be  a member  of  this  Association,  and  may  or 
may  not  be  a graduate  in  medicine.  He  shall 
be  custodian  of  all  records,  books,  papers, 
building  and  property  belonging  to  the  Asso- 
ciation, except  such  property  belonging  to  the 
Editor  of  the  Journal,  the  Council,  the  Sec- 
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tions  and  the  various  committees,  and  shall 
keep  account  of  and  promptly  turn  over  to 
the  Treasurer  all  funds  of  the  Association 
which  may  come  into  his  hands;  he  shall  pro- 
vide for  the  registration  of  members  and  dele- 
gates at  the  Annual  Meeting;  and  upon  request, 
shall  transmit  a copy  of  this  list  to  the 
American  Medical  Association.  Insofar  as  in 
his  power,  he  shall  use  the  printed  matter, 
correspondence,  and  influence  of  his  office  to 
aid  the  Councilors  in  the  organization  of  the 
component  societies  and  in  the  extension  of 
the  power  and  influence  of  this  Association. 
He  shall  visit  each  Councilor  district  at  least 
once  a year  and  oftener,  if  advisable,  and 
assist  the  Councilors  in  organizing  unorganized 
counties,  and  use  every  means  possible  to  pro- 
mote the  interests  of  the  Association.  He  shall 
conduct  the  official  correspondence,  notifying 
members  of  meetings,  officers  of  their  election, 
and  committees  of  their  appointment  and 
duties.  He  shall  serve  as  Recorder  for  the 
House  of  Delegates.  He  shall  discharge  such 
other  duties  as  the  Board  of  Trustees  shall  di- 
rect. He  shall  act  as  business  manager  of  the 
Journal  of  the  Association  and  he  shall  be  the 
director  of  all  activities  in  the  central  office. 
His  salary  shall  be  determined  by  the  Board  of 
Trustees.  He  shall  be  required  to  furnish  bond 
paid  for  by  the  Association  in  the  amount  des- 
ignated by  the  Board  of  Trustees.” 

The  Reference  Committee  recommended 
adoption  of  By-Law  Amendment  No.  4-70 
subject  to  the  proposed  changes  in  the  Con- 
stitution. 

ACTION  ON  BY-LAW  AMENDMENT 
NO.  4-70  IS  CONTINGENT  UPON  ACTION 
BY  THE  HOUSE  OF  DELEGATES  IN  THE 
NEXT  REGULAR  SESSION  IN  1971  ON 
CONSTITUTIONAL  AMENDMENTS 
WHICH  ARE  GERMANE  TO  THE  PRO- 
POSED CHANGES  IN  THIS  AMEND- 
MENT. 

Amendment  to  By-Laws  No.  5-70 

Amend  Chapter  II,  Section  3 of  the  By-Laws 
of  the  Tennessee  Medical  Association  to 
read: 

SECTION  3:  “If  for  any  valid  reason  an 
Annual  Meeting  cannot  be  held  on  the  date 
as  named,  the  President,  the  three  Vice-Presi- 
dents, the  Secretary-Treasurer,  and  the  Board 
of  Trustees  may  fix  another  date  provided  the 
Secretaries  of  component  Societies  are  notified 
as  far  in  advance  of  the  changed  date  as 
possible  by  the  Executive  Director  of  the 
Association  and,  if  time  permits,  each  Member 
shall  be  notified  by  a personal  communication 
mailed  to  his  address.” 

Section  3 at  present:  “If  for  any  valid 


reason  an  Annual  Meeting  cannot  be  held  on 
the  date  as  named,  the  President,  the  three 
Vice-Presidents,  the  Secretary,  and  the  Board 
of  Trustees  may  fix  another  date  provided  the 
Secretaries  of  component  Societies  are  notified 
as  far  in  advance  of  the  changed  date  as  pos- 
sible by  the  Executive  Director  of  the  Asso- 
ciation, and,  if  time  permits,  each  Member 
shall  be  notified  by  a personal  communication 
mailed  to  his  address.” 

This  proposed  change  in  the  By-Laws  is 
also  made  necessary  by  proposed  changes 
in  the  Constitution  and  the  Reference  Com- 
mittee recommended  adoption  of  Amend- 
ment No.  5-70  to  the  By-Laws,  subject  to 
the  adoption  of  the  Constitutional  Amend- 
ment. 

ACTION  ON  BY-LAW  AMENDMENT 
NO.  5-70  IS  CONTINGENT  UPON  ACTION 
BY  THE  HOUSE  OF  DELEGATES  IN  THE 
NEXT  REGULAR  SESSION  IN  1971  ON 
CONSTITUTIONAL  AMENDMENTS 
WHICH  ARE  GERMANE  TO  THE  PRO- 
POSED CHANGES  IN  THIS  AMEND- 
MENT. 

Amendment  to  By-Laws  No.  6-70 

Amend  Chapter  VI,  Section  3 of  the  By- 
Laws  of  the  Tennessee  Medical  Association 
to  read: 

SECTION  3:  “The  Secretary -Treasurer  shall 
give  bond  for  the  trust  reposed  in  him,  for 
such  amount  as  the  remaining  members  of 
the  Board  of  Trustees  may  name,  said  bond  to 
be  made  by  a regular  bonding  company,  and 
paid  for  by  the  Association.  He  shall  demand 
and  receive  all  funds  due  the  Association,  to- 
gether with  bequests  and  donations.  All  funds 
shall  be  deposited  in  a State  or  National  Bank. 
He  shall  pay  money  out  of  the  treasury  on  bills 
certified  to  by  him  or  the  Executive  Director 
of  the  Association  only;  he  shall  subject  his 
accounts  to  such  examination  as  the  House  of 
Delegates  may  order;  he  shall  annually  render 
an  account  of  his  acts  and  of  the  state  of  the 
funds  in  his  hands.” 

Section  3 at  present:  “The  Treasurer  shall 
give  bond  for  the  trust  reposed  in  him,  for 
such  amount  as  the  remaining  members  of 
the  Board  of  Trustees  may  name,  said  bond  to 
be  made  by  a regular  bonding  company,  and 
paid  for  by  the  Association.  He  shall  demand 
and  receive  all  funds  due  the  Association,  to- 
gether with  bequests  and  donations.  All  funds 
shall  be  deposited  in  a State  or  National  Bank. 
He  shall  pay  money  out  of  the  treasury  on 
bills  certified  to  by  him  or  the  Executive 
Director  of  the  Association  only;  he  shall  sub- 
ject his  accounts  to  such  examination  as  the 
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House  of  Delegates  may  order;  he  shall  an- 
nually render  an  account  of  his  acts  and  of  the 
state  of  the  funds  in  his  hands.” 

The  proposed  changes  in  this  Amendment 
are  made  necessary  by  proposed  changes  in 
the  Constitution  and  the  Reference  Commit- 
tee recommended  adoption  of  Amendment 
No.  6-70  to  the  By-Laws,  subject  to  the 
adoption  of  the  Constitutional  Amendments. 

ACTION  ON  BY-LAW  AMENDMENT 
NO.  6-70  IS  CONTINGENT  UPON  ACTION 
BY  THE  HOUSE  OF  DELEGATES  IN  THE 
NEXT  REGULAR  SESSION  IN  1971  ON 
CONSTITUTIONAL  AMENDMENTS 
WHICH  ARE  GERMANE  TO  THE  PRO- 
POSED CHANGES  IN  THIS  AMEND- 
MENT. 

Amendment  to  By-Laws  No.  7-70 

Amend  Chapter  XII,  Section  2 and  Section 
11  of  the  By-Laws  of  the  Tennessee  Medical 
Association  to  read: 

SECTION  2:  “Charters  shall  be  issued  only 
upon  approval  of  the  House  of  Delegates,  and 
shall  be  signed  by  the  President  and  the 
Secretary-Treasurer  of  this  Association.  The 
House  of  Delegates  shall  have  authority  to 
revoke  the  Charter  of  any  component  Society, 
whose  actions  are  in  conflict  with  the  letter  or 
spirit  of  this  Constitution  and  By-Laws,  or 
the  code  of  ethics  of  the  American  Medical 
Association  upon  recommendation  of  the 
Judicial  Council.” 

SECTION  11:  “At  some  meetings  in  advance 
of  the  Annual  Meeting  of  this  Association,  each 
component  Society  shall  elect  a Delegate  or 
Delegates  to  represent  it  in  the  House  of 
Delegates  of  this  Association,  in  the  proportion 
of  one  Delegate  and  one  Alternate  to  each  fifty 
members  or  fraction  thereof;  and  the  Secretary 
of  the  Society  shall  send  a list  of  such  Dele- 
gates to  the  Secretary-Treasurer  of  this  Asso- 
ciation on  or  before  January  1 preceding  the 
Annual  Meeting.” 

Section  2 at  present:  “Charters  shall  be 
issued  upon  approval  of  the  House  of  Dele- 
gates, and  shall  be  signed  by  the  President  and 
Secretary  of  this  Association.  The  House  of 
Delegates  shall  have  authority  to  revoke  the 
Charter  of  any  component  Society,  whose  ac- 
tions are  in  conflict  with  the  letter  or  spirit 
of  this  Constitution  and  By-Laws,  or  the  code 
of  ethics  of  the  American  Medical  Association 
upon  recommendation  of  the  Council.” 
Section  11  at  present:  “At  some  meetings 
in  advance  of  the  Annual  Meeting  of  this  Asso- 
ciation, each  component  Society  shall  elect  a 
Delegate  or  Delegates  to  represent  it  in  the 
House  of  Delegates  of  this  Association,  in  the 
proportion  of  one  Delegate  and  one  Alternate 


to  each  fifty  members  or  fraction  thereof;  and 
the  Secretary  of  the  Society  shall  send  a list  of 
such  Delegates  to  the  Secretary  of  this  Associa- 
tion on  or  before  January  1 preceding  the  An- 
nual Meeting.” 

This  proposed  Amendment  to  the  By- 
Laws  is  made  necessary  by  the  proposed 
changes  in  the  Constitution  and  the  Refer- 
ence Committee  recommended  adoption  of 
Amendment  No.  7-70  to  the  By-Laws,  sub- 
ject to  the  adoption  of  the  Constitutional 
Amendments. 

ACTION  ON  BY-LAW7  AMENDMENT 
NO.  7-70  IS  CONTINGENT  UPON  ACTION 
BY  THE  HOUSE  OF  DELEGATES  IN  THE 
NEXT  REGULAR  SESSION  IN  1971  ON 
CONSTITUTIONAL  AMENDMENTS 


RESOLUTION  NO.  1-70 
Commendation  of 
R.  H.  Hutcheson,  M.D. 

By:  Board  of  Trustees 

Whereas,  Robert  H.  Hutcheson,  M.D.,  pro- 
vided the  leadership  and  guidance  neces- 
sary to  make  the  Department  of  Public 
Health  of  the  State  of  Tennessee  one  of 
the  most  outstanding  in  the  nation;  and 
Whereas,  because  of  his  consuming  de- 
sire to  better  serve  the  State  of  Tennessee, 
he  has  thereby  received  recognition  from 
the  Tennessee  Medical  Association  as  the 
Outstanding  Physician  of  the  Year,  and 
Whereas,  his  capable  leadership  covering 
a period  of  twenty-six  years  as  Commis- 
sioner of  Public  Health  in  Tennessee  did 
establish  him  as  one  of  the  outstanding 
Public  Health  Commissioners  in  the  United 
States,  and 

Whereas,  his  untiring  efforts  in  the  de- 
velopment of  the  Public  Health,  health 
facilities  and  health  services  has  been  an 
inspiration  to  all  of  us;  now  therefore  be  it 
RESOLVED,  that  Robert  H.  Hutcheson, 
M.D.,  through  this  resolution,  be  given  the 
sincere  appreciation  that  he  so  rightfully 
deserves  and  be  honored  for  his  long  service 
and  loyal  dedication  while  serving  as  the 
Commissioner  of  Public  Health  of  the  State 
of  Tennessee  until  his  retirement  on  June 
30,  1969;  and  be  it  further 
RESOLVED,  that  the  House  of  Delegates 
of  the  Tennessee  Medical  Association,  pre- 
sent to  Robert  H.  Hutcheson,  M.D.,  this 
Resolution  dated  April  8,  1970,  in  apprecia- 
tion for  his  distinguished  services,  and  to 
wish  him  health  and  happiness  in  his  retire- 
ment. 
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WHICH  ARE  GERMANE  TO  THE  PRO- 
POSED CHANGES  IN  THIS  AMEND- 
MENT. 

RESOLUTIONS 

The  Reference  Committees  have  the  op- 
tion of  recommending  a resolution  for 
adoption  or  rejection,  for  adoption  as 
amended  or  substituted,  for  referral,  or  for 
no  action.  The  resolutions  shown  are  in  the 
form  in  which  the  House  of  Delegates 
adopted,  referred  or  rejected  them. 

The  Speaker  recommended  that  the  reg- 
ular procedure  of  referral  to  Committee  and 
subsequent  action  by  the  House  not  be 
followed  in  this  instance  and  that  the  Reso- 
lution be  adopted  by  unanimous  consent. 

The  Resolution  was  unanimously  ap- 
proved by  the  House  of  Delegates  and  Dr. 
DeSaussure,  Speaker  of  the  House,  pre- 
sented the  Resolution  (which  had  been  pre- 
viously prepared  in  scroll  form)  to  Dr. 
Hutcheson.  Dr.  Hutcheson  accepted  the 
commendation  with  a standing  ovation  by 
his  colleagues  and  members  of  the  House  of 
Delegates. 

RESOLUTION  NO.  2-70 
Peer  Review  Committee 

By:  Board  of  Trustees 

Whereas,  a mechanism  for  judicious  and 
expeditious  handling  of  problems  concerning 
medical  services  is  an  absolute  necessity  for  the 
the  protection  of  patients  and  physicians  in  these 
times  of  change  and  health  care  financing,  and 

Whereas,  the  physician  must  be  assured  that 
any  disputed  points  are  reviewed  by  other 
physicians,  and 

Whereas,  the  patient  must  be  protected  from 
the  invasion  of  his  rights  by  the  insistence  of 
government  agencies  or  insurance  companies  that 
their  financial  interests  permit  intrusion  into 
medical  management,  and 

Whereas,  the  occasional  unethical  action  must 
be  quickly  identified  and  corrected;  now  there- 
fore be  it 

RESOLVED,  that  the  Board  of  Trustees  of  the 
Tennessee  Medical  Association  recommends  the 
following  committee  structure  and  method  of 
procedure: 

(a)  That  the  county  utilization  committee  be 
replaced  by  a Peer  Review  Committee  in 
each  component  medical  society.  This  Com- 
mittee would  act  as  an  appeal  body  from 
the  decisions  of  hospital  utilization  commit- 
tees and  as  a primary  investigating  board  for 


questions  of  over-utilization,  over-charging 
or  over-servicing  outside  of  hospitals. 

(b)  Since  over-utilization,  over-servicing,  or 
over-charging  are  sometimes  questions  of 
medical  ethics,  the  District  Councilor  of  the 
Tennessee  Medical  Association  should  be 
ex-officio  a member  of  each  local  Peer 
Review  Committee,  so  that  he  can  become 
aware  of  the  problems  at  their  inception,  and 
can  follow  the  course  of  any  dispute  to  a 
reasonable  and  rapid  conclusion. 

(c)  The  Tennessee  Medical  Association’s 
State  Utilization  Committee  and  the  Claims 
Review  Committee,  would  be  replaced  by  a 
State  Peer  Review  Committee  which  would 
act  on  appeals  from  the  local  committees, 
and  as  a primary  investigating  body  in  areas 
without  local  peer  review. 

Reference  Committee  (B)  recommended 
adoption  of  Resolution  No.  2-70. 

ACTION:  ADOPTED 

RESOLUTION  NO.  3-70 
Blue  Shield  Health  Insurance  Plans 

By:  Board  of  Trustees 

Whereas,  Blue  Shield  Health  Insurance  Plans 
are  nationally  recognized  as  being  approved  by 
physicians,  and 

Whereas,  this  approval  is  required  in  the  Con- 
stitution of  the  National  Association  of  Blue 
Shield  Plans,  and 

Whereas,  any  successful  Blue  Shield  Health 
Insurance  Plan  would  of  necessity  do  business  in 
more  than  one  county  of  the  State  of  Tennessee; 
now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation be  designated  as  the  approving  body  for 
Blue  Shield  Plans  operating  within  Tennessee; 
and  be  it  also 

RESOLVED,  that  local  component  medical  so- 
cieties be  directed  not  to  continue  to  serve  as 
approving  bodies  for  Blue  Shield  Plans  in  this 
State. 

Reference  Committee  (C)  recommended 
adoption  of  Resolution  No.  3-70  as  pre- 
sented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  4-70 
Comprehensive  Health  Planning  in 
Rural  Communities 

By:  Rural  Health  Committee 

Whereas,  scarcity  of  health  resources  and 
facilities  in  many  rural  communities  leaves  some 
sparsely  populated  rural  areas  without  immedi- 
ate access  to  health  care  services;  and 

Whereas,  physicians  have  long  recognized  the 
need  for  community  health  planning  to  prevent 
fragmentation  of  services,  needless  duplication 
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of  services,  waste  of  money,  and  inefficient 
utilization  of  the  total  health  team;  and 

Whereas,  there  is  urgent  need  among  small 
rural  communities  to  plan  and  coordinate  their 
resources  with  adjoining  communities  to  com- 
prise a population  base  large  enough  to  support 
a full  range  of  efficient  and  high  quality  health 
services  and  facilities;  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation urge  local  medical  societies  to  give  sup- 
port and  enlist  physician  participation  in  local 
comprehensive  health  planning  programs,  partic- 
ularly involving  rural  communities;  and  be  it 
further 

RESOLVED,  that  support  and  encouragement 
be  given  to  have  rural  leadership  represented  on 
community,  area,  and  state  health  planning 
councils  to  insure  sound  planning  for  rural  com- 
munity health  programs  including  health  care 
delivery  systems. 

Reference  Committee  (D)  recommended 
adoption  of  Resolution  No.  4-70  with  com- 
ment: “that  every  medical  society  take 

steps  to  insure  that  it  has  a representative 
on  the  local  Comprehensive  Health  Plan- 
ning Council.” 

ACTION:  ADOPTED 

RESOLUTION  NO.  5-70 
Physician's  Assistant  Program 

By:  Liaison  Committee  to  Medical  Schools 

Whereas,  the  practicing  physicians  of  Tennes- 
see are  finding  it  difficult  to  meet  the  increase  in 
the  demand  for  medical  care  by  the  citizens  of 
this  State,  and 

Whereas,  the  medical  schools  have  been  unable 
to  increase  their  enrollment  to  offset  the  increas- 
ing demand  for  physicians,  and 

Whereas,  physician’s  assistants  may  be  helpful 
in  extending  the  effectiveness  of  physicians  in 
providing  medical  care;  now  therefore  be  it 
RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation recognizes  the  desirability  for  Physician’s 
Assistant  programs  and  encourages  institutions  of 
higher  education  to  develop  these  programs. 

Reference  Committee  (C)  recommended 
adoption  of  Resolution  No.  5-70  as  pre- 
sented. 

ACTION.  ADOPTED 

RESOLUTION  NO.  6-70 
Opposition  to  Governmental  Agencies'  Efforts 
To  Take  Over  Confidential  Records  or  Data 
Pertaining  to  Patients  and  Physicians 

By:  Board  of  Trustees 
(Explanation— In  the  1969  Session  of  the 
House  of  Delegates,  the  Board  of  Trustees 


introduced  Resolution  No.  6-69,  entitled, 
“ Opposition  to  Health,  Education  and  Wel- 
fare Efforts  to  Take  Over  Confidential 
Records  or  Data  Pertaining  to  Tennessee 
Physicians.”  The  Reference  Committee  of 
the  House  recommended  a Substitute  Reso- 
lution No.  6-69.  The  House  of  Delegates 
approved  a motion  that  Substitute  Resolu- 
tion No.  6-69  be  referred  to  the  Board  of 
Trustees  for  further  consideration  and  a 
report  to  the  House  of  Delegates  in  1970. 
The  Board  acted  to  concur  with  Substitute 
Resolution  6-69  with  amendments  and  in- 
troduced Resolution  No.  6-70  as  follows :) 

Whereas,  by  tradition,  custom  and  law,  the 
confidences  of  patients  to  physicians  has  been  a 
sacred  trust,  and  inviolate  confidence  and  not 
available  for  any  purpose  public,  private,  or 
personal,  and 

Whereas,  governmental  agencies  have  at- 
tempted in  some  instances  to  obtain  confidential 
information  concerning  patients  and  physicians 
from  sources  including  fiscal  intermediaries,  and 

Whereas,  the  Tennessee  Medical  Association  is 
opposed  to  such  steps  where  records  or  data 
concerning  patients  or  physicians  are  made 
available  without  the  permission  of  the  patient 
or  physician;  now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation, through  action  of  the  House  of  Delegates, 
goes  on  record  opposing  any  effort  by  all  govern- 
mental agencies  to  obtain  without  legal  au- 
thority, confidential  records  or  data  pertaining  to 
patients  and  physicians  without  their  permission; 
and  be  it  further 

RESOLVED,  that  fiscal  intermediaries  and  in- 
surance companies  in  Tennessee  be  notified  of 
this  action  and  further  that  the  fiscal  intermedi- 
aries be  urged  to  resist  to  the  fullest  extent  any 
effort  to  obtain  such  data. 

Reference  Committee  (B)  recommended 
adoption  of  Resolution  6-70. 

ACTION:  ADOPTED 

RESOLUTION  NO.  7-70 
Establishment  of  State  Eugenics  Board 

By:  Roane- Anderson  County 
Medical  Society 

Whereas,  in  the  State  of  Tennessee,  the 
Statutes  dealing  with  sexual  sterilization,  i.e., 
vasectomy  and  salpingectomy  are  inadequate  or 
nonexistent,  and 

Whereas,  the  legal  procedures  necessary  for 
the  sexual  sterilization  of  minors  with  mental 
deficiency  or  recurring  mental  illness  are  imprac- 
tical and  costly  for  the  parents  or  guardians,  and 

Whereas,  procedures  for  persons  referred  by 
the  Welfare  or  Public  Health  Departments  for 
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sexual  sterilizations  are  similarly  impractical, 
and 

Whereas,  the  legal  procedure  necessary  for 
sexual  sterilization  of  adult  persons  requesting 
it  is  not  clearly  defined;  now  therefore  be  it 

RESOLVED,  by  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  that  the  following 
recommendations  be  made  to  the  next  session  of 
the  Tennessee  General  Assembly: 

(a)  That  appropriate  legislation  be  enacted 
dealing  with  sexual  sterilization  upon 
adults  requesting  it. 

(b)  That  legislation  be  enacted  to  establish  a 
State  Eugenics  Board  regulating  sexual 
sterilization  of  individuals  with  mental 
deficiency  or  recurring  mental  illness  re- 
gardless of  age. 

Reference  Committee  (B)  recommended 
adoption  of  Resolution  No.  7-70  as  pre- 
sented. 

ACTION:  THE  HOUSE  OF  DELEGATES 
DID  NOT  ACCEPT  THE  RECOMMENDA- 
TION OF  THE  REFERENCE  COMMITTEE 
AND  APPROVED  A MOTION  FROM  THE 
FLOOR  TO  REFER  RESOLUTION  NO. 
7-70  TO  THE  BOARD  OF  TRUSTEES. 

RESOLUTION  NO.  8-70 

Recommended  Changes  in 
Tennessee  Medicaid  Program 

By:  Board  of  Trustees 

Whereas,  medical  care  of  all  persons  in  Ten- 
nessee is  a matter  of  vital  concern  to  the 
physicians  of  Tennessee,  and  those  persons  who 
are  unable  to  pay  for  medical  care  are  the  re- 
sponsibility of  all  citizens,  and 

Whereas,  medical  cost  for  these  persons  should 
be  furnished  through  a program  of  general  taxa- 
tion and  since  those  patients  who  pay  their 
medical  cost  are  currently  paying  the  costs  of 
hospital  care  for  the  indigent,  and 

Whereas,  the  practicing  physicians  of  Tennes- 
see have  traditionally  and  historically  provided 
good  medical  care  to  all  persons  without  regard 
to  their  ability  to  pay  for  such  care,  and 

Whereas,  the  great  cost  for  care  of  the  indigent 
lies  in  payment  for  hospital  and  nursing  home 
services  and  drugs,  and  the  cost  of  physicians’ 
fees  is  estimated  to  constitute  less  than  20%  of 
all  medical  cost,  and 

Whereas,  the  Medicaid  program,  in  its  present 
form,  has  been  proven  unworkable  both  in  our 
state  and  across  the  United  States,  and 

Whereas,  there  exist  an  urgent  and  dire  need 
for  physicians  in  economically  deprived  counties 
in  our  state  and  since  some  incentive  is  needed 
to  encourage  physicians  to  practice  in  these 
counties  and  since  these  counties  contain  large 
numbers  of  indigent  people;  now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 


ciation recommend  to  the  administering  agencies 
of  the  Tennessee  Medicaid  Program:  (a)  That 

Medicaid  pay  usual  and  customary  hospital,  nurs- 
ing home  and  drug  fees  in  full,  provided  such 
fees  are  realistic  and  based  on  sound  actuarial 
studies.  These  fees  should  include  no  com- 
ponent for  hospital  based  physicians  (Radiolog- 
ical, Pathological,  or  Anesthetic,  etc.). 

(b)  That  Medicaid  pay  no  physicians’  fees 
whatsoever  except  as  defined  in  (c)  below. 

(c)  That  Medicaid  pay  usual  and  customary 
fees  to  those  physicians  who  reside  in,  and 
practice  in,  economically  deprived  areas  where 
there  is  a small  physician/patient  ratio;  and  be 
it  further 

RESOLVED,  that  all  physicians  in  the  State 
of  Tennessee  be  requested  not  to  accept.  Medicaid 
funds  for  services  to  Medicaid  patients,  as  pres- 
ently defined  under  the  law,  and  that  each 
physician  accept  his  share  of  the  indigent  patients 
in  keeping  with  medicine’s  historical  precedents. 

Reference  Committee  (B)  recommended 
that  Resolution  No.  8-70  be  defeated  for  the 
following  reasons:  (1)  Underprivileged 

areas  not  adequately  defined.  (2)  Under 
present  law  eligibility  standards  are  not 
clearly  defined.  (3)  It  is  presumptuous  that 
all  physicians  would  refuse  Medicaid 
patients. 

A Minority  Report  of  Reference  Commit- 
tee (B)  presented  by  a member  of  the 
Committee  endorsed  Resolution  No.  8-70 
and  presented  his  reasons  for  endorsement. 

Several  amendments  and  motions  were 
presented  by  members  of  the  House  of  Dele- 
gates, however,  a motion  to  Table  the  reso- 
lution prevailed  by  a vote  of  46  to  33. 

ACTION:  RESOLUTION  NO.  8-70  WAS 
TABLED 

RESOLUTION  NO.  9-70 
Medicaid  Payments 

By:  Bradley  County  Medical  Society 

(Amendments  recommended  by  the  Refer- 
ence Committee  and  approved  by  the  House 
of  Delegates,  added  the  words,  “ and  Medi- 
care” following  the  word,  “ Medicaid ” in  the 
first  Whereas;  substituted  the  word,  “pay- 
ments’’ for  the  word,  “they,”  and  the  words, 
“more  Equitable”  for  the  word  “equal”  in 
the  Resolve.  The  Amendments  are  shown 
in  black-faced  type.) 

Whereas,  the  present  permissible  payments 
under  the  Tennessee  Medicaid  and  Medicare  pro- 
gram are  considerably  greater  in  the  Metro- 
politan areas  of  the  state  than  in  the  rural  areas 
of  the  state,  and 
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Whereas,  there  is  a marked  variation  in  dis- 
tribution of  physicians  throughout  the  state  with 
the  higher  concentration  being  in  the  Metro- 
politan areas,  and 

Whereas,  it  has  been  the  stated  policy  of  the 
Tennessee  Medical  Association  to  encourage  the 
establishment  of  more  physicians  in  the  rural 
areas,  and 

Whereas,  there  apparently  were  many  factors 
affecting  medical  fees  which  were  not  considered 
when  the  above  variation  was  decided  upon;  now 
therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
the  Tennessee  Medical  Association  requests  the 
Tennessee  Department  of  Health  to  re-examine 
this  question  and  as  soon  as  possible  change  the 
allowable  maximum  fee  so  that  payments  are 
more  equitable  throughout  the  state. 

Reference  Committee  (B)  recommended 
adoption  of  Resolution  No.  9-70  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  10-70 

Report  of  the  Joint  Commission  on 
Mental  Health  of  Children 

By:  Committee  on  Mental  Health 

Whereas,  the  mental  health  of  children  is  an 
area  that  has  been  sorely  neglected  by  physicians 
and  agencies  at  local,  state  and  national  levels, 
and 

Whereas,  this  problem  has  since  1965  been 
studied  by  the  Joint  Commission  on  Mental 
Health  of  Children,  which  is  an  organization 
sponsored  by  the  American  Psychiatric  Associa- 
tion, the  American  Medical  Association,  the 
American  Psychological  Association  and  other 
national  organizations  having  objectives  related 
to  this  field  and  later  joined  by  a number  of 
other  organizations.  This  Commission  has  had  as 
its  membership  distinguished  professional 
workers  in  every  aspect  of  child  care;  and 

Whereas,  this  Commission  has  within  the  past 
year  released  a report  which  has  been  studied 
by  the  American  Medical  Association  Council  on 
Mental  Health  and  by  many  other  oreanizations 
with  particular  interest  in  the  mental  health  of 
children;  and 

Whereas,  the  report  of  the  Commission  has 
emphasized  the  first  three  years  of  life  as  the 
most  important  point  of  attack  for  the  preven- 
tion of  major  mental  illness  and  for  the  develop- 
ment of  personalities  that  will  be  able  to  resist 
the  stresses  of  everyday  living  and  has  formu- 
lated a unique  program  for  the  implementation 
of  such  ambitious  recommendations;  and 

Whereas,  there  is  already  being  prepared  a law 
sponsored  by  a distinguished  Senator  that  will 
provide  funds  for  the  implementation  of  the 
recommendations  of  this  Commission;  and 

Whereas,  it  would  seem  appropriate  for  the 
American  Medical  Association  through  its  Board 
of  Trustees  to  recognize  the  importance  of  this 


document  and  to  lend  its  support  to  the  recom- 
mendations stated  in  the  body  of  the  report;  now 
therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation accept  in  principle  the  recommendations 
of  the  Commission  on  Mental  Health  of  Children, 
and  be  it  further 

RESOLVED,  that  the  House  of  Delegates  of 
the  Tennessee  Medical  Association  instruct  the 
Tennessee  Delegation  to  the  American  Medical 
Association  to  introduce  a resolution  in  the 
House  of  Delegates  of  the  American  Medical 
Association  embodying  the  import  of  this  resolu- 
tion. 

Reference  Committee  (C)  recommended 
adoption  of  Resolution  No.  10-70  as  pre- 
sented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  11-70 

Guidelines  for  New  Health  Career  Programs 

By:  Nashville  Academy  of  Medicine 

Whereas,  the  development  of  new  health  oc- 
cupations has  been  extensively  studied  by  the 
American  Medical  Association  Board  of  Trustees, 
and 

Whereas,  the  Council  on  Health  Manpower  in 
Report  S (C-69)  has  prepared  guidelines  which 
specify  desirable  steps  to  be  taken  and  questions 
to  be  resolved  by  any  group  or  institution  at- 
tempting to  develop  a new  health  career,  and 

Whereas,  the  Council  on  Health  Manpower, 
through  the  Committee  on  Emerging  Health 
Manpower,  has  outlined  procedures  whereby  new 
health  career  educational  programs  may  be 
evaluated,  and 

Whereas,  independent  experimentation  in  the 
development  of  new  health  careers  has  led  to 
unexpected  problems  in  the  past;  now  therefore 
be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation encourages  institutions  of  higher  educa- 
tion which  may  intend  to  develop  new  health 
career  programs  to  follow  the  guidelines  referred 
to  in  Board  of  Trustees  Report  S (C-69)  of  the 
American  Medical  Association,  and  obtain  the 
evaluation  of  the  Council  on  Health  Manpower 
referred  to  in  Report  S (C-69),  prior  to  the 
activation  of  the  new  program. 

Reference  Committee  (C)  recommended 
adoption  of  Resolution  No.  11-70  as  pre- 
sented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  12-70 

Expression  of  Appreciation  to  Dr.  Ed  Boling 

By:  Shelby  County  Delegation 

Whereas,  Doctor  Ed  Boling  will  assume  the 
Presidency  of  the  University  of  Tennessee  in  the 
near  future,  and 
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Whereas,  Dr.  Boling  has  devoted  much  time 
and  effort  in  consideration  of  the  problems  facing 
medical  education  in  general,  and  the  medical 
units  of  the  University  in  particular,  and 

Whereas,  Dr.  Boling  has  consistently  sought 
consultation  and  advice  from  members  of  this 
Association  in  his  decisions  affecting  the  medical 
units;  now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation expresses  its  appreciation  to  Doctor 
Boling  for  his  consideration  of  the  physicians  in 
these  matters  and  pledges  its  support  in  his  ef- 
forts to  improve  the  quality  of  medical  educa- 
tion in  the  University. 

Reference  Committee  (C)  recommended 
adoption  of  Resolution  No.  12-70  as  pre- 
sented. 

ACTION:  ADOPTED 

RESOLUTION  NO.  13-70 
Regional  Medical  Programs 

By:  Board  of  Trustees 
(Amendments  recommended  by  the  Refer- 
ence Committee  and  approved  by  the  House 
of  Delegates,  added  the  words,  “and  the 
“Memphis  Regional  Medical  Program”,  fol- 
lowing the  words,  “Mid-South  Regional 
Medical  Program”;  and  substituting  the 
word,  “with”  for  the  words,  “and  the”  in 
the  second  Resolve.  Amendments  are  shown 
in  black-faced  type.) 

Whereas,  the  supply  of  physicians  to  provide 
the  necessary  medical  care  for  the  residents  of 
Tennessee  is  less  than  the  proper  number  to 
supply  the  need,  and 

Whereas,  the  Tennessee  Medical  Association 
has  for  a number  of  years  attempted  to  recruit 
physicians,  particularly  for  the  rural  areas  of  the 
State,  and 

Whereas,  the  Tennessee  Mid-South  Regional 
Medical  Program,  under  the  leadership  of  Dr. 
Paul  Teschan,  is  developing  plans  to  improve  the 
probability  of  recruiting  physicians  for  these 
areas;  now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation encourages  the  Tennessee  Mid-South 
Regional  Medical  Program  to  proceed  along  this 
outlined  plan  to  assist  rural  physicians  in  their 
practice  and  to  recruit  other  physicians  for  ser- 
vice in  these  areas,  and  be  it  further 

RESOLVED,  that  continuous  close  liaison  be 
maintained  between  the  Tennessee  Mid-South 
Regional  Medical  Program  and  the  Memphis 
Regional  Medical  Program  with  appropriate 
Committees  of  the  Tennessee  Medical  Association 
as  these  ideas  develop. 

Reference  Committee  (B)  recommended 
adoption  of  Resolution  No.  13-70  as 
amended. 


ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  14-70 
Physician  Representation  on  Board  of  Trustees 
of  University  of  Tennessee 

By:  Shelby  County  Delegation 

Whereas,  the  medical  units  of  the  University  of 
Tennessee  supplies  the  majority  of  physicians  for 
the  State  of  Tennessee,  and 

Whereas,  there  is  no  physician  on  the  Board 
of  the  University  of  Tennessee  to  represent  the 
views  of  the  profession  of  medicine  to  that 
Board;  now  therefore  be  it 

RESOLVED,  that  the  Tennessee  Medical  Asso- 
ciation respectfully  requests  consideration  be 
given  to  the  appointment  to  the  Board  of 
Trustees  of  the  University  of  Tennessee  a 
physician  from  the  vicinity  of  the  medical  units 
as  soon  as  the  opportunity  arises. 

Reference  Committee  (B)  recommended 
adoption  of  Resolution  No.  14-70. 

ACTION:  ADOPTED 

RESOLUTION  NO.  15-70 
Report  of  the  Committee  on  Planning 
and  Development  (Himler  Report) 

By:  Reference  Committee  A 

Whereas,  the  AMA  House  of  Delegates  has 
appointed  an  Ad  Hoc  Committee  on  Long-Range 
Planning  and  Development,  and 

Whereas,  this  committee  is  charged  with  con- 
sidering the  Report  of  the  Committee  on  Plan- 
ning and  Development  (Himler  Report)  and 
the  Minority  Report  (Budd  Report),  and 

Whereas,  the  AMA  House  of  Delegates  has 
requested  resolutions  from  the  component  and 
constituent  state  associations  or  societies  relative 
to  the  Report  of  the  Committee  on  Planning  and 
Development  (Himler  Report),  and 

Whereas,  the  TMA  House  of  Delegates  recog- 
nizes that  many  far-reaching  controversial  issues 
are  included  in  the  report;  now  therefore  be  it 
RESOLVED,  that  the  TMA  recommends  to  the 
AMA  House  of  Delegates  that  the  Report  of  the 
Committee  on  Planning  and  Development  (Him- 
ler Report)  and  the  Minority  Report  (Budd  Re- 
port) be  retained  for  information  only,  and  be 
it  also 

RESOLVED,  that  the  TMA  Delegation  to  the 
AMA  House  of  Delegates  submit  such  a resolu- 
tion at  the  Annual  Convention  in  1970. 

A motion  was  made  by  the  Chairman  of 
Reference  Committee  (A)  that  Resolution 
No.  15-70  be  adopted. 

REPORT  OF  OFFICERS 
Report  of  the  President 
Francis  H.  Cole,  M.D. 

“As  I rise  to  give  this  report  to  the  House  of 
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Delegates,  I remind  myself  of  the  position  of  the 
man  who  became  the  tenth  husband  of  a movie 
star  and  on  his  wedding  night  he  said,  I know 
what  is  expected  of  me  but  I’m  not  sure  how  to 
make  it  interesting. 

“I  will  report  to  you  in  brief  some  of  the 
activities  in  which  we  have  engaged  during  the 
past  year.  It  has  been  a real  honor  to  serve 
this  profession  and  this  Association,  and  my 
colleagues  in  this  capacity. 

“Details  of  the  work  of  the  Association  will  be 
unfolded  to  you  in  other  reports  as  the  meeting 
progresses.  I will  take  the  opportunity  to  touch 
a few  highlights. 

“In  a very  real  sense  I believe  our  accomplish- 
ments and  our  shortcomings  combined  to 
threaten  our  survival  as  an  independent  group  of 
free  enterprise  practitioners.  Our  accomplish- 
ments and  success  in  the  technical  and  scientific 
areas  creates  an  insatiable  demand  for  medical 
services,  and  this  multiplies  the  difficulties  and 
delays  in  applying  these  benefits  to  all  segments 
of  our  population.  Although  this  is  not  neces- 
sarily directly  attributable  to  medicine  as  a 
profession,  yet  we  must  assume  a portion  of  the 
responsibility. 

“Most  of  us  do  a good  job  in  the  private  practice 
of  medicine  and  the  prime  duty  of  taking  care 
of  our  own  patients.  We  all  share  a larger  re- 
sponsibility. After  the  white  coat  is  off,  the 
office  is  closed,  and  the  operation  is  over,  we 
are  no  longer  in  the  private  practice  of  medicine 
but  we  then  become  medically  knowledgeable 
members  of  the  community,  and  we  are  in  the 
public  service  of  medicine,  and  we  must  be  both 
responsible  for  and  responsive  to  the  public 
interests  in  the  largest  sense. 

“In  addition  to  efforts  that  are  purely  local 
through  the  societies,  schools  and  organizations 
where  we  live,  I submit  that  it  is  through  the 
vehicle  of  this  State  medical  association  that  we 
might  become  maximally  effective  in  this  public 
practice  of  medicine.  If  we  are  to  be  successful 
in  this  area,  our  Association  must  involve  and 
must  represent  the  unified  profession.  It  must 
represent  all  specialties  and  all  geographic  areas. 
We  must  also  resist  fragmentation.  We  must 
speak  for  academicians  as  well  as  practitioners, 
for  rural  and  family  doctors,  as  well  as  for 
limited  specialities  in  the  city,  and  for  the  solo 
doctor  as  well  as  the  groups. 

“We  should  strive  hard  to  prevent  the  harden- 
ing of  the  categories  to  impede  our  progress. 
We  must  not  overlook  new  and  different  ap- 
proaches to  the  delivery  of  health  care. 

“Manpower  is  needed  in  practically  every 
category  of  medical  care.  Recruitment  of  men, 
young  men  and  women  to  enter  the  field  of 
health  care  is  an  important  responsibility  which 
we  must  constantly  exercise. 

“The  Student  Loan  Fund  of  the  TMA  repre- 
sents a tangible  example  of  our  commitment  to 
medical  education,  as  does  our  concern  for 
medical  colleges,  and  for  the  financial  support 


we  give  individually  and  through  the  American 
Medical  Association  Education  and  Research 
Foundation. 

“We  must  continue  to  seek  ways  to  influence 
medical  education  to  the  end  that  more  phy- 
sicians can  be  trained.  Expansion  of  teaching 
facilities,  decentralization  of  residency  training 
programs,  encouragement  of  family  practitioners 
are  all-important  in  supplying  physicians  in  areas 
where  they  are  needed. 

“Meanwhile,  we  as  physicians  must  continually 
update  ourselves  with  post-graduate  education 
programs.  We  must  continue  to  strengthen  our 
own  continuing  education  to  improve  our  effi- 
ciency and  knowledge,  and  to  combat  a growing 
swell  from  Washington  for  Federal  re-licensure 
regulated  by  non-professionals.  We  must  expand 
our  public  information  programs  to  help  people 
recognize  the  realities  of  demand  versus  need 
and  expectation  of  services. 

“This  brings  us  to  one  of  the  most  severe 
problems  that  we  confront,  namely,  the  difficulty 
of  communications  and  the  difficulty  of  conveying 
our  complex  problems  to  other  people. 

“All  the  Officers  and  Board  members  during 
the  past  year  have  participated  forcefully  in  a 
program  of  visiting  medical  societies  throughout 
the  State.  The  staff  of  the  organization  has  also 
taken  part  in  these  activities.  We  need  to  con- 
tinually inform  our  members  so  that  they  can 
convey  answers  to  their  patients,  and  quote 
figures  to  the  State  and  Nation  on  questions 
that  arise  concerning  medical  affairs. 

“We  are  continuing  in  a complex  period  of 
changing  relations  between  physicians,  their 
patients,  the  public,  and  the  Government.  As 
third  party  payment  plans  increase,  the  involve- 
ment of  Government  in  our  affairs  will  increase. 
In  1969,  the  greatest  number  of  health  bills 
ever  confronted  by  our  Association,  came  up  in 
the  first  half  of  the  86th  General  Assembly. 
More  than  fifty  such  bills  involved  constant  ob- 
servation and  close  contact  with  our  representa- 
tives in  the  Legislature. 

“There  were  issues  concerning  chiropractic, 
podiatry,  licensing  of  foreign  physicians,  expand- 
ing the  Public  Health  Council,  and  numerous 
other  measures  which  required  our  close  atten- 
tion. 

“The  Bill  to  elevate  chiropractic  and  podiatry 
to  equality  with  medicine  in  the  health  insurance 
field  passed  the  House  of  Representatives  by  an 
overwhelming  majority,  and  was  kept  in  the 
Senate  Commerce  Committee  by  a margin  of 
one  vote. 

“Many  physicians  exerted  a great  deal  of 
activity  in  this  behalf  and  to  these  people  all 
the  citizens  of  Tennessee  owe  a debt  of  gratitude 
because  this  Bill  was  not  in  any  way  in  the 
public  interest. 

“During  the  time  between  the  two  sessions  of 
the  86th  General  Assembly,  a concentrated  ef- 
fort was  made  to  improve  our  relations  with 
members  of  the  Assembly  and  from  one  end  of 
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the  State  to  the  other,  meetings  were  held  be- 
tween Tennessee  Medical  Association  staff  mem- 
bers, representative  physicians,  and  political  fig- 
ures who  represent  us  in  the  General  Assembly. 

“I  believe  these  efforts  had  some  effect  be- 
cause the  last  session  of  the  General  Assembly 
was  relatively  quiet  and  the  Chiropractic  Bill 
died  in  the  Committee  without  any  further  effort 
to  have  it  passed. 

“Now,  Medicaid,  as  to  this  Title  XIX,  a great 
deal  of  furor  was  created  in  the  halls  of  the 
Legislature  and  certain  Amendments  to  the  Bill 
which  made  physician  cooperation  highly  unlike- 
ly were  passed  by  the  General  Assembly  in  spite 
of  testimony  presented  by  your  President,  Presi- 
dent-Elect and  Chairman  of  our  Legislative 
Committee.  A great  deal  of  activity  ensued  on 
the  state,  local  and  national  levels  with  leaders 
of  both  political  parties  so  that  a compromise 
was  finally  reached  in  the  final  hours  of  the 
session  toward  making  this  issue  a little  more 
palatable  to  physicians,  and  a little  more  help- 
ful for  the  indigent  sick  of  Tennessee. 

“Political  activity  by  physicians  is  indispens- 
able if  we  are  to  protect  the  public  health.  Most 
of  you  would  prefer  to  be  left  only  to  the  prac- 
tice of  your  profession,  but  this  is  impossible. 
We  cannot  hope  for  continued  existence  without 
continued  participation  in  legislative  affairs.  A 
small  number  of  men  produced  a great  amount 
of  action  and  many  hours  of  work  on  behalf 
of  the  medical  profession  and  the  public  health 
during  the  last  two  years.  More  physicians  be- 
coming more  knowledgeable  and  spending  more 
time  will  be  required  as  government  at  all  levels 
increases  its  activities  in  the  field  of  medicine. 

“Since  the  Medicaid  Law  was  implemented,  the 
Board  of  Trustees  and  Officers  have  spent  un- 
counted hours  on  problems  arising  out  of  ad- 
ministration of  this  Law.  In  some  areas  we  were 
able  to  obtain  changes  that  greatly  reduced  the 
burden  upon  physicians.  In  other  areas  we  did 
not  succeed.  The  leadership  of  this  Association 
and  our  appointed  representatives  on  several  ad- 
visory committees  consistently  fought  for  the 
most  successful  program  possible  for  doctors  for 
the  payment  of  usual  and  customary  charges, 
and  for  most  satisfactory  programs  that  could 
be  obtained  for  patients. 

“The  size  of  this  undertaking,  the  newness  of 
the  concept,  misunderstandings  in  communica- 
tions and  the  traditional  independence  of  phy- 
sicians combined  to  make  for  many  misgivings. 
At  no  time  could  your  President  or  anyone  else 
commit  individual  physicians  to  accept  anything. 
Each  physician  must  decide  for  himself  how  he 
will  react  to  Medicaid  as  he  traditionally  does 
in  all  situations.  Each  physician  must  also  re- 
member his  responsibility  to  the  indigent  and  to 
the  emergency  ill. 

“The  Officers  and  appropriate  committees  con- 
tinued to  press  for  centralization  of  the  paper 
work,  and  for  realistic  reimbursement  for  phy- 
sicians providing  services  for  eligible  recipients 


under  Medicaid.  The  State  of  Tennessee  upon 
undertaking  the  responsibility  for  the  health 
care  of  these  eligible  indigent  persons,  must 
provide  enough  money  to  pay  for  the  services 
rendered  by  hospitals,  nursing  homes,  pharma- 
cies, laboratories,  and  physicians.  Despite  certain 
philosophic  objections  among  individual  citizens, 
there  is  no  discernible  political  indication  that 
Medicaid  will  be  abolished.  It  may  be  absolved 
into  a larger  system  of  Federal  sponsored  health 
insurance,  but  return  to  the  time-honored,  mass 
production  clinic  medicine  for  poor  people  has 
no  responsible  advocates  in  public  life  today. 

“The  subsidy  of  health  care  for  low  income 
people  is  the  only  direction  in  which  this  pro- 
gram can  go.  No  other  significant  funds  are 
available  to  devote  to  the  health  care  of  the 
poor  people,  and  the  haphazard  of  non-official 
charity  is  not  sufficient  for  the  task. 

“Pressures  on  physicians  and  hospitals  to  take 
part  in  the  programs  will  inevitably  increase. 
The  charitable  donation  by  a physician  of  his 
time,  skill  and  energy  to  care  of  poor  people 
will  always  be  important.  Hospital  care  becomes 
more  and  more  difficult  to  obtain  as  costs  con- 
tinue to  rise.  The  Officers  and  committees  of  the 
Tennessee  Medical  Association,  pursuant  to  di- 
rectives from  the  House  of  Delegates,  have  de- 
voted themselves  toward  equitable  and  efficient 
implementation  of  this  program  with  dignity  for 
the  indigent  ill,  and  responsible  independence 
for  the  physician  as  indispensable  features  of 
any  health  care  plan  that  can  be  expected  to 
work.  Progress  has  been  made,  liaison  with  the 
State  Administration  is  constant,  and  I would 
urgently  recommend  that  this  same  course  be 
pursued  in  the  future. 

“Another  important  area  which  has  greatly 
concerned  us  is  our  utilization  review  mecha- 
nism. We  must  operate  successfully  the  mecha- 
nism of  utilization  and  peer  review.  There  are 
a few  among  our  number  who  entertain  a per- 
verted view  of  the  value  of  their  services,  who 
exploit  their  patients  or  over-utilize  programs. 
They  should  get  our  full  attention.  Our  review 
committees  must  continue  to  function  and  to 
improve  their  efficiency. 

“Peer  review  is  the  only  bastion  of  defense 
against  the  unwarranted  accusations  of  the  ill- 
informed  and  vicious  who  act  to  discredit  our 
profession  as  a means  to  regiment  us,  and  offers 
support  to  our  conscientious  membership. 

“In  the  consideration  of  patient  care,  any  over- 
utilization must  be  looked  at  from  the  ethical 
viewpoint  and  not  on  the  basis  of  any  guide- 
lines. Over-utilizing  or  over-treating  is  un- 
ethical. We  need  to  pay  particular  attention  to 
the  duties  of  our  Judicial  Council,  and  its  re- 
sponsibilities in  the  field  of  ethics.  In  this  session 
of  the  House,  you  will  have  the  opportunity  to 
study  and  act  upon  Amendments  to  our  Consti- 
tution and  By-Laws.  One  of  the  principal  ones 
deals  with  redefinition  and  strengthening  of  the 
Council  of  this  Association  in  order  to  make  it 
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more  effective  in  dealing  with  matters  of  ethics 
in  our  State. 

“Utilization  committees  must  move  out  of  hos- 
pitals, must  have  dedicated  members  to  defend 
their  colleagues  against  capricious  allegations, 
but  must  at  the  same  time  protect  our  profession 
and  our  patients  from  a minority  of  physicians 
who  by  their  unethical  conduct  bring  discredit 
to  all  of  us. 

“Besides  the  advantages  of  professional  mem- 
bership in  the  Tennessee  Medical  Association, 
there  are  real  financial  savings  through  group 
insurance  plans  available  to  our  members. 

“Dr.  Satterfield,  Chairman  of  our  Group  In- 
surance Committee,  informs  me  that  savings  on 
professional,  liability,  group  life,  and  accident 
insurance  amounts  to  more  than  twice  the 
amount  of  the  Tennessee  medical  dues. 

“In  addition,  the  Association  Retirement  Plan 
offers  a no  load  growth  mutual  fund,  and  a 
balanced  retirement  plan  with  assets  of  over 
$11  million,  and  estate  protection  of  $40  million 
for  its  2,600  participants.  I commend  these  facts 
for  your  use  when  complaints  are  made  about 
the  cost  of  organized  medicine. 

“This  has  been  probably  the  most  trying  year 
for  the  Tennessee  Medical  Association  and  for 
the  profession  in  general  within  recent  memory. 
We  have  been  greatly  helped  by  the  political 
activity  of  individual  doctors,  and  we  all  owe 
our  thanks  to  Dr.  Peeples,  Dr.  Berryhill  and 
Dr.  Nolan,  who  gained  election  to  the  Tennessee 
General  Assembly. 

“It  has  been  a long  year.  We’ve  had  a good 
staff  and  without  the  dedicated  help  of  this  staff, 
Jack  Ballentine,  Hadley  Williams,  Hank  Hold- 
erfield  and  Mike  Windham,  it  would  have  been 
totally  impossible. 

“In  addition,  we  have  had  constant  liaison 
between  the  Officers  of  the  Tennessee  Medical 
Association,  and  I believe  we  have  continuity 
of  policy  which  would  not  have  been  possible 
without  the  extensive  and  intensive  use  of  the 
long  distance  telephone. 

“In  closing  the  President,  of  necessity,  at- 
tended many  meetings  not  only  in  this  State  but 
in  different  areas  of  the  country.  I tried  to  rep- 
resent the  Association  in  the  various  meetings 
to  which  I was  supposed  to  go. 

“I  want  to  express  my  sincere  appreciation  to 
the  many  members  who  had  helped  during  the 
year,  particularly  the  local  members  from  Mem- 
phis and  Shelby  County  on  whom  I’ve  leaned 
for  advice  and  guidance.  I am  extremely  grate- 
ful to  all  of  you  for  having  entrusted  the  presi- 
dency of  this  organization  to  me.  On  the  whole 
this  has  been  an  interesting,  long,  rewarding 
year.  My  best  efforts  will  continue  in  the  service 
of  this  Association.” 

THE  REFERENCE  COMMITTEE — A,  commented  on  the 
report:  "The  President's  report  summarized  the  year's  work 
and  activities  of  a dedicated  physician.  This  year  there 
were  expended  services  for  TMA  requiring  the  talented 


leadership  of  our  President.  He  states,  'Our  Association 
must  have  greater  support  and  we  must  be  willing  to  give 
freely  of  our  leadership,  time,  our  talents  and  our  best 
thinking',  to  cope  with  the  tasks  that  lie  ahead." 

THE  HOUSE  accepted  the  report. 

Report  of  the  Secretary 

C.  Gordon  Peerman,  M-D. 

The  Secretary  of  the  Tennessee  Medical 
Association  in  the  past  year  has  had  the 
pleasure  of  close  association  with  the  other 
Officers  of  the  TMA,  its  Executive  Director 
and  headquarters  staff.  Most  of  the  duties 
of  the  Secretary  are  ably  administered  by 
the  Executive  Director  and  the  headquarters 
staff.  The  Secretary  wishes  to  commend 
the  Executive  Director  and  headquarters 
staff  on  the  diligent  and  efficient  manner 
in  which  the  business  and  deliberations  of 
the  TMA  have  been  administered  in  the 
past  year. 

Most  of  the  activities  of  the  Secretary 
involved  participation  on  the  Board  of 
Trustees.  It  has  been  a pleasure  for  the 
Secretary  to  serve  with  the  other  Board 
members  in  the  administration  and  policy 
decisions  of  the  Board  during  the  past  year. 
A commendation  for  the  diligence  and  sin- 
cerity of  the  Board  in  directing  the  course 
of  the  TMA  through  a rather  difficult  year 
is  in  order.  The  Secretary  has  also  been 
available  during  the  past  year  to  provide 
liaison  between  the  Tennessee  Medical  As- 
sociation and  other  organizations. 

THE  REFERENCE  COMMITTEE— A,  commended  the  Sec- 
retary for  the  summary  outline  of  the  duties  of  his  office. 

THE  HOUSE  accepted  the  report. 

Report  of  the  Board  of  Trustees 

John  H.  Saffold,  M.D.,  Chairman 

Dr.  Saffold  stated  that  he  would  abstract 
the  Board’s  report,  stressing  the  important 
activities  of  the  Board  during  the  past  year. 
He  stated  that  the  Board  had  been  called 
upon  to  intensify  its  activity  in  the  interest 
of  the  Association’s  affairs  during  the  past 
twelve  months.  It  was  pointed  out  that  the 
Board  functions  through  a committee  sys- 
tem, thus  saving  time.  The  Board  of  Trust- 
ees is  charged  with  the  responsibility  of 
serving  as  the  Executive  Board  of  the  Asso- 
ciation to  determine  the  policy  and  details 
of  management  between  sessions  of  the 
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House  of  Delegates.  The  Board  controls  the 
publication  policy,  editorial  and  financial 
management  of  the  JOURNAL  OF  TMA.  It 
is  empowered  and  authorized  to  make  all 
contracts  and  approves  the  expenditures  of 
funds  of  the  Association,  dependent  upon 
the  availability  of  such  funds.  The  Trust- 
ees are  also  vested  with  powers  to  invest 
the  funds  of  the  Association  as  are  granted 
by  law  to  general  welfare  corporations.  The 
Board’s  responsibility  also  falls  into  the 
category  of  recommendations,  studies  and 
advice,  concerning  problems  confronting  the 
medical  profession  of  the  State,  and  ren- 
dering information  to  the  House  of  Dele- 
gates. It  also  coordinates  activities  of  the 
various  committees  in  the  respective  di- 
visions as  set  forth  in  the  organizational 
structure,  and  it  is  responsible  for  the  ac- 
tivities of  the  staff.  It  also  recommends  and 
establishes  appropriate  policies  and  pro- 
grams of  the  Association  to  meet  its  ob- 
jectives and  goals. 

The  Chairman  pointed  out  that  all  ac- 
tivities of  the  Board  considered  during  the 
past  year  have  been  published  in  abstract 
form  in  the  first  available  issue  of  the 
JOURNAL,  following  each  meeting.  Items 
of  importance  have  been  explained  and 
emphasized  on  the  President’s  Page,  and 
the  editorial  pages  of  the  JOURNAL. 

Dr.  Saffold  stated  that  seven  committees 
of  the  Board  administer  and  study  the  As- 
sociation’s business,  and  coordinates  the  ac- 
tivities of  these  committees  of  the  Board. 
These  include  an  Executive  Committee, 
Planning  and  Development  Committee,  Fi- 
nance Committee,  Building  Committee, 
Committee  on  Malpractice,  Committee  on 
Publications,  and  other  committees  as  re- 
quired. 

The  Chairman  of  the  Board  also  com- 
mented on  the  number  of  amendments  and 
resolutions  presented  by  the  Board  to  the 
House  for  consideration.  In  all,  these  in- 
cluded three  amendments  to  the  Constitu- 
tion and  seven  amendments  to  the  By-Laws 
presented  by  the  Board.  The  purpose  of 
these  amendments  was  to  further  stream- 
line the  procedures  under  which  the  Associ- 
ation conducts  its  work,  in  order  to  make 
its  administrative  processes  more  orderly. 

The  Chairman  reported  in  abstracted 
form,  the  major  activities  at  each  of  the 


sessions  of  the  Board  during  the  year  since 
the  last  annual  report  made  to  the  House. 

Important  matters  acted  upon  by  the 
Board  in  these  sessions  were: 

1.  Approved  jointly  sponsoring  with  the 
Tennessee  Hospital  Association  a confer- 
ence on  “providing  emergency  care”. 

2.  Approved  a total  amount  of  $14,000  to 
the  Tennessee  Medical  Association’s  Stu- 
dent Education  Fund  for  the  purpose  of 
additional  loans  to  medical  students. 

3.  Granted  $600.00  to  the  U.  T.  Chapter 
of  The  Student  American  Medical  Associ- 
ation and  the  National  Chapter  of  the  Stu- 
dent American  Medical  Association. 

4.  The  Board  was  instrumental  to  a con- 
siderable degree  with  the  administrative 
and  policy  measures  dealing  with  the 
Medicaid  Program  throughout  its  year  of 
implementation. 

5.  Approved  a contract  for  a new  printer 
of  the  JOURNAL  in  order  to  save  on  pro- 
duction cost. 

6.  The  Board  recommended  appointments 
to  several  Councils  and  Committees  of 
AMA. 

7.  Approved  a visitation  program  to  the 
County  Medical  Societies  by  officers  and 
members  of  the  Board  of  Trustees. 

8.  Considered  recommendations  presented 
by  the  Planning  and  Development  Com- 
mittee, and  directed  that  the  necessary 
Amendments  to  the  Constitution  and  By- 
Laws  be  prepared  and  presented  for  con- 
sideration at  this  meeting  of  the  House  of 
Delegates. 

9.  Directed  the  Building  Committee  to 
proceed  with  plans  for  the  additional  head- 
quarters office  space. 

10.  Considered  the  important  matter  re- 
lating to  limited  licensure  for  foreign  phy- 
sicians. 

11.  Developed  a recommendation  on  es- 
tablishing utilization  review  committees 
(later  presented  as  peer  review  commit- 
tees) . 

12.  Endorsed  the  Mid-Cumberland  Com- 
prehensive Health  Planning  Council. 

13.  A special  meeting  of  the  Board  was 
held  on  August  10,  1969,  for  the  single 
purpose  of  discussing  controversial  issues 
of  the  Medicaid  Program.  The  discussions 
covered  participating  forms  for  doctors  and 
numerous  issues  dealing  with  participation 
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in  the  program  by  physicians.  TMA  rep- 
resentatives stressed  the  urgent  necessity 
of  strict  utilization  and  control  of  the  cost 
of  Medicaid.  The  question  of  fees  was  one 
of  the  thorny  problems  involved,  and  the 
Board  strongly  recommended  that  phy- 
sicians not  participate  in  the  program  over 
an  extended  time  at  a reduced  fee  unless 
appropriate  representatives  of  TMA  could 
have  access  to  the  records,  and  knowledge 
of  the  amount  of  money  available  under  the 
program  and  how  it  was  being  spent.  A 
letter  was  sent  to  the  membership  inform- 
ing them  of  the  basic  requirements  to  par- 
ticipate in  the  Medicaid  Program. 

14.  Other  important  matters  acted  upon 
were: 

— “The  Tennessee  Medical  Association  be  desig- 
nated as  the  appropriate  body  to  endorse  any 
Blue  Shield  plan  in  Tennessee  which  involves 
coverage  in  more  than  one  county.” 

— Heard  a detailed  report  by  Dr.  Nesbitt  on  the 
status  of  Medicaid  pointing  out  that  the  Ten- 
nessee Medical  Association  representatives  could 
not  accept  the  50%  reimbursement  formula  on 
the  Medicaid  Program. 

— Approved  operation  of  the  First  Aid  Station  at 
the  Capitol  during  the  Tennessee  General  As- 
sembly. 

— Studied  a report  of  Emergency  Medical  Ser- 
vices, and  referred  the  summary  and  recommen- 
dations to  the  Legislative  Committee,  stating 
that  members  of  the  Board  should  discuss  the 
matter  with  physician  members  of  the  Gov- 
ernor’s Advisory  Committee  on  Emergency 
Medical  Services. 

— Adopted  a budget  for  1970. 

— Finalized  plans  for  an  addition  to  the  head- 
quarters building  and  took  action  to  seek  a 
variance  in  the  zoning  restrictions  on  the  present 
property. 

— Approved  in  principal  an  education  program 
on  drug  abuse  through  the  Advisory  Committee 
of  the  Woman’s  Auxiliary. 

— Approved  in  principal  the  proposed  legisla- 
tion for  Emergency  Medical  Services. 

15.  At  the  final  meeting  of  the  Board,  a 
Nominating  Committee  for  1970  was  ap- 
pointed. 

— Appointed  the  members  of  the  Board  of  Di- 
rectors of  IMPACT. 

— Selected  the  Tennessee  physician  to  be  the 
recipient  of  the  Distinguished  Service  Award. 

— Approved  a resolution  for  presentation  to  the 
House  of  Delegates  for  an  effective  peer  review 
mechanism  in  the  county  societies,  and  the  State 
Association. 

— Discussed  in  detail  the  AMA  Long-Range  Plan- 
ning Report  (Himler  Report)  which  has  been 
forwarded  to  all  members  of  the  House  of  Dele- 


gates and  to  the  County  Medical  Society  officers. 
— Approved  a handbook  of  policies  for  TMA  em- 
ployees as  presented  by  the  Executive  Director. 
— Considered  and  accepted  a detailed  report  on 
the  activities  of  the  Committee  on  Continuing 
Medical  Education,  and  appointed  an  Ad  Hoc 
Committee  of  the  Board  on  Malpractice. 

In  other  business  coming  before  the 
Board,  it  was  pointed  out  that  the  Board 
gives  particular  attention  to  the  fiscal  affairs 
of  the  Association  as  well  as  the  annual 
audit,  all  of  which  are  given  careful  scru- 
tiny. 

The  Trustees  have  experienced  a year  in 
which  they  have  been  called  upon  to  review 
many  developments  and  make  many  de- 
cisions which  have  bearing  upon  the  health 
of  the  people  of  our  State  and  the  practice 
of  medicine. 

THE  REFERENCE  COMMITTEE — A,  commented:  "The 
report  of  the  Board  of  Trustees  indicates  the  functions 
through  committee  systems  that  are  required  of  the  policy 
making  Board  of  TMA.  This  report  summarizes  the  more 
important  motions  and  reports  brought  up  at  the  many 
Board  meetings  in  the  past  year,  and  help  to  clarify  the 
multiple  problems  in  medicine  as  related  to  government 
and  administrative  action." 

THE  HOUSE  accepted  the  report. 

Report  of  the  Treasurer 
Robert  L.  Chalfant,  M.D. 

Continuing  inflation  has  affected  our  oper- 
ation just  as  it  has  all  business  enterprise. 
Increased  committee  activity,  travel,  com- 
munications with  the  membership,  and  ris- 
ing costs  in  general  are  reflected  in  our 
various  items  of  expense  for  the  year.  Every 
effort  is  made  to  continue  TMA’s  fiscal  oper- 
ations within  the  budget  adopted  by  the 
Board  of  Trustees. 

The  report  of  the  Treasurer  covers  the 
financial  transactions  of  the  Tennessee 
Medical  Association  for  the  calendar  and 
fiscal  year  1969.  A complete  audit  of  the 
Association’s  financial  status  was  made  at 
the  close  of  1969  by  the  accounting  firm  of 
CPAs. 

The  Treasurer  pointed  out  that  the  fiscal 
affairs  of  TMA  are  conducted  on  the  budget 
method,  the  budget  being  annually  ap- 
proved at  the  October  meeting  of  the  Board, 
and  effective  on  the  beginning  of  the  follow- 
ing calendar  year. 

The  year  1969  saw  TMA  operate  within 
the  budget  and  a reasonable  reserve  at  the 
close  of  the  fiscal  year.  The  Trustees  have 
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carefully  planned  the  financing  for  expan- 
sion of  the  headquarters  building  and  suf- 
ficient funds  from  reserve  should  provide 
the  principal  funding  needed  for  the  expan- 
sion. 

The  Board’s  continuing  concern  is  the  in- 
flationary cycle  in  which  we  exist.  Addi- 
tional funds  are  required  each  year  due  to 
increased  activities,  stepped  up  programs, 
rising  prices  and  inflation.  It  has  been 
necessary  to  expend  additional  money  in 
the  general  legislative  program,  particular- 
ly the  Tennessee  General  Assembly. 

TENNESSEE  MEDICAL  ASSOCIATION 
Nashville,  Tennessee 

OPERATING  STATEMENT 
Year  Ended  December  31,  1969 

(Consolidated  Financial  Statement — 
January  1-December  31,  1969) 


INCOME 


Exhibits  and  Annual 

1969 

1968 

Meeting 

$ 11,622.00 

$ 10,204.50 

TMA  Dues 

168,080.00 

165,852.50 

Journal  Advertising 

33,156.08 

38,697.97 

Investment  Income 
Miscellaneous  and  Other 

16,289.09 

10,487.83 

Income 

5,687.77 

5,502.70 

TOTAL 

$234,834.93 

$230,745.50 

DISBURSEMENTS 

1969 

1968 

Administrative 
AMA  Delegates  and 

$ 24,813.71 

$ 11,059.27 

Hospitality 

* 

7,970.10 

Annual  Meeting — TMA 

13,069.65 

11,777.64 

Attorney  and  Auditing 
Board  of  Trustees — 

6,300.00 

9,324.85 

Committees — Council 

**  4,604.70 

4,361.16 

Headquarters  Building 

4,737.27 

5,163.48 

IMPACT 

3,000.00 

4,000.00 

Journal — TMA 

49,224.22 

42,992.41 

Legislative  Expense 

12,189.61 

7,662.01 

Public  Service 
Staff  Salaries  & 

* 

1,213.93 

Employee  Insurance 

79,597.26 

71,631.11 

Taxes 

2,999.35 

2,627.14 

Staff  Travel 

6,032.34 

6,564.87 

Building  Fund 
State  and  County 

5,000.00 

5,000.00 

Officers  Conference 
Miscellaneous  and  Other 

— 

1,032.49 

Expenses 

2,610.00 

5,757.35 

TOTAL 

$214,178.11 

$198,137.81 

included  in  Administrative  Expense 
**Partly  covered  in  Administrative  Expense 


TENNESSEE  MEDICAL  ASSOCIATION 
BALANCE  SHEET 

December  31,  1969 

December  31 


ASSETS 

Operating  Fund — 

1969 

1968 

General  Business 
Reserve  Fund:  (Savings, 

$ 55,901.77 

$ 64,544.64 

Investments,  Bonds) 
Student  Education  Fund- 

265,385.01 

249,960.60 

Cash 

9,154.26 

17,607.43 

(Notes  Due) 

59,600.00 

36,785.00 

Memorial  Trust  Fund 

1,749.29 

1,698.02 

Building  Fund 
Property  Fund — Fixed 
Assets  (Land,  Building, 
Equipment — Less 

16,011.15 

10,369.99 

Depreciation) 

LIABILITIES 

113,082.06 

114,331.97 

Accounts  Payable 

$ 228.32 

$ 228.32 

Accrued  Payroll  Taxes 

1,577.50 

1,452.78 

“The  Board  of  Trustees  welcomes  the  op- 
portunity to  present  an  accounting  of  its 
stewardship  of  the  financial  affairs  of  the 
Association.  The  Trustees  are  apprised 
quarterly  of  the  income  and  expense  status 
of  our  fiscal  transactions,  and  monthly  sum- 
maries of  income  and  expenditures  are 
carefully  examined  by  your  Treasurer.” 

THE  REFERENCE  COMMITTEE— A,  stated  that,  "The 
Treasurer's  financial  statement  is  concise  and  gives  a thor- 
ough report  on  the  financial  status  of  our  Association.  A 
breakdown  of  income  and  expenditures  for  1969  is  included 
on  the  last  page  of  this  report." 

THE  HOUSE  accepted  the  report. 

Report  of  the  Council 

B.  G.  Mitchell,  M.D.,  Chairman 

The  report  pointed  out  that  the  entire 
area  of  the  corporate  practice  of  medicine 
was  given  special  consideration  by  the 
Council  during  the  past  year,  and  it  was 
generally  conceded  that  the  involved  spe- 
cialty societies  would  continue  as  an  active 
stimulus  for  its  members  to  comply  with 
the  request  of  the  House  of  Delegates  of 
the  Tennessee  Medical  Association. 

The  Council  was  greatly  concerned  with 
the  inadequate  reporting  of  conditions 
throughout  the  State,  as  the  Secretaries 
of  most  of  the  County  Medical  Societies 
have  failed  to  supply  information  to  their 
Councilor.  Of  the  reports  received,  there 
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was  only  one  case  of  suspension,  and  in  one 
case  a County  Society  recommended  the 
cancellation  of  a narcotic  stamp  of  one  of 
its  members.  The  report  stated  that  the 
apparent  high  standards  of  ethics  and  con- 
duct by  physicians  of  the  State  was  not 
sufficient  to  keep  down  many  grievances 
and  utilization  matters.  The  report  stated 
that  it  would  seem  incredulous  that  such 
attacks  should  occur  without  proper  consul- 
tation with  an  association  which  represents 
approximately  95%  of  the  practicing  phy- 
sicians of  the  State. 

The  report  stated  that  certain  specialty 
physicians  are  gradually  separating  their 
professional  services  from  the  technical 
operation  of  individual  hospitals  across  the 
State.  Methods  of  billing  remain  a rather 
consistent  problem  and  one  which  is  still 
unresolved.  The  Council  has  restated  its 
position  of  the  necessity  of  separate  billing, 
and  it  is  in  this  direction  that  we  must  pro- 
ceed. It  was  pointed  out  that  within  the 
next  year,  it  is  hoped  that  the  entire  prob- 
lem will  be  completely  resolved.  The  Coun- 
cil pointed  out  that  there  has  been  a marked 
increase  in  the  activities  of  privately  owned 
hospitals  in  the  State,  and  these  institutions 
could  undoubtedly  pose  a threat  to  restric- 
tions on  physicians  in  the  corporate  prac- 
tice of  medicine. 

The  report  further  stated  that  a review 
of  last  year’s  report  revealed  a mounting 
concern  on  the  part  of  the  Council  of  over- 
utilization of  medical  services  by  a limited 
number  of  physicians  in  the  State.  Over- 
utilization is  a violation  of  medical  ethics, 
and  as  such  comes  within  the  sphere  of  con- 
trol of  the  Council.  It  was  also  pointed  out 
that  the  attempt  made  by  the  President  of 
the  Association  to  mobilize  the  Council  at 
the  local  level,  and  to  place  them  in  a po- 
sition of  early  detection  of  over-utilization 
practices. 

The  report  stated  that  perhaps  the  most 
serious  problem  facing  the  Association  is 
that  of  Drug  Abuse.  Drug  Abuse  is  one  of 
the  many  manifestations  of  moral  decadence 
of  the  society  and  unfortunately  the  Coun- 
cil has  encountered  entirely  too  many  in- 
stances of  physician  participation  in  these 
abuses.  Illegal  traffic  in  drugs  perpetrated 
and  participated  in  by  a physician  surely 
must  be  the  most  heinous  violation  of  medi- 


cal ethics  in  our  profession,  and  those  who 
would  knowingly  participate  not  only 
should  be  expelled  from  the  Association 
but  active  proceedings  should  be  instituted 
to  revoke  their  license. 

THE  REFERENCE  COMMITTEE — A,  on  the  report  of  the 
Council  commented:  The  Council  gives  an  account  of  the 

activities  during  the  past  year  and  concludes  the  opinion 
that,  The  prime  function  and  purpose  of  the  Tennessee 
Medical  Association  is  to  serve  the  public  welfare  and 
citizens  of  this  State  by  providing  health  services  of  the 
highest  standards  and  maintaining  dignity,  competence  and 
compassion  for  a God-ordained  art  which  has  been  be- 
stowed upon  us'." 

THE  HOUSE  accepted  the  report. 

Supplemental  Report  of  the  Council 

B.  G.  Mitchell,  M.D.,  Chairman 

The  Chairman  of  the  Council  presented 
a supplemental  report  of  a special  session 
of  the  Council  conducted  on  April  2,  1970. 
All  members  of  the  Council  were  present 
in  Nashville  for  the  meeting  conducted  in 
the  Third  National  Bank  Building. 

The  purpose  of  the  meeting  was  to  con- 
sider the  findings  of  the  Utilization  Review 
Committee  of  the  Tennessee  Medical  As- 
sociation with  respect  to  the  alleged  un- 
ethical conduct  of  Dr.  John  Calvin  Miller, 
Madisonville,  Tennessee,  in  over-charging 
and  over-utilization  of  medical  services. 

The  Council  studied  the  recommendations 
and  findings  of  the  Utilization  Review  Com- 
mittee, wherein  it  had  been  found  that  Dr. 
Miller  had  over-utilized  and  over-charged 
for  medical  services.  This  had  been  found 
for  the  years  1968  and  1969,  such  findings 
reported  by  the  Monroe  County  Medical 
Society. 

The  Council  also  found  that  the  level  of 
charges  for  professional  services  were  above 
those  which  are  usual  and  customary  in 
rural  areas,  and  could  not  be  justified  on 
the  basis  of  cost.  The  Council  also  found 
that  over-utilization  seemed  apparent  by  an 
over  use  of  injectable  drugs  not  only  in 
duplication  but  in  their  flagrant  use  as  a 
matter  of  choice  over  simpler  and  safer  use 
of  oral  medication. 

At  the  special  Council  meeting,  Dr.  Miller 
was  present  and  was  represented  by  legal 
counsel. 

The  TMA  Council,  in  executive  session 
following  the  hearing,  adopted  a motion 
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that  was  unanimously  passed,  to  recom- 
mend to  the  House  of  Delegates  that  Dr. 
John  Calvin  Miller  be  suspended  from  mem- 
bership in  the  Tennessee  Medical  Associ- 
ation for  a period  of  two  years,  the  effective 
date  of  suspension  to  be  the  date  of  action 
of  the  House  of  Delegates. 

Dr.  Mitchell  moved  that  the  House  of 
Delegates  accept  this  supplemental  report 
and  act  upon  the  recommendations  of  the 
Council. 

The  recommendation  was  not  referred  to 
a Reference  Committee  and  the  action 
called  for  the  House  of  Delegates,  as  a 
whole,  to  determine  this  matter. 

Following  the  motion,  there  was  discus- 
sion from  a representative  of  the  Monroe 
County  Medical  Society,  after  which  the 
question  was  called  for  and  the  House  of 
Delegates  unanimously  adopted  the  rec- 
ommendation of  the  Council  calling  for 
suspension  of  Dr.  Miller  as  a member  for 
a period  of  two  years,  effective  April  8, 
1970. 

Report  of  the  Executive  Director 
J.  E.  Ballentine 

Increase  in  volume  is  again  the  keynote 
for  headquarters  activity.  The  annual  re- 
port of  the  Executive  Director  is  an  ac- 
counting of  major  activities  since  the  meet- 
ing of  the  House  in  April,  1969.  The  usual 
work  of  the  headquarters  office  was  often 
interrupted  by  sudden,  unexpected  turns 
of  events  which  demanded  immediate  con- 
sultations and  rapid  determinations. 

A year  ago,  we  were  concerned  with 
comprehensive  health  planning;  regional 
medical  programs;  more  government  regu- 
lations; and  were  still  in  the  development 
stages  of  Medicaid.  Today  we  have  been 
stressing  peer  review,  cost  of  illness,  Medi- 
care and  Medicaid,  payments  to  physicians, 
the  inequities  of  malpractice  suits,  and  legis- 
lative issues  and  press  relations. 

In  order  to  expedite  the  business  of  the 
Association,  the  staff  must  be  flexible  and 
dedicated  to  carry  out  the  policy  decisions 
established  by  this  Association.  Events  of 
the  past  few  years  have  multiplied  and 
magnified  the  increasing  complex  issues  in 
which  the  TMA  has  been  involved  on  a 
daily  basis.  The  trend  promises  to  continue 
— at  an  accelerated  rate. 


To  meet  the  short-term  and  long-range 
challenges  facing  us,  innovations  must  be 
an  ever  present  facet  of  the  administrative 
process.  Responsibilities  within  the  staff 
are  being  constantly  reviewed  to  assure 
maximum  effectiveness. 

A sampling  of  TMA’s  activities  and  proj- 
ects are  in  the  field  of  public  service,  socio- 
economics and  health  care,  hospital  prob- 
lems, corporate  practice,  legislation,  ethics 
nursing,  governmental  health  programs,  and 
others.  Medicaid  has  been  a tremendous 
problem  in  Tennessee  during  the  past  year. 
The  report  stated  that  practically  every 
member  of  the  Tennessee  General  Assembly 
had  been  contacted  in  advance  of  the  As- 
sembly sessions  by  a staff  member  to  ac- 
quaint him  with  TMA’s  program. 

It  was  pointed  out  that  the  staff  is  in- 
volved in  many  unpredictable  duties  that 
take  untold  man  hours  to  determine.  Public 
grievances  are  one  of  the  major  items  that 
have  grown  tremendously  during  the  past 
year.  Others  include  physician  placement, 
cult  problems,  membership  misunderstand- 
ings and  insurance  plans.  The  Annual  Meet- 
ing and  session  of  the  House  of  Delegates 
is  another  project  requiring  almost  year 
round  attention.  Inflation  presents  a prob- 
lem in  conducting  the  meeting  of  an  Associ- 
ation of  this  size  and  the  cost  is  rapidly 
growing. 

The  report  outlined  the  work  involved 
with  the  financial  management  of  the  As- 
sociation’s affairs.  The  Executive  Director’s 
report  summarized  the  actions  taken  toward 
the  enlargement  of  the  headquarters  build- 
ing and  steps  being  put  into  effect  to  bring 
this  about.  Approximately  4,400  square  feet 
will  be  contained  in  the  new  addition. 

Other  activities  included  implementing 
policies  and  approved  programs  of  the 
House  of  Delegates,  Board  of  Trustees, 
Officers,  Council  and  Committees;  adminis- 
tration and  field  liaison;  communications- 
legislation-publications-exhibits-  and  pro- 
motions. 

The  report  included  activities  in  com- 
munications and  a membership  report.  Also 
included  was  a statistical  distribution  of 
physicians  in  Tennessee,  a new  feature  in 
the  annual  report  of  the  Executive  Director. 

Details  as  to  advertising  and  cost  of  pro- 
ducing the  JOURNAL  were  presented  along 
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with  a list  of  major  activities  including 
long-range  planning,  working  with  inter- 
mediaries for  Medicare  and  Medicaid;  ef- 
forts to  get  physicians  on  hospital  govern- 
ing boards;  continuing  medical  education 
and  providing  expended  group  insurance 
programs  for  TMA  members. 

The  report  concluded  by  stating  that  staff 
responsibilities  are  established  in  such  a 
way  that  will  provide  the  appropriate  staff 
member  with  the  training  and  direction  to 
handle  the  responsibilities  assigned.  The 
complement  of  the  staff  continues  at  the 
same  level  and  number  as  the  previous 
year.  Every  effort  is  maintained  to  be  real- 
istic in  retaining  competent  staff  personnel 
with  experience  and  knowhow,  rather  than 
to  have  them  leave  the  Association’s  em- 
ployment for  positions  with  higher  remu- 
neration. This  is  most  important  in  today’s 
scarce  market  for  capable  personnel. 

The  report  concluded  with  a reminder 
to  the  Association  of  several  disciplines  that 
will  be  becoming  more  involved  with  the 
practice  of  medicine.  These  are  challenges 
to  physicians  and  consideration  should  be 
carefully  taken  now  to  these  coming  events. 
The  report  concluded  with  an  expression 
of  appreciation  to  the  Officers,  Board  of 
Trustees,  and  Committees  for  their  advice, 
time  and  cooperation  with  the  staff. 

THE  REFERENCE  COMMITTEE — A,  commented:  "In  the 
report,  the  Executive  Director  summarizes  the  activities  of 
the  administrative  staff  of  TMA  headquarters,  reviewing 
their  major  activities  during  the  year.  He  gives  us  an 
interesting  statistical  distribution  of  physicians  in  Tennessee 
and  alerts  us  to  the  changes  which  will  affect  us  all  in  the 
future." 

THE  HOUSE  accepted  the  report. 

Reports  of  Standing  Committees 

The  following  Standing  Committees  made 
reports  to  the  House  of  Delegates.  They 
were: 

— Scientific  Work  and  Post-Graduate  Education, 
Harry  A.  Stone,  Chairman 
— Editorial  Board,  R.  H.  Kampmeier,  Chairman 
— Committee  of  Hospitals,  A.  Roy  Tyrer,  Jr., 
Chairman 

— Liaison  Committee  to  the  Public  Health  De- 
partment, William  A.  Hensley,  Chairman 
— Legislative  and  Public  Policy  Committee,  Morse 
Kochtitzky,  Chairman 

— Committee  on  Group  Insurance,  William  T. 
Satterfield,  Sr.,  Chairman 


—Committee  on  Cancer,  B.  F.  Byrd,  Jr.,  Chair- 
man 

— Committee  on  Memoirs,  Henry  L.  Douglass, 
Chairman 

—Communications  and  Public  Service  Commit- 
tee, O.  M.  McCallum,  Chairman 
— Rural  Health  Committee,  Julian  C.  Lentz,  Jr., 
Chairman 

The  above  Committee  Reports  were  re- 
ferred to  the  appropriate  Reference  Com- 
mittees and  acted  upon. 

Standing  Committees  not  reporting  were: 

— Committee  on  Health  Insurance,  Charles  M. 
Hamilton,  Chairman 

— Advisory  Committee  to  the  Department  of 
Public  Welfare,  Lamb  B.  Myhr,  Chairman 
— Mediation  Committee,  G.  Baker  Hubbard, 
Chairman 

— Committee  on  Tennessee  Medical  Foundation, 
Charles  A.  Trahern,  Chairman 

All  reports  of  Standing  Committees  that 
reported  to  the  House  are  on  record  and 
are  part  of  the  official  transactions  of  the 
House  of  Delegates,  and  are  filed  in  the 
headquarters  office. 

Reports  of  Special  Committees 

The  reports  of  Special  Committees  report- 
ing to  the  House  of  Delegates  were: 

— Committee  on  Emergency  Medical  Services, 
C.  Robert  Clark,  Chairman 
— Committee  on  Environmental  and  Occupational 
Health,  James  J.  Lawson,  Jr.,  Chairman 
— Advisory  Committee  to  the  Woman’s  Auxiliary, 
James  W.  Ellis,  Chairman 
— Committee  on  Mental  Health,  Frank  W.  Ste- 
vens, Chairman 

— Committee  on  Health  Project  Contest,  Law- 
rence L.  Cohen,  Chairman 
— Tennessee  Committee  for  American  Medical 
Education  and  Research  Foundation,  Thomas 
J.  Ellis,  Chairman 

— Committee  on  Sight  Conservation,  Ira  L.  Ar- 
nold, Chairman 

— Interprofessional  Liaison  Committee,  William 
H.  Edwards,  Chairman 

— Committee  on  Youth  and  Education,  Joe  E. 
Tittle,  Chairman 

— Committee  on  Medicine  and  Religion,  Ira  L. 
Arnold,  Chairman 

— Committee  on  Rehabilitation,  James  C.  Gard- 
ner, Chairman 

— Committee  on  Governmental  Medical  Services, 
Tom  E.  Nesbitt,  Chairman 
— Utilization  Review  Committee,  R.  H.  Kamp- 
meier, Chairman 

— Committee  on  Regional  Medical  Programs, 
W.  O.  Vaughan,  Chairman 
— Liaison  Committee  to  Medical  Schools,  C. 
Gordon  Peerman,  Chairman 
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— Committee  on  Comprehensive  Health  Plan- 
ning, Edward  W.  Reed,  Chairman 
— Committee  on  Continuing  Medical  Education, 
R.  H.  Kampmeier,  Chairman 

All  Special  Committees  submitting  re- 
ports to  the  House  of  Delegates  were  re- 
ferred to  the  appropriate  Reference  Com- 
mittees and  acted  upon  by  the  House. 

Copies  of  all  Special  Committees  are  a 
part  of  the  official  records  as  transactions 
of  the  Annual  Session,  and  are  on  file  in 
the  Tennessee  Medical  Association’s  head- 
quarters. 

Only  one  Special  Committee  did  not  make 
a report.  Having  no  business  to  be  con- 
sidered, the  Claims  Review  Committee  did 
not  report.  Charles  M.  Hamilton  was  Chair- 
man. 

Special  Reports 

President — Woman’s  Auxiliary  to  TMA, 
Mrs.  J.  Ralph  Rice,  President 

AMA  Delegation,  Tom  E.  Nesbitt,  Chair- 
man 

TMA  Student  Education  Fund,  John  H. 
Burkhart,  Chairman 

Also,  a short  report  was  given  by  Dr. 
Charles  C.  Smeltzer,  a member  of  the  Medi- 
cal Board  of  the  Blue  Cross-Blue  Shield  of 
Tennessee.  He  reported  on  the  activities 
and  relationships  between  TMA  and  Blue 
Cross-Blue  Shield. 

These  special  reports  were  submitted  to 
the  appropriate  Reference  Committees  and 
acted  upon.  All  are  on  file  in  the  head- 
quarters office. 

The  Chairman  of  the  Board  of  IMPACT 
gave  an  informational  report  to  the  House. 

Special  Ad  Hoc  Committee  of  the  House  of 
Delegates — Expansion  of  the  Board  of  Trustees 

J.  Malcolm  Aste,  M.D.,  Chairman 

“At  the  meeting  of  this  House  of  Dele- 
gates in  April,  1969,  Resolution  No.  11-69 
was  introduced  by  the  Chattanooga-Hamil- 
ton  County  Medical  Society,  recommending 
that  a study  be  made  for  the  expansion  of 
the  Board  of  Trustees.  This  resolution  called 
for  a study  committee  of  this  House  to  be 
appointed  by  the  Speaker  to  study  the  feasi- 
bility of  expanding  the  Board  of  Trustees 
to  the  extent  of  one  additional  trustee  to 
serve  on  the  Board  from  each  Grand  Di- 
vision of  the  State.  The  terms  would  be  for 


three  years.  This  Committee  was  appointed 
consisting  of  Drs.  Charles  A.  Trahern  of 
Clarksville;  Gilbert  A.  Rannick,  Johnson 
City;  Joseph  L.  Willoughby,  Franklin,  and 
David  P.  McCallie  of  Chattanooga,  and  my- 
self as  chairman. 

The  Ad  Hoc  Committee  met  on  October 
30,  1969,  for  the  purpose  of  studying  the 
present  size  of  the  Board  of  Trustees,  and 
any  advantages  to  be  gained  by  expanding 
the  Board.  Some  members  of  the  Commit- 
tee felt  that  the  Board  as  presently  consti- 
tuted represented  all  areas  of  the  state,  and 
was  large  enough  to  conduct  the  work  of 
the  Association.  There  was  a strong  point 
of  view  that  better  representation  through- 
out the  state  should  be  attained  principally 
for  better  communication  with  the  mem- 
bership. 

There  were  views  expressed  by  members 
of  the  Committee,  and  consideration  was 
given  to  the  suggestion  that  the  metro- 
politan medical  societies  that  contain  a 
large  percent  of  the  TMA  membership, 
should  be  allowed  to  have  more  than  one 
member  of  the  Board  of  Trustees  from  their 
respective  societies.  However,  it  was  the 
final  conclusion  of  the  members  of  this 
Committee  that  for  the  sake  of  unity  among 
all  of  the  county  medical  societies,  that  it 
should  remain  as  presently  exists  in  the 
Constitution  and  By-Laws,  so  that  only  one 
Trustee  would  be  elected  from  any  one 
county  medical  society. 

The  Committee  thoughtfully  considered 
the  fact  that  the  Board  could  become  too 
large  and  therefore  become  unwieldly.  It 
was  for  this  reason  that  the  Committee 
reached  a compromise,  and  is  recommend- 
ing that  the  position  of  the  Secretary  of 
the  Association  be  eliminated.  Since  the 
Board  of  Trustees  elects  the  Treasurer  of 
the  Association  from  among  the  elected 
Trustees,  the  Committee  recommends  that 
the  office  of  Secretary  be  combined  with 
that  of  the  Treasurer  and  to  hereafter  be- 
come the  office  of  Secretary-Treasurer. 

With  this  agreement,  your  Ad  Hoc  Com- 
mittee adopted  a recommendation  that  the 
Board  of  Trustees  be  expanded  by  adding 
one  additional  Trustee  from  each  of  the 
three  Grand  Divisions  of  the  State.  This 
would  then  make  the  Board  which  is  now 
comprised  of  11  members,  consist  of  13 
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members  of  the  Board  of  Trustees.  The 
Board  would  then  consist  of  nine  elected 
Trustees  with  four  other  members  of  the 
Board  being  the  principal  officers  of  the 
Association,  namely  the  President,  Presi- 
dent-Elect, Past  President,  and  Speaker  of 
the  House  of  Delegates. 

Your  Ad  Hoc  Committee  recommends 
that  the  office  of  Vice-Speaker  of  the  House 
remain  as  it  is  at  present.  The  Vice-Speaker 
meets  with  the  Board  of  Trustees  at  all 
sessions,  but  does  not  have  a vote. 

Mr.  Speaker,  your  Ad  Hoc  Committee 
recommends  that  the  above  recommenda- 
tions be  adopted,  and  in  order  to  effectuate 
this  recommendation,  your  Committee  is 
introducing  as  a part  of  this  report,  two 
amendments  to  the  Constitution  which  are 
Amendments  Nos.  CA — 2-70  and  CA — 3-70. 
Also,  three  additional  amendments  are 
necessary  to  the  By-Laws  and  your  Com- 
mittee is  introducing  Amendments  Nos.  BA 
-5-70;  BA— 6-70,  and  BA— 7-70.  If  the 
House  approves  these  amendments  to  the 
Constitution  and  By-Laws,  the  Board  of 
Trustees  would  then  be  enlarged  to  include 
one  additional  elected  Trustee  from  each  of 
the  Grand  Divisions  of  the  State,  making 
each  grand  division  represented  by  three 
elected  Trustees  in  addition  to  the  Officers 
of  the  Association.  The  Board  would  there- 
after be  comprised  of  13  members. 

THE  REFERENCE  COMMITTEE  on  Amendments  to  the 
Constitution  and  By-Laws  stated  that:  "The  report  of  this 
Committee  has  been  reviewed  carefully  by  the  Reference 


Committee.  We  wish  to  commend  this  Committee  on  the 
work  they  have  done  and  the  report  they  have  made.  It  is 
recommended  that  this  Committee  report  be  received  and 
filed." 

THE  HOUSE  accepted  the  report. 

Health  Project  Contest  Winners 

The  Seventeenth  Annual  Health  Project 
Contest,  sponsored  by  the  Tennessee  Medi- 
cal Association  and  the  Woman’s  Auxiliary 
to  TMA,  was  again  considered  a success 
and  worthwhile  endeavor.  This  project  was 
under  the  direction  of  the  Health  Project 
Contest  Committee,  Chairmaned  by  Dr. 
Lawrence  L.  Cohen. 

Winning  entries  were: 

First  Place:  Boone’s  Creek  High  School,  Twelfth 
Grade  Health  Class,  Jonesboro — “Drugs  and 
Drug  Abuse” — $500.00 

Second  Place:  North  Nashville  High  School 

Science  Club,  Nashville — “Caution:  Tobacco 
May  Be  Hazardous  to  the  Health” — $300.00 
Third  Place:  Chattanooga  High  School,  Tenth 
Grade  Biology  Class,  Chattanooga — “Disease 
Surveys  (Disease  Detection)” — $200.00 
Fourth  Place:  Brainerd  Senior  High  School, 
Medical  Careers  Club,  Chattanooga — “Drugs — 
Uses  and  Abuses” — $150.00 
Fifth  Place:  Westwood  Junior  High  School,  Ninth 
Grade,  Manchester — “Alcoholism” — $100.00 
The  Fifth  Place  Award  is  presented  by 
the  Woman’s  Auxiliary  to  the  Tennessee 
Medical  Association. 

The  entries  covered  a variety  of  timely 
health  care  topics  and  reflected  a tremen- 
dous amount  of  work  expended  by  these 
students  and  their  sponsors. 


Abstract  of  the  Minutes  of  the  Meetings  of  the  Board  of 
Trustees,  Tennessee  Medical  Association-- 
Sheraton-Peabody  Hotel--Memphis,  Tennessee 
April  8 and  April  12,  1970 


The  Board  of  Trustees  of  the  Tennessee 
Medical  Association  held  two  meetings  dur- 
ing the  Annual  Meeting  in  Memphis.  The 
dates  of  the  meetings  were  Wednesday, 
April  8 and  Sunday,  April  12. 

The  principal  business  of  the  April  8 
meeting  was  to  hear  a report  and  discussion 
presented  by  Dr.  Paul  Teschan,  Director  of 
the  Tennessee  Mid-South  Regional  Medical 
Program. 


Dr.  Teschan,  in  addressing  members  of 
the  Board,  pointed  out  that  he  desired  close 
rapport  with  the  leadership  of  the  Ten- 
nessee Medical  Association  in  the  conduct 
of  the  RMP  Program.  He  stated  that  the 
key  reason  for  the  discussion  was  to  pre- 
sent his  ideas  for  the  maximum  help  for 
practitioners  in  rural  practice.  He  discussed 
problems  related  to  rural  practice  and  a 
rural  population.  He  stated  that  a health 
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care  plan  such  as  a consortium  for  rural 
areas  would  be  the  most  feasible  means  of 
moving  the  rural  practitioner  into  a better 
worked  out  method  for  rendering  care  for 
a greater  number  of  people.  Dr.  Teschan 
stated  that  if  health  care  is  going  to  re- 
main in  the  private  sector,  the  Tennessee 
Medical  Association  should  take  a leading 
position  in  the  RMP  Program. 

As  a result  of  this  discussion,  the  Board 
adopted  a motion  to  present  a resolution 
to  the  House  of  Delegates  calling  for  closer 
cooperation  between  TMA  and  the  Regional 
Medical  Program,  and  to  implement  in 
principal,  the  ideas  contained  in  Dr.  Te- 
schan’s  presentation.  This  resulted  in  Reso- 
lution No.  13-70  on  the  subject  of  Regional 
Medical  Programs,  presented  to  the  House 
of  Delegates  and  approved.  (Resolution  No. 
13-70  and  the  action  taken  is  a part  of  the 
Abstract  in  this  issue  of  the  JOURNAL.) 

Resume  of  the  Board  Meeting  of 
April  12,  1970 

Members  of  the  Board  present  were: 
Francis  H.  Cole,  M.D.,  Memphis 
William  T.  Satterfield,  Sr.,  M.D.,  Memphis 
R.  L.  DeSaussure,  M.D.,  Memphis 
Byron  O.  Garner,  M.D.,  Union  City 
Edward  G.  Johnson,  M.D.,  Chattanooga 
Morse  Kochtitzky,  M.D.,  Nashville 
Tom  E.  Nesbitt,  M.D.,  Nashville 
C.  Gordon  Peerman,  M.D.,  Nashville 

J.  J.  Range,  M.D.,  Johnson  City 
John  H.  Saffold,  M.D.,  Knoxville 
John  O.  Williams,  Jr.,  M.D.,  Mt.  Pleasant 

Also  attending  was  Dr.  R.  H.  Haralson, 
Jr.,  Maryville,  Vice  Speaker  of  the  House 
of  Delegates,  and  Mr.  Charles  L.  Cornelius, 
Jr.,  TMA  Attorney. 

Dr.  William  T.  Satterfield,  Sr.,  Memphis, 
was  named  Chairman  of  the  Board;  Dr. 
John  O.  Williams,  Jr.,  Mt.  Pleasant,  Vice 
Chairman;  and  Dr.  Morse  Kochtitzky,  Nash- 
ville, was  elected  Treasurer. 

The  following  were  nominated  and  elected 
to  compose  the  Committees  of  the  Board: 
Executive  Committee — Drs.  William  T. 
Satterfield,  Tom  E.  Nesbitt,  Morse  Koch- 
titzky, John  H.  Saffold,  Francis  H.  Cole; 
Finance  Committee — Drs.  Kochtitzky,  Nes- 
bitt, Satterfield;  Committee  on  Planning 
and  Development — Drs.  C.  Gordon  Peer- 


man,  Jr.,  Saffold,  Nesbitt,  Satterfield,  Byron 
O.  Garner,  Cole,  Charles  C.  Smeltzer;  Build- 
ing Committee — Drs.  Robert  L.  Chalfant, 
Saffold,  Satterfield;  Publications  Committee 
— Drs.  Addison  B.  Scoville,  Jr.,  James  M. 
Hudgins,  Harry  A.  Stone,  R.  H.  Kampmeier, 
ex-officio;  and  Mr.  J.  E.  Ballentine,  Execu- 
tive Director,  TMA,  ex-officio;  Ad  Hoc  Com- 
mittee on  Malpractice — Drs.  Satterfield, 
William  H.  Edwards,  John  R.  Nelson,  Jr., 
Arnold  Haber,  Jr.,  Harold  B.  Boyd,  Thomas 

K.  Ballard,  R.  L.  DeSaussure,  Greer  Ricket- 
son,  E.  Park  Niceley,  George  K.  Henshall, 
Jr.,  Chalfant,  B.  Tillman  Hall,  and  Charles 

L.  Cornelius,  Jr.,  TMA  Attorney;  Tennessee 
Committee  for  the  AMA-ERF — Drs.  Perry 

M.  Huggin,  Bennett  Y.  Cowan,  George  G. 
Young,  William  F.  Meacham,  William  T. 
Satterfield,  Jr.,  John  H.  Burkhart;  Memoirs 
Committee — Drs.  William  J.  Sheridan, 
Henry  L.  Douglass,  S.  Fred  Strain,  Sr.; 
Ad  Hoc  Committee  on  Licensure — Drs. 
Smeltzer,  Cole,  Saffold,  Kochtitzky,  David 
H.  Turner,  and  Mr.  Cornelius. 

The  Board  appointed  the  Division  Coordi- 
nators as  follows:  Dr.  J.  J.  Range — Division 
on  Scientific  Services;  Dr.  Byron  O.  Garner 
— Division  on  Legislation  & Governmental 
Medical  Affairs;  Dr.  Edward  G.  Johnson — 
Division  on  Health  Services  and  Socio-Eco- 
nomics; Dr.  C.  Gordon  Peerman — Division 
on  Communications  and  Public  Service;  and 
Dr.  John  O.  Williams — Division  on  Medical 
Education. 

The  Board  completed  appointments  to  the 
Standing  and  Special  Committees  of  the 
Association  for  1970-71  and  Nominated  Dr. 
Anne  Bolner,  Fayetteville,  to  fill  a vacancy 
on  the  IMPACT  Board. 

New  Business 

(1)  The  Board  considered  the  final  plans 
for  expansion  of  the  headquarters  building 
as  presented  by  the  Executive  Director.  The 
Board  authorized  the  Building  Committee 
to  proceed,  recommending  that  the  Com- 
mittee not  exceed  the  maximum  of  ex- 
penditures beyond  that  approved  by  the 
Board  for  new  construction. 

(2)  Submitted  three  physicians  names  to 
the  Governor  for  subsequent  appointment 
of  one  for  the  Tennessee  State  Board  of 
Examiners  for  Nursing  Home  Administra- 
tors. (Nominees  were:  Drs.  M.  F.  Langston, 
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Chattanooga;  Harry  Helm,  Columbia;  Saul 
Siegel,  Memphis.) 

(3)  Approved  and  adopted  the  First  Quar- 
ter Financial  Statement  for  TMA  Fiscal 
Operations,  and  approved  a grant  to  the 
Student  American  Medical  Association 
Chapter  at  the  University  of  Tennessee. 

(4)  The  Board  held  considerable  discussion 
concerning  the  Tennessee  Medical  Founda- 
tion, its  status  and  future  activities.  The 
Board  also  considered  the  purpose  and  ac- 
tivities of  the  Foundation. 

ACTION:  A motion  was  made  and  seconded, 
that  since  the  Board  of  Trustees  is  required 
to  appoint  the  Tennessee  Medical  Founda- 
tion Committee,  and  the  fact  that  the  Com- 
mittee then  becomes  the  Board  of  Directors 
of  the  Tennessee  Medical  Foundation,  that 
the  Board  of  Trustees  of  TMA  name  the 
following  nine  members  of  the  Board  to 
become  the  Committee  on  Tennessee  Medi- 
cal Foundation.  The  motion  was  passed. 
The  Foundation’s  committee  was  to  be 
composed  of  Drs.  Francis  H.  Cole,  Mem- 
phis; William  T.  Satterfield,  Sr.,  Memphis; 
R.  L.  DeSaussure,  Memphis;  Byron  O.  Gar- 
ner, Union  City;  Edward  G.  Johnson, 
Chattanooga;  C.  Gordon  Peerman,  Nash- 
ville; J.  J.  Range,  Johnson  City;  John  H. 
Saffold,  Knoxville;  John  O.  Williams,  Jr., 
Mt.  Pleasant. 

(5)  The  Board  determined  that  advertising 
in  the  JOURNAL  of  the  Association  would 
continue  its  policy  in  not  accepting  adver- 
tising from  lay-operated  clinical  labora- 
tories. 

(6)  Accepted  a report  from  Dr.  Satterfield, 
Chairman  of  the  Ad  Hoc  Committee  on 
Malpractice.  The  Board  approved  three  rec- 
ommendations as  submitted,  which  are  as 
follows: 

— TMA  will  develop  and  have  introduced  a 
resolution  requesting  the  General  Assembly 
to  act  on  it  for  the  purpose  of  having  the 
Legislative  Council  to  study  the  spiraling 
cost  of  medical  malpractice  insurance  in 
Tennessee,  the  resolution  to  be  drawn  by 
the  TMA  attorney. 

— The  TMA  Legislative  Committee  will  be 
requested  to  determine  the  feasibility  of 
a law  requiring  the  plaintiff  to  put  up  a 
bond  when  bringing  suit  against  a phy- 
sician, with  the  understanding  that  the 


bond  will  be  forfeited  if  the  case  is  found 
to  be  frivolous. 

— The  Chairman  will  discuss  with  represen- 
tatives of  the  Tennessee  Hospital  Associ- 
ation, the  development  of  a mechanism  of 
joint  arbitration  when  both  the  physician 
and  a hospital  is  involved  in  malpractice 
litigation. 

(7)  The  Board  acted  upon  and  referred  to 
the  Legislative  Committee,  Resolution  No. 
7-70,  presented  in  the  House  of  Delegates 
and  referred  to  the  Board  of  Trustees  for 
action. 

(8)  The  Board  also  considered  the  action 
taken  on  the  Communications  and  Public 
Service  Committee  by  the  House  of  Dele- 
gates, wherein  this  report  was  referred  to 
the  Board  of  Trustees  for  study  and  con- 
sideration of  establishing  a public  relations 
program,  even  if  it  required  an  increase  in 
administrative  staff.  The  action  included 
requesting  the  Communications  and  Public 
Service  Committee  to  be  more  active  in 
developing  a positive  program.  The  Board 
adopted  the  motion  that  after  each  meet- 
ing of  the  Board  of  Trustees,  that  pertinent 
news  that  could  be  released  should  be  ap- 
proved by  the  President  and  the  Board 
Chairman,  and  a statement  be  prepared  and 
released  to  the  news  media  in  the  various 
areas  of  the  State  over  the  name  of  the 
Officer  or  Trustee  from  that  particular  area. 

(9)  Approved  Annual  Meeting  dates  for 
1973,  the  meeting  to  be  held  in  Memphis  on 
April  11-12-13  and  14.  Relative  to  this  dis- 
cussion, the  Board  heard  comments  from 
Dr.  Johnson  requesting  that  several  mem- 
bers had  brought  up  the  possibility  of 
changing  the  dates  of  the  Annual  Meeting, 
since  it  conflicted  with  several  national 
Special  Society  meetings.  No  action  was 
taken  by  the  Board. 

(10)  The  Board  considered  a letter  from 
Dr.  Eugene  Fowinkle,  Commissioner  of 
Public  Health,  relative  to  vacancies  occur- 
ring on  the  Board  of  Medical  Examiners. 
This  Board  is  appointed  by  the  Governor 
and  the  vacancies  occurring  on  the  Medi- 
cal Examiners  Board  were  outlined.  The 
TMA  President  was  delegated  to  consult 
with  the  Governor  concerning  these  ap- 
pointments as  recommended  by  the  Board. 

(11)  The  Board  considered  several  other 
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minor  matters  concerning  administrative 
matters  of  the  Association.  The  Board  de- 
termined that  the  Third  Quarter  1970  Board 
Meeting  will  be  conducted  on  July  12  at 
Turtle  Point,  Alabama. 


There  being  no  further  business,  the 
Board  adjourned  at  1:30  P.M. 

William  T.  Satterfield,  Sr.,  M.D., 
Chairman 

J.  E.  Ballentine,  Executive  Director 

❖ 


Abstract  of  the  Minutes  of  the  Meetings  of  the  Council, 
Tennessee  Medical  Association, 

Memphis,  Tennessee,  April  8 and  April  11,  1970 


The  Council  of  the  Tennessee  Medical 
Association  convened  April  8,  1970,  at  3:00 
P.M.,  in  the  Sheraton-Peabody  Hotel,  Mem- 
phis, for  the  purpose  of  reviewing  the  Coun- 
cil’s report  and  recommendations  to  the 
House  of  Delegates  of  the  Tennessee  Medi- 
cal Association. 

In  addition,  a Resolution  to  be  presented 
to  the  House  on  the  subject  of  “Peer  Re- 
view Committee”,  and  the  Resolution  rec- 
ommending appointment  of  the  Council  by 
the  President,  was  also  discussed  during 
this  session.  The  Council  adjourned  until 
April  11. 

The  Council  reconvened  on  April  11,  with 
the  Chairman,  Dr.  B.  G.  Mitchell,  presiding. 
Council  members  present,  in  addition  to 
Dr.  Mitchell,  were  Drs.  Alvin  S.  Crawford, 
J.  Marsh  Frere,  Jr.,  Edward  G.  Johnson, 
Claude  M.  Williams,  George  L.  Smith,  and 
Lee  Rush,  Jr.  Council  members  absent  were 
B.  K.  Hibbett,  III,  and  Laurence  W.  Jones. 

Dr.  Charles  C.  Smeltzer  attended  the 
Council  meeting  as  a guest.  Dr.  Smeltzer 
is  a member  of  the  AMA  Judicial  Council. 

The  business  considered  by  the  Council 
was: 

1.  Discussed  privately  owned  hospitals 
and  ethics  involved.  It  was  found  that 
many  privately  owned  hospitals  have  oper- 
ated ethically  in  the  past,  and  physicians 
owning  stock  in  such  a facility  are  not 
acting  in  an  unethical  manner. 

2.  Dr.  Mitchell  requested  assistance  from 


each  District  Council  member  to  keep  him 
informed  of  conditions  and  investigations 
of  unethical  practice  in  each  Councilor  dis- 
trict. 

3.  Dr.  Smeltzer  extended  an  invitation 
to  members  of  the  Council  to  attend  the 
meeting  of  the  AMA  Judicial  Council  in 
Chicago  in  June.  He  stated  that  the  latest 
edition  of  the  principles  of  medical  ethics 
would  be  published,  and  suggested  that 
medical  societies  obtain  copies  of  the  up- 
dated standards  for  medical  practice. 

4.  Indoctrination  programs  on  medical 
ethics  for  new  members  of  medical  societies 
prior  to  or  at  the  time  of  acceptance  to 
membership  was  discussed. 

5.  Dr.  B.  G.  Mitchell  and  Dr.  Lee  Rush, 
Jr.,  were  re-elected  Chairman  and  Secretary 
respectively,  of  the  Council  for  the  current 
year. 

6.  The  number  of  physicians  necessary  to 
form  a new  county  medical  society  was  dis- 
cussed. It  was  pointed  out  there  are  two 
societies  in  the  Second  District  with  five 
and  seven  members.  This  was  considered 
to  be  a relatively  small  number  to  compose 
a society  and  the  matter  was  discussed  be- 
cause applications  for  a new  medical  so- 
ciety must  be  approved  by  the  Council 
member  in  that  area  before  action  can  be 
taken  by  the  House  of  Delegates  of  TMA. 

The  Council  adjourned  at  12:30  P.M. 

Lee  Rush,  Jr.,  M.D.,  Secretary 
B.  G.  Mitchell,  M.D.,  Chairman 
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1970  TMA  Annual  Meeting-House  of  Delegates  Composition 
1st  Session:  April  8— 2nd  Session:  April  11 


EX-OFFICIO  MEMBERS 


First  Second 
OFFICERS  Session  Session 


President  Francis  H.  Cole  Present  Present 

President-Elect Tom  E.  Nesbitt  Present  Present 

Vice-President Joe  T.  Tittle  Present  

Vice-President Wm.  H.  Edwards  Present  Present 

Vice-President  Charles  N.  Hickman  

Secretary C.  Gordon  Peerman  Present  Present 

Speaker  R.  L.  DeSaussure  Present  Present 

Vice-Speaker R.  H.  Haralson,  Jr.  Present  Present 

ELECTED  TRUSTEES 

East  Tennessee  ....  J.  J.  Range  Present  Present 

East  Tennessee  . . . John  H.  Saffold  Present  Present 

Middle  Tennessee  . Robert  L.  Chalfant  Present  Present 

Middle  Tennessee  . . John  O.  Williams,  Jr.  Present  Present 

West  Tennessee  . . Byron  O.  Garner  Present  Present 

West  Tennessee  ...  Wm. T. Satterfield, Sr.  Present  Present 

AMA  DELEGATES  AND  ALTERNATES 
Delegate  to  AMA  . . . John  H.  Burkhart  Present  Present 

Delegate  to  AMA  ...  Bland  W.  Cannon  Present  Present 

Delegate  to  AMA  . . . Tom  E.  Nesbitt  Present  Present 

Delegate  to  AMA  . . . Wm.  O.  Vaughan  Present  Present 


Alternate  Delegate  . Wm.  F.  Meacham  

Alternate  Delegate  . .Harmon  L.  Monroe  Present  Present 

Alternate  Delegate  . A.  Roy  Tyrer,  Jr.  

Alternate  Delegate  . .Julian  K.  Welch,  Jr.  Present  


PAST  PRESIDENTS 

Past  President  Edward  T.  Newell,  Jr.  Present  Present 

Past  President G.  Baker  Hubbard  Present  Present 

Past  President John  H.  Burkhart  Present  Present 

Past  President R.  H.  Kampmeier  Present  

COUNCILORS 

First  District  Alvin  S.  Crawford  Present  Present 

Second  District J.  Marsh  Frere,  Jt.  Present  Present 

Third  District  Edward  G.  Johnson  Present  Present 

Fourth  District Claude  M.  Williams  Present  Present 

Fifth  District George  L.  Smith  Present  Present 

Sixth  District  B.  K.  Hibbett,  III  

Seventh  District  . . . Carson  E.  Taylor  

Eighth  District Lee  Rush,  Jr.  Present  Present 

Ninth  District Laurence  W.  Jones  

Tenth  District B.  G.  Mitchell  Present  Present 

OTHERS 

Commissioner, 

Public  Health  ....  Eugene  W.  Fowinkle  Present  

Commissioner, 

Mental  Health  ...  Frank  H.  Luton  Present 


DELEGATES 


Present 

Present 

Present 


Present 

Present 

Present 

Present 


COCKE 


Present 

Present 

Present 


EAST  TENNESSEE  GRAND  DIVISION 
Countv  Society 

BLOUNT  J.  N.  Proffitt 

H.  T.  Vandergriff  (Alt.) 

BRADLEY Wm.  A.  Garrott 

CAMPBELL M.  L.  Davis 

CHATTANOOGA- 

HAMILTON  John  W.  Adams,  Jr. 

(Ait.) 

Thomas  L.  Buttram 
(Alt.) 

C.  Robert  Clark  (Alt.) 

Robert  G.  Demos 
Durwood  L.  Kirk 
David  P.  McCallie 
Paul  V.  Nolan 
Harry  A.  Stone 
David  H.  Turner 
Robert.  A.  Waters 

F.  M.  Vallentine 

CUMBERLAND Joe  K.  Wallace  (Alt.) 

GREENE  H.  H.  Henard 

HAMBLEN  J.  W.  Richardson 

HAWKINS  

KNOXVILLE 

ACADEMY Walter  H.  Benedict 

Jacob  T.  Bradsher 
Robt.  P.  Hornsby  (Alt.) 

Perry  M.  Huggin 
John  O.  Kennedy 
John  E.  Kesterson 
Travis  E.  Morgan 
Ira  S.  Pierce 
Charles  C.  Smeltzer 
John  H.  Wolaver  (Alt.) 

George  Zirkle 

McMINN  

MONROE F.  Houston  Lowry 

ROANE-ANDERSON  E.  C.  Cunningham 
Joe  E.  Tittle 

SCOTT Roy  McDonald 

SEVIER  Charles  L.  Roach 


Present 

Present 

Present 


Present 

Present 

Present 


Presen':  Present 


Present 

Present 


Present  Present 


P re  sen': 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

SULLIVAN- 
JOHNSON  

. . F. 

E.  Nicley 
Kent  Carter 

First 

Session 

E. 

Present 

B. 

Y.  Cowan 

Present 

WASHINGTON- 
CARTER-UNICOI  . 

. C. 

E.  Allen 

Present 

Nat  E.  Hyder  (Alt.) 

Present 

G. 

A.  Rannick 

Present 

T. 

P.  Potter 

MIDDLE  TENNESSEE  GRAND  DIVISION 


BEDFORD John  S.  Derryberry  Present 

BENTON- 

HUMPHREYS 

COFFEE  Ralph  L.  Brickell  Present 

NASHVILLE 

ACADEMY  Ben  J.  Alper  


J.  Sumpter  Anderson 

(Alt.)  

Russell  T.  Birmingham 

Robert  L.  Bomar  (Alt.)  Present 
George  W.  Bounds  Present 

B.  F.  Byrd,  Jr.  

James  W.  Ellis  Present 

James  H.  Fleming(Alt.)  Present 
James  W.  Hays  (Alt.)  Present 
Herman  J.  Kaplan  Present 
Armistead  Nelson  (Alt.)  Present 
Richard  Ownbey  (Alt.)  Present 
Eugene  M.  Regen,  Jr.  Present 
Louis  Rosenfeld  Present 

W.  O.  Tirrill,  III  (Alt.)  Present 
Frank  C.  Womack  Present 


DICKSON  Wm.  M.  Jackson  

FENTRESS  Guy  C.  Pinckley  

FRANKLIN  George  L.  Smith  Present 

Dewey  W.  Hood  (Alt.) 

GILES  Wm.  K.  Owen  Present 

HICKMAN-PERRY  ...Parker  D.  Elrod  

JACKSON  J.  S.  Johnson  Present 

LAWRENCE Boyd  P.  Davidson  

LINCOLN  Anne  U.  Bolner  Present 

MACON  C.  C.  Chitwood  

MARSHALL  Kenneth  J.  Phelps  Present 

MAURY Lawrence  R.  Nickell  .... 

Geo.  R.  Mayfield  (Alt.)  

MONTGOMERY B.  T.  Iglehart  

OVERTON  M.  E.  Clark  

PUTNAM  Thurman  Shipley  (Alt.)  Present 

ROBERTSON  Warren  G.  Hayes  

RUTHERFORD Carl  E.  Adams  Present 

SMITH  John  M.  Roe  

SUMNER  J.  R.  Blackshear  Present 

WARREN  J.  C.  Gaw  Present 

WHITE  Roberl  F.  B^ker  

WILLIAMSON  Joseph  Willoughby  Present 

R.  H.  Hutcheson  (Alt.)  Present 

WILSON  J.  C.  Bradshaw  (Alt.) 


WEST  TENNESSEE  GRAND  DIVISION 


CONSOLIDATED  ...  Thomas  K.  Ballard 

Max  A.  Crocker  (Alt.) 
James  H,  Donnell  (Alt.) 
Bobby  Higgs 
Montie  E.  Smith,  Jr. 

HENRY  E.  P.  Mobley 

MEMPHIS-SHELBY  . J.  Malcolm  Aste 
Howard  A.  Boone 
Harold  B.  Boyd 
Boyer  M.  Brady  (Alt.) 
R.  A.  Calandruccio 
Fenwick  W.  Chappell 
Erwin  M.  Cox  (Alt.) 
John  B.  Dorian  " - 

John  K.  Duckworth 
Cyrus  C.  Erickson  (Alt.) 
Eugene  W.  Gadberry 
C.  D.  Hawkes 
Jean  M.  Hawkes 
John  D.  Hughes 
Gilbert  J.  Levy  (Alt.) 
Robt.  P.  McBurney 
Tinnin  Martin 
Roland  H.  Myers 
John  D.  Peeples  (Alt.) 
John  D.  Pigott 
Henry  G.  Rudner,  Jr. 
Merlin  L.  Trumbull 
(Alt.) 

John  D.  Young,  Jr. 

NORTHWEST 


ACADEMY  J.  Kelley  Avery 

Wm.  O.  Murray 

TIPTON  Warren  A.  Alexander 

WEAKLEY 


Present 

Present 

Present 

Present 


Present 

Present 

Present 


Present 

Present 

Present 

"Preseht 

Present 


Present 

Present 

Present 

Present 

Present 


Present 

Present 

Present 


Present 


Present 

Present 

Present 


Second 

Session 


Present 

Present 

Present 


Present 


Present 


Present 

Present 


Present 

Present 

Present 

Present 


Present 

Present 

Present 

Present 

Present 

Present 


Present 

Present 


Present 


Present 


Present 

Present 

Present 

Present 

Present 

Present 

Present 


Present 


Present 


Present 

Present 

Present 


Present 

Present 


Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 

Present 


Present 

Present 

Present 

Present 

Present 


The  information  in  the  Roll  Call  was  taken  from  the  attendance  record  cards  signed  by  the  delegates  prior  to  the  meet- 
ings of  the  House,  April  8 and  11. 
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CATASTROPHE 


EXCESS  MILLION  DOLLAR  INSURANCE 

PROFESSIONAL  AND  PERSONAL 

APPROVED  BY:  TENNESSEE  MEDICAL  ASSOCIATION 


A.  residences  and  farms  owned  or  occupied,  including  those  owned 
by  relatives  or  wards. 

Required  Basic  Insurance— $50,000  personal  liability. 

B.  automobiles  owned,  hired  or  regularly  used  by  applicant  or 
residents  of  his  household.  (Include  all  land  motor  vehicles.) 

Required  Basic  Insurance— $100,000/300,000  bodily  injury  and 
$10,000  property  damage  or  $100,000  single  limit. 

c.  WATERCRAFT  under  26  feet  in  length  owned,  hired  or  used. 
Required  Basic  Insurance — $50,000. 

D.  AIRCRAFT 

Required  Basic  Insurance— $1,000,000  Single  Limit. 


Basic  charge  including  initial  residence  $35. 

Each  additional  residence  and  farm  $ 3. 

Initial  Auto  $20. 

For  each  additional  Auto  add  $11. 

Each  outboard  motorboat  25  HP  or  more  $ 9. 

Each  inboard  motorboat  over  50  HP  $9. 

All  other  boats  under  26  feet  Included 

Office  Premises  $ 5. 


(SEE  LEFT  FOR  EXPLANATION) 


E.  BUSINESS  PROPERTY  for  which  coverage  is  desired. 

Required  Basic  Insurance— $100,000/300,000  bodily  injury 
$10,000  property  damage  or  $100,000  single  limit. 

F.  PROFESSIONAL  LIABILITY 

Required  Basic  Insurance — $100,000/$300,000 
$25,000.00  Major  Medical  for  you  and  your  family— $10,000 
ductible  included  with  the  above— no  extra  premium. 

PROFESSIONAL  LIABILITY 

Required  Basic  insurance — $100,000/$300,000 

Class  1— PHYSICIANS  doing  no  surgery. 


Class 

1 

$ 

27. 

Class 

2 

$ 

35. 

Class 

3 

$ 

70. 

Class 

4 

$ 

88. 

Class 

5 

$106. 

UNKNOWN  LIABILITIES  are  covered  less  a $250.00 
deductible. 


Limits  of  Liability 


Class  2— PHYSICIANS  doing  minor  surgery  or  assisting  in  major 
surgery  on  own  patients. 

Class  3— SURGEONS — General  Practitioners  who  perform  major  sur- 
gery or  assist  in  major  surgery  on  other  than  their  own 
patients  and  specialists  hereafter  indicated: 

Cardiologists  (including  catheterization,  but  not  including 
cardiac  surgery) 

Ophthalmologists 

Proctologists 

Class  4 — SURGEONS— specialists 
Cardiac  Surgeons 

Otolaryngologists— No  Plastic  Surgery 
Surgeons— General  (Specialists  in  general  surgery) 
Thoracic  Surgeons 
Urologists 
Vascular  Surgeons 


Class  5— SURGEONS— specialists 
Anesthesiologists 
Neurosurgeons 
Obstetricians— Gynecologists 
Orthopedists 

Otolaryngologists— Plastic  Surgery 
Plastic  Surgeons 


A single  limit  of  $1,000,000  applies  to  each  occur- 
rence during  the  policy  period  except  that  Profes- 
sional Liability  Coverage  provides  a total  limit  for  all 
damages  during  each  policy  year  of  $1,000,000. 

If  you  desire  limits  of  liability  higher  than  $1,000,000 
you  can  increase  coverage  in  multiples  of  $1,000,000 
up  to  a maximum  of  $10,000,000. 

Underwritten  by: 

The  Statesman 
Insurance  Group 


FARRINGER  & CO. 
Knoxville  Branch 

918  State  Street 
Knoxville,  Tenn.  37902 


Phone  524-7335 


Administrators 


ELECTIONS— RESUME  OF  ACTIONS— TMA  HOUSE  OF  DELEGATES 

1970  ANNUAL  MEETING  ATTENDANCE— 844  . • . Total  physician  registration 
at  the  annual  meeting  conducted  in  Memphis,  April  8-11,  resulted  in  513 
doctors  in  attendance  who  are  members  of  TMA;  96  guest  physicians,  151 
exhibitors  and  84  members  of  the  Woman's  Auxiliary  to  TMA,  bringing  the 
total  attendance  to  844. 

NEW  OFFICERS  FOR  1970-71  . . . Installed  Dr.  Tom  E.  Nesbitt,  Nashville,  as 
President;  elected  Dr.  John  H.  Saffold,  Knoxville,  President-Elect; 
re-elected  Dr.  R.  L.  DeSaussure,  Memphis,  Speaker  of  the  House  of 
Delegates;  re-elected  Dr.  Robert  H.  Haralson,  Jr.,  Maryville,  as  Vice- 
Speaker  of  the  House  of  Delegates;  elected  Vice-Presidents:  Drs.  E.  Kent 
Carter,  Kingsport,  East  Tennessee;  William  K.  Owen,  Pulaski,  Middle 
Tennessee  ; and  J.  Kelley  Avery,  Union  City.  West  Tennessee  . • . 

Dr.  Morse  Kochtitzky,  Nashville,  elected  Secretary. 

>Jc  sf:  # # 

TRUSTEES  AND  COUNCILORS  . • . Elected  to  the  Board  of  Trustees  to  complete 
the  unexpired  term  of  Dr.  John  H.  Saffold  was:  Dr.  Edward  G.  Johnson, 

Chattanooga;  elected  to  the  Board  for  a three-year  term;  Dr.  C.  Gordon 
Peerman,  Jr.,  Nashville.  Dr.  Wm.  T.  Satterfield,  Sr.,  Memphis,  was 
named  Chairman  of  the  Board  of  Trustees,  and  Dr.  John  0.  Williams,  Jr., 
Mt.  Pleasant,  was  elected  Vice-Chairman  • • . MEMBERS  OF  THE  COUNCIL: 
Newly  elected  Councilors  were  Dr.  Harry  A.  Stone,  Chattanooga,  for  the 
Third  District,  and  Dr.  Kenneth  J.  Phelps,  Lewisburg,  for  the  Seventh 
District.  All  were  elected  for  two  year  terms  • . . Re-elected  for  two 
year  terms:  Drs.  Alvin  S.  Crawford,  Bristol,  First  District;  George  L. 
Smith,  Winchester,  Fifth  District,  and  Laurence  W.  Jones,  Union  City, 
Ninth  District. 

sjj  :{<  # 

AMA  DELEGATES  RE-ELECTED  ...  Dr.  John  H.  Burkhart,  Knoxville,  and  Dr. 

Tom  E.  Nesbitt,  Nashville,  were  re-elected  delegates  to  the  American 
Medical  Association.  Alternate  delegates:  Drs.  A.  Roy  Tyrer,  Jr., 

Memphis,  and  Harmon  L.  Monroe,  Erwin.  (Dr.  Monroe  is  now  deceased.) 

All  of  the  elections  were  for  two  year  terms  beginning  January  1,  1971. 

TWO  TENNESSEE  PHYSICIANS  HONORED  ...  Dr.  Robert  C.  Kimbrough,  Madison- 
ville,  was  elected  by  the  House  of  Delegates  to  receive  the  "Outstanding 
Physician-of-the-Year  Award"  for  1970  • . . Dr.  Maston  K.  Callison, 
Memphis,  was  selected  by  the  Board  of  Trustees  to  receive  the  "Distin- 
guished Service  Award"  for  his  many  contributions  to  medicine.  These 
awards  were  presented  at  the  President's  Banquet  on  the  evening  of  April 
10,  at  the  Sheraton-Peabody  Hotel. 


I 


RESOLUTIONS  ...  Adopted  a resolution  commending  Dr,  R.  H,  Hutcheson, 
former  Commissioner  of  Public  Health  in  the  State.  The  House  presented 
a framed  copy  of  the  resolution  as  a personal  momento  . . . Adopted  a 
resolution  to  establish  Peer  Review  Committees  on  the  state  and  county 
society  level,  such  committees  to  serve  as  appeal  bodies  from  the 
decisions  of  hospital  utilization  committees  at  the  county  level,  and  to 
serve  as  a primary  investigating  board  for  questions  of  over- 
utilization, over-charging  or  over-servicing  outside  of  hospitals. 

. • . Adopted  a resolution  designating  the  Tennessee  Medical  Association 
as  the  only  approving  body  for  Blue  Shield  Plans  in  Tennessee 
. . . Adopted  a resolution  urging  local  medical  societies  to  give 
support  and  enlist  physician  participation  in  local  comprehensive  health 
planning  programs,  particularly  involving  rural  communities  and  to  urge 
rural  representation  on  committees  • • . Adopted  a resolution  stating 
TMA's  desirability  for  Physician  Assistants  programs,  and  encourage 
institutions  of  higher  education  to  develop  such  programs  . • . Adopted 
a resolution  in  opposition  to  government  agencies'  efforts  to  take  over 
confidential  records  pertaining  to  patients  and  physicians  • . . 

Referred  to  the  Board  of  Trustees  and  Legislative  Committee  a resolution 
directing  the  establishment  of  a state  Eugenics  Board  . . . Tabled  a 
resolution  calling  for  changes  in  the  Tennessee  Medicaid  program  • . . 
Amended  and  adopted  a resolution  calling  for  re-examination  by  the 
Tennessee  Department  of  Public  Health  for  equal  fee  payments  throughout 
the  state  for  Medicare  and  Medicaid  patients  • . . Adopted  a resolution 
accepting  in  principle  the  recommendations  of  the  Joint  Commission  on 
Mental  Health  of  Children  . • • Adopted  a resolution  encouraging  insti- 
tutions of  higher  education  to  develop  new  health  career  programs  to 
follow  guidelines  of  the  AMA  Board  of  Trustees,  recently  adopted  • . . 
Adopted  a resolution  encouraging  the  Tennessee  Mid-South  Regional 
Medical  Program  to  assist  rural  physicians  in  their  practice  and  recruit 
other  physicians  for  service  in  these  areas,  and  to  continue  the  close 
liaison  with  TMA  for  RMP  programs  • . • Adopted  a resolution  calling  for 
representation  of  a physician  on  the  Board  of  Trustees  of  the  University 
of  Tennessee, 
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OFFICERS  REPORTS  . . . The  President,  Secretary,  the  Board  of  Trustees,  the 
Treasurer,  the  Council  and  the  Executive  Director  submitted  written 
reports  to  the  House. 
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COMMITTEE  REPORTS  . . . The  House  approved  the  report  of  the  TMA  Legis- 
lative Committee  outlining  major  areas  of  legislation  in  which  TMA  was 
involved  . . . Heard  the  Legislative  Committee  report  success  in 
amending  the  statutes  which  will  now  permit  graduates  of  foreign  medical 
schools,  who  have  become  citizens  of  the  United  States,  to  gain  license 
in  Tennessee  through  reciprocity,  and  the  committee  reported  its  success 
in  keeping  chiropractors  and  podiatrists  from  being  equated  with 
physicians  as  such  pertained  to  government  health  care  programs. 

The  Executive  Director  reported  that  construction  of  an  addition  to  the 
TMA  headquarters  building  of  4,400  square  feet  is  under  construction, 
sufficient  for  the  Association's  needs  for  the  foreseeable  future. 


Hadley  Williams,  Public  Service  Director 

TMA  LEGISLATIVE  COMMITTEE  VISITS  WASHINGTON  . . . Members  of  the  Legisla- 
tive Committee,  TMA  officers.  Metropolitan  Medical  Society  officers  and 
staff  composed  the  26-man  delegation  that  visited  the  Nation's  Capitol 
May  6th  to  meet  with  Tennessee’s  nine  Congressmen  and  two  Senators. 

All  but  one  member  of  the  Tennessee  congressional  delegation  attended  a 
Luncheon  hosted  by  TMA  in  the  new  Rayburn  Building.  Dr,  0.  Morse 
Kochtitzky  of  Nashville,  chairman  of  the  Legislative  Committee,  presided 
over  the  group  that  concluded  the  busy  one-day  visit  with  a tour  of  the 
new  Washington  office  of  the  American  Medical  Association.  (See  photo 
on  page  519) • 


MEDICAL  ASSISTANTS  ELECT  NEW  OFFICERS  ...  The  Medical  Assistants  Society 
of  Tennessee  conducted  their  Annual  Meeting  in  Gatlinburg  April  24-25 
and  Mrs.  Sue  McJunkin  of  Knoxville  was  installed  as  1970  President. 

More  than  100  members  of  the  organization  attended  the  meeting  which  saw 
Mrs.  Mickey  Maxwell  of  Maryville  named  President-Elect  and  Mrs.  Betty 
Wilson  of  Savannah  elected  as  Vice-President.  Elected  secretary  was 
Mrs.  Mary  Lou  Archer  of  Johnson  City  and  Mrs.  Ruby  Wolfe  of  Chattanooga 
was  named  treasurer  of  the  organization.  Dr.  Tom  E.  Nesbitt  of  Nash- 
ville, TMA  President,  was  a guest  speaker  at  the  Officer  Installation 
Banquet  (see  photo  on  page  521). 


PERSONAL  HEALTH  EXPENDITURES  . . . Recent  figures  from  the  Department  of 
Health,  Education  and  Welfare  show  that  physicians  received  23.3  per 
cent  of  the  Health  Care  dollar  expended  for  personal  health  care  during 
1968-69.  The  largest  share  went  for  hospital  care,  41.7,  with  drugs 
receiving  12.1  per  cent,  dentists  and  other  professionals  10.3,  nursing 
homes  4.5,  and  8.3  per  cent  went  for  administration.  Total  expenditures 
for  Medicare  show  that  hospitals  receive  65.1  per  cent  of  the  health 
dollar  and  physicians  22.6  while  nursing  homes  receive  6 per  cent,  other 
professionals  1.1  per  cent  and  administration  costs  represent  5 per 
cent.  The  breakdown  under  Medicaid  nationally  differs  even  more  with 
physician  services  representing  only  11.4  per  cent  of  the  total  expendi- 
tures. Hospital  care  under  Medicaid  represented  37.8  per  cent  of 
expenditures  and  nursing  homes  received  30.7  per  cent,  while  6.7  per 
cent  goes  for  drugs,  5.6  per  cent  for  dental  services,  0.9  per  cent  for 
other  professionals  and  7 per  cent  for  administration. 
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ONLY  61  PER  CENT  OF  NATION'S  PHYSICIANS  ARE  IN  ACTIVE  PRACTICE  ...  Of  the 

328,366  physicians  in  the  United  States,  only  199,997  or  approximately 
61  per  cent,  are  in  active  practice.  The  effective  physician-patient 
ratio  is  thus  about  one  physician  per  1,000  persons. 


APA  WANTS  DRUG  ANTISUBSTITUTION  LAWS  REPEALED  ...  The  American  Phar- 
maceutical Association's  House  of  Delegates  recently  adopted  a resolu- 
tion calling  for  repeal  of  antisubstitution  laws  concerning  the  filling 
of  prescriptions  by  pharmacists.  Previously  it  was  unethical  for  phar- 
macists to  dispense  any  drug  other  than  the  specific  drug  product 
prescribed  by  an  MD  and  most  states  have  laws  supporting  this  ethic. 
Repeal  of  such  laws  would  place  decision-making  in  the  hands  of 
pharmacists  instead  of  a physician.  AMA  vigorously  opposes  the  action. 
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HOSPITALS  TO  RECEIVE  HIGHER  MEDICARE  PAYMENTS  ...  The  Social  Security 
Administration  has  decided  on  new  regulations  to  enable  Hospitals  and 
Nursing  Homes  to  claim  additional  costs  for  furnishing  services  to  the 
elderly.  The  American  Hospital  Association  has  pressured  for  the  change 
which  will  be  retroactive  to  last  July  1.  The  new  payments  are  based  on 
3 nursing-cost  studies  made  by  hospitals  and  AHA  which  put  the  average 
cost  of  nursing  services  for  elderly  patients  8.5%  above  that  for  most 
younger  patients.  The  new  allowance  will  restore  approximately  60%  of 
the  funds  hospitals  stood  to  lose  from  the  elimination  of  the  cost-plus 
factor  under  Medicare. 
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PHYSICIAN'S  CHARGES  AND  WAGES  ...  The  Social  Security  Administration's 
chief  actuary,  Robert  J.  Myers,  has  written  a book  entitled  "Medicare" 
in  which  he  compares  annual  increases  in  physician's  charges  and  in 
general  wages.  Mr.  Myers'  figures  show  that  the  average  annual  increase 
in  MD  charges  for  the  years  1956  through  1965  was  3.0%  while  the  average 
annual  increase  in  wages  during  the  same  period  was  3.6%.  Mr.  Myers 
points  out  that  physician's  charges  were  expected  to  increase  "over  the 
short-range  future"  after  passage  of  Medicare  and  the  increases  were 
5.9%  in  1966,  7.3%  in  1967  and  5.5%  in  1968.  The  total  increase  in 
physician's  charges  during  the  three-year  period  was  only  1.0%  above 
the  rise  in  the  general  wage  level.  He  also  points  out  that  for  the 
12-year  period  of  1956  through  1968,  the  average  annual  increase  in 
physician's  charges  was  .5%  below  the  average  annual  increase  in  general 
wages.  During  that  12-year  period,  wages  rose  an  average  of  4.2%  each 
year  while  physician's  charges  rose  only  3.7%.  This  comparison  fails  to 
show  that  fees  a physician  receives  must  include  35  to  40%  for  overhead 
and  that  a physician  must  provide  his  own  fringe  benefits  from  his 
charges.  Most  wage  earners  have  no  overhead  and  their  fringe  benefits, 
15  to  20%  of  their  annual  salaries,  are  provided  in  addition  to  their 
wages. 


# 5jc  sje  :J: 


JOINT  COMMISSION  ADOPTS  REVISED  STANDARDS  . . . The  Joint  Commission  on 
Accreditation  of  Hospitals  recently  adopted  revised  standards  for  Hos- 
pital accreditation  and  interpretive  material  including  the  statement 
that  "where  legally  permissible,  physicians  who  are  members  of  the 
medical  staff  shall  be  eligible  for,  and  should  be  included  in,  member- 
ship on  hospital  governing  bodies  in  the  same  manner  as  are  other  knowl- 
edgeable and  effective  individuals."  Both  AMA  and  TMA  have  repeatedly 
adopted  resolutions  calling  for  MD  representation  on  hospital  governing 
boards  where  permissible  by  law. 
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In  the  coming  months  we  will  all  be  hearing  a great  deal  more 
about  “HMO’s,”  This  seems  likely  to  be  the  phrase  coined  in 
Washington  to  describe  the  Health  Maintenance  Organizations, 
destined  to  be  the  product  of  the  new  proposed  Part  C of  Medicare. 

The  House  Ways  and  Means  Committee  of  the  91st  Congress 
has  just  authorized  such  changes  by  their  amendments  to  the 
Social  Security  Act.  These  will  get  congressional  consideration. 
This  plan  provides  for  government  payment  for  individuals  who 
elect  to  choose  this  type  of  coverage  in  place  of  their  coverage 
under  Part  A and  Part  B of  Medicare.  In  the  legislation  being 
considered,  an  HMO  is  defined  as  “a  prepaid  group  health  or  other 
capitation  plan.”  Presumably  this  will  entail  closed-panel  clinics  of  physicians  on  a 
salary  basis  contracting  to  care  for  individuals  who  choose  to  enroll  in  such  a plan,  as 
opposed  to  the  traditional  fee  for  service  concept  which  currently  prevails  in  our  country. 

In  view  of  this  far-reaching  decision  by  the  Ways  and  Means  Committee,  it  would 
seem  proper  for  us  to  consider  the  impact  of  such  an  innovation  on  the  medical  scene. 
There  seems  to  be  universal  agreement  that  the  so  called  health-care  crisis  in  this 
country  is  composed  of  four  primary  deficiencies.  These  are:  (1)  The  lack  of  a sufficient 
number  of  physicians;  (2)  The  critical  shortage  of  allied  health  personnel;  (3)  The 
urgent  need  for  health-care  services  for  the  rural  areas,  the  ghetto  areas,  and  the  indi- 
gent poor;  (4)  The  rapidly  rising  cost  of  medical  care  services. 

With  these  defined  medical  needs  of  our  nation,  it  therefore  would  seem  basic  for  a 
consideration  of  HMO’s  that  we  ask  this  vital  question — just  where  will  HMO’s  contrib- 
ute to  the  solution  of  any  of  these  four  basic  problems?  Certainly  the  HMO  will  mag- 
nify the  need  of  additional  health  personnel  and  physicians,  for  they  will  serve  to 
vastly  increase  the  already  overwhelming  demand  for  services  created  by  Medicaid  and 
Medicare  programs.  The  needs  of  the  poor,  plus  the  rural  and  those  in  the  ghettos, 
will  in  no  way  be  served  by  the  HMO’s  whose  existence  requires  pre-payment  partici- 
pation of  funds,  and  guaranteed  providers  of  services.  The  economies  of  such  a concept 
in  controlling  cost  have  as  yet  to  be  proven  to  the  satisfaction  of  any  reliable  observer. 

What  then  are  the  objectives  of  HMO’s,  and  what  are  the  motives  behind  their  estab- 
lishment? In  reality  they  must  be  considered  as  the  next  great  step  forward  in  the 
establishment  of  a compulsory  national  health  system  primarily  sponsored  by  elements 
in  organized  labor,  and  other  social  groups  whose  primary  objectives  are  purely  po- 
litical. These  objectives  are  the  destruction  of  the  influence  of  the  profession  of  medi- 
cine in  this  country,  and  the  elimination  of  physicians  as  a sphere  of  influence  in  the 
community  by  creating  distrust  of  the  profession  through  the  press  and  communications 
media,  and  subjecting  physicians  to  the  forced  acceptance  of  government  salaries  for 
participation  in  closed  panels.  These  would  then  become  the  principal  system  for  de- 
livering health-care  in  the  United  States. 

As  soon  as  every  physician  understands  the  real  motives  behind  this  plan,  the  stronger 
will  be  our  position  in  influencing  not  only  our  legislators,  but  our  friends  and  patients. 

Sincerely, 


M.D. 


Tom  E.  Nesbitt 


President 
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The  135th  annual  meeting  of  TMA  was  most  successful.  The  Journal  camera  was  on  hand  as:  (1) 
the  Headquarters  Staff  assembled  the  mountain  of  materials  into  an  organized  Delegates  kit;  (2) 
the  famous  Peabody  Hotel  ducks  paraded  down  their  red  carpet  each  day  at  3:00  p.m.;  (3)  Mrs. 
Polly  Wiygul  sold  tickets  to  the  annual  IMPACT  Breakfast;  (4)  the  House  of  Delegates  knuckled 
down  to  hard  work  and  deliberation;  (5)  Governor  Buford  Ellington’s  Administrative  Assistant  Bo 
Roberts  addressed  the  General  Scientific  meeting;  (6)  hundreds  of  physicians  visited  the  Tech- 
nical and  Scientific  exhibits;  (7)  Dean  Maston  Callison  (left)  accepted  the  Distinguished  Service 
Award  from  Dr.  John  Saffold,  chairman  of  the  Board  of  Trustees;  (8)  Dr.  Robert  Chalfant  pre- 
sented Miss  Linda  Taylor  and  Lendell  Fitzgerald  of  Jonesboro  High  School  a check  for  $500;  (9) 
Dr.  R.  C.  Kimbrough  of  Madisonville  received  his  Physician-of-the-Year  Award  from  Speaker  of 
the  House,  Dr.  R.  L.  DeSaussure  of  Memphis;  and  (10)  the  new  TMA  President,  Dr.  Tom  E.  Nesbitt 
of  Nashville,  accepted  the  gavel  from  the  retiring  President,  Dr.  Francis  H.  Cole  of  Memphis. 
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EDITORIAL 

HARMON  L.  MONROE 

PAST  PRESIDENT 

On  April  15,  following  an  operation,  a life 
dedicated  to  serving  his  fellowmen  came 
to  an  end  for  Harmon  Monroe.  For  the  more 
than  thirty  years  Dr.  Monroe  practiced 
medicine  in  Erwin,  the  citizens  of  the  com- 
munity had  one  who  was  interested  in  their 
spiritual  and  physical  well-being. 

He  was  a complete  citizen  who  gladly 
assumed  any  role  imposed  upon  him  by  the 
people  of  his  community.  In  addition  to 
two  terms  as  mayor  of  Erwin,  he  carried 
responsibilities  in  his  church,  in  party 
politics  and  in  service  organizations.  His 
many  contributions  to  Erwin  and  Unicoi 
County  were  recognized  in  1960  when  Dr. 
Monroe  was  named  Citizen  of  the  Year. 

As  a Captain  and  battalion  surgeon  with 
a Tank  Destroyer  Unit  in  the  North  African 
Campaign  he  was  awarded  the  Silver  Star 
for  gallantry  in  action. 

Harmon  Monroe’s  interests  in  the  pro- 
vision of  better  medical  care  for  all  showed 
themselves  early  in  his  practice  years.  He 
had  the  inspiration  for,  and  doggedly 
pursued  it  to  the  establishment  of  the 
Unicoi  County  Memorial  Hospital,  serving 


as  the  first  chairman  of  the  hospital  board 
and  as  Chief  of  Staff  upon  several  occa- 
sions. As  early  as  1936  Dr.  Monroe  fathered 
the  idea  of  furnishing  hospital  care  for  the 
indigent  sick  of  his  county,  an  idea  which 
he  carried  to  the  Tennessee  Medical  Asso- 
ciation and  actively  supported  until  it  be- 
came law  in  1953.  He  and  others  of  his 
colleagues  used  their  influence  for  the  pas- 
sage of  this  Act  for  Hospital  Service  of  the 
Indigent,  whereby  hospitalization  was  made 
available  with  public  funds  and  in  which 
the  doctor  was  forbidden  to  charge  a fee. 
It  is  important  to  recognize  that  this  ante- 
dated today’s  federal  support  of  Medicare 
and  other  programs.  His  interests  in  indus- 
trial medicine  placed  him  on  the  first  ad- 
visory council  of  the  Radiological  Health 
Service  of  the  State. 

Dr.  Monroe’s  leadership  was  repeatedly 
acknowledged  by  his  colleagues,  for  he 
served  as  President  of  the  Tri-County  Med- 
ical Society,  the  Tennessee  Industrial  Med- 
ical Association  and  the  Tennessee  Academy 
of  General  Practice  which  named  him  Gen- 
eral Practitioner  of  the  year  in  1960.  His 
roles  in  the  Tennessee  Medical  Association 
were  many  and  extended  over  the  years. 
He  became  Vice-President  for  East  Tennes- 
see in  1950.  He  was  elected  to  the  Council 
for  the  First  District  in  1953  and  to  the 
Board  of  Trustees  in  1956.  He  was  named 
President  Elect  in  1958  and  served  as  Presi- 
dent in  1959-60. 

Harmon  Monroe  was  one  who,  if  com- 
mitted to  something  in  which  he  had  belief 
and  faith,  gave  unstintingly  of  his  time  and 
energy  to  this  commitment.  Thus,  he  served 
on  many  of  TMA’s  committees,  and  impor- 
tant ones,  as  Vice-Chairman  of  the  Public 
Service  Committee  when  it  was  instru- 
mental in  passage  of  the  Indigent  Hospital- 
ization program,  The  Legislative  and  Public 
Policy  Committee,  Committee  on  Work- 
men’s Compensation,  Committee  on  En- 
vironmental and  Occupational  Health, 
member  of  the  Committee  on  Postgraduate 
Education,  and  as  Chairman  of  the  Labor 
Liaison  Committee. 

Harmon  Monroe’s  life,  then,  was  one  of 
dedication  to  the  well-being  of  his  fellow- 
man  and  to  contributions  for  the  enhance- 
ment of  the  image  of  the  medical  profession. 
It  is  difficult  to  put  these  matters  in  words. 
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For  the  first  of  these  attributes  the  proof 
lies  in  the  establishment  of  the  Dr.  H.  L. 
Monroe  Memorial  Fund  by  the  citizens  of 
Erwin.  Too,  one  should  read  the  words 
spoken  in  his  praise  by  his  fellow  citizens 
at  the  dedication  of  the  Unicoi  County 
Medical  Hospital  in  1953.*  For  the  second 
attribute,  his  own  words  define  aims  of  his 
efforts  in  TMA — 

“We  must  always  keep  in  mind  the  broad  con- 
cepts of  Public  Service.  If  we  will  think,  for 
one  moment,  about  the  ever  widening  fields  of 
opportunity  to  actively  implement  other  phases 
of  our  Public  Service  program  we  will  realize 
that  only  a beginning  has  been  made.  We  must 
not  and  cannot  rest  on  our  laurels  at  this  point. 
We  must  bring  into  proper  focus  all  activities 
of  our  TSMA  and  use  the  micrometer  of  public 
opinion  along  with  our  code  of  ethics  in  charting 
our  future  course.  We  must  be  ready,  willing, 
and  anxious  to  reach  out  in  all  directions  with 
cooperation,  understanding,  and  assistance  to 
other  groups  and  then  we  will  be  understood 
and  regain  some  of  our  lost  prestige. 

“Our  activities  will  not  always  be  spectacular 
or  wrapped  in  glamour  but  if  we  look  straight 
ahead  with  integrity,  frankness,  understanding, 
and  determination  our  efforts  will  be  rewarded 
by  better  medical  care  for  the  people  of  Ten- 
nessee under  far  more  pleasant  conditions  for 
the  Physicians  of  Tennessee.” 

It  was  a privilege  to  have  known  and  to 
have  sat  with  Harmon  Monroe,  and  to 
have  heard  him  express  his  thoughts  and 
visions.  If  members  of  the  medical  profes- 
sion emulated  this  man,  criticisms  com- 
monly aimed  at  the  profession  would  be 
empty. 

R.  H.  K. 

* Journal  of  the  Tennessee  Medical  Associa- 
tion, Feb.  1953 — “Yellow  page.” 
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Frazier,  Horace  Marion,  Nashville.  Died  April 
18,  1970,  Age  43.  Graduate  of  Meharry  Medical 
College,  1953.  Member  of  Nashville  Academy 
of  Medicine. 

Johnson,  Shelton  E.,  Jackson.  Died  April  4, 
1970,  Age  89.  Graduate  of  University  of  Ten- 
nessee Medical  School,  1913.  Former  member 
of  Memphis  and  Shelby  County  Medical  Society. 

McAskill,  John  Turney,  Memphis.  Died  April 
20,  1970,  Age  39.  Graduate  of  University  of  Ten- 
nessee Medical  School,  1961.  Member  of  Mem- 
phis and  Shelby  County  Medical  Society. 

Monroe,  Harmon  L.,  Erwin.  Died  April  15, 


1970,  Age  61.  Graduate  of  Emory  University, 
1932.  Member  of  Washington-Carter-Unicoi 
County  Medical  Society. 

Richards,  Alma,  Memphis.  Died  April  16,  1970. 
Age  81.  Graduate  of  University  of  Tennessee 
Medical  School,  1917.  Member  of  Memphis  and 
Shelby  County  Medical  Society. 

Speed,  James  Spence,  Memphis.  Died  April  30, 
1970,  Age  80.  Graduate  of  Johns  Hopkins  Medi- 
cal School,  1916.  Member  of  Memphis  and  Shelby 
County  Medical  Society. 

Spotwood,  David  Marshall,  Pulaski.  Died  April 
1,  1970,  Age  63.  Graduate  of  Meharry  Medical 
College,  1943.  Member  of  Giles  County  Medical 
Society. 
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New  Members 


The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  mem- 
bers. 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

A.  Grigg  Churchwell,  M.D.,  Savannah 

HENRY  COUNTY  MEDICAL  SOCIETY 

Walter  P.  Griffey,  Sr.,  M.D.,  Buchanan 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Gordon  S.  Ballou,  M.D.,  Knoxville 
Madison  Cawein,  M.D.,  Knoxville 
Thomas  E.  Lester,  M.D.,  Knoxville 
Carter  Miller,  M.D.,  Knoxville 
Bergein  F.  Overholt,  M.D.,  Knoxville 
Herbert  N.  Whanger,  M.D.,  Knoxville 
John  H.  Williams,  M.D.,  Knoxville 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

T.  J.  Montgomery,  M.D.,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Louis  J.  Bernard,  M.D.,  Nashville 
Jerry  M.  Bryson,  M.D.,  Nashville 
Isabella  S.  Collins,  M.D.,  Nashville 
Norman  L.  Sims,  M.D.,  Madison 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  SOCIETY 

R.  H.  Reiff,  M.D.,  Elizabethton 
A.  K.  Tullidge,  M.D.,  Mountain  City 
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Nashville  Academy  of  Medicine 

The  May  meeting  of  the  Nashville  Acad- 
emy of  Medicine  was  held  at  the  Baptist 
Hospital  in  Nashville.  Mr.  Dan  May,  Presi- 
dent of  the  Mid-Cumberland  Comprehensive 
Health  Planning  Council,  moderated  a panel 
discussion  on  “New  Medical  Care  Delivery 
Systems.”  Other  panel  participants  were 
Dr.  Robert  S.  Anderson,  Director  of  Com- 
prehensive Health  Services  at  Meharry 
Medical  College,  Dr.  Leslie  Falk,  Director 
of  the  Matthew  Walker  Health  Center,  and 
Dr.  Robert  Metcalfe,  Associate  Director  of 
the  Tennessee  Mid-South  Regional  Medical 
Program.  The  program  was  aimed  at  in- 
forming physicians  about  the  many  medical 
and  health  services  which  have  developed 
in  this  area. 

Also,  Dr.  William  Edwards,  Chairman  of 
the  Academy’s  Delegation  to  the  TMA 
House,  reported  on  matters  considered  and 
actions  taken  during  the  recent  sessions 
of  the  TMA  House  of  Delegates  in  Memphis. 

A disaster  test  drill  was  held  on  April  28 
to  determine  what  aspects  need  attention 
and  how  a real  disaster  should  be  handled. 
This  drill  involved  four  area  hospitals,  the 
Metro  Fire  and  Police  Departments,  the 
Civil  Defense  Department,  Red  Cross,  Na- 
tional Guard  Medical  Battalion,  and  an 
Academy  triage  team.  The  Academy  has 
eight  triage  teams,  consisting  of  four 
physicians  per  team,  available  to  respond 
to  a disaster  call. 

To  evaluate  the  results  of  the  drill,  a 
meeting  of  the  Community  Disaster  Plan- 
ning Council,  consisting  of  representatives 
from  the  participating  organizations,  was 
held  on  May  7.  The  Council  agreed  that 
inadequate  communications  between  the 
involved  groups  was  the  primary  problem. 
A special  meeting  will  be  held  soon  to  work 
out  these  communication  difficulties. 

Also,  coordination  and  utilization  of 
available  vehicles,  primarily  for  transporta- 
tion of  victims,  but  also  for  mobile  com- 
munications units  were  felt  to  need  im- 
provement. Other  aspects  of  the  drill  were 
discussed  but  it  was  generally  agreed  that 
the  operation  was  much  more  successful 
than  was  initially  expected.  Efforts  will  be 
made  in  the  future  to  hold  similar  drills  in 
different  areas  of  the  county. 


Roane-Anderson  County  Medical  Society 

The  Roane-Anderson  County  Medical  So- 
ciety held  its  April  meeting  in  the  cafeteria 
of  the  Oak  Ridge  Hospital.  The  speaker  for 
the  evening  was  Dr.  Vernon  Reynolds,  Asso- 
ciate Professor  of  Surgery  at  Vanderbilt 
University  Medical  School,  who  discussed 
“The  Present  Status  of  Chemotherapy  for 
Malignancy.” 

Also,  the  Delegates  to  the  TMA  House  re- 
ported on  the  actions  taken  during  the 
House’s  recent  sessions  in  Memphis. 

Knoxville  Academy  of  Medicine 

The  principal  speaker  for  the  May  meet- 
ing of  the  Knoxville  Academy  of  Medicine 
was  Dr.  Edward  C.  Rosenow,  Jr.,  Executive 
Director  of  the  American  College  of  Phy- 
sicians. Dr.  Rosenow’s  topic  was  “Continu- 
ing Education  is  a Community  Problem.” 
★ 

The  Knoxville  Academy  of  Medicine  is 
instituting  a unique  program  of  postgrad- 
uate education  for  its  physicians.  In  the 
past,  it  has  been  the  policy  of  each  of  the 
Knoxville  Hospitals  to  have  its  own  indi- 
vidual departmental  meetings  that  at- 
tempted to  maintain  advanced  educational 
programs.  These  meetings  had  fragmentary 
attendance  and  doctors  whose  time  com- 
mitments had  already  been  stressed  beyond 
capacity  would  attend  duplicated  and  some- 
times redundant  sessions  in  the  area  hos- 
pitals. 

The  Academy,  in  its  monthly  meetings, 
had  been  trying  to  present  a single  educa- 
tional program  that  would  suit  the  needs 
of  all  physicians  at  one  setting.  The  frus- 
trations of  numerous  duplicated  medical 
meetings  in  hospitals  and  the  impossible 
task  of  satisfying  the  cross  section  of  phy- 
sicians at  the  Academy  meetings  has  en- 
couraged the  medical  leadership  to  com- 
bine the  departmental  meetings  of  all 
hospitals  into  the  Academy  of  Medicine 
meetings. 

Under  the  new  plan,  the  physician  will 
have  the  opportunity  of  attending  a com- 
bined departmental  session  in  conjunction 
with  the  Academy  of  Medicine  monthly 
meetings.  This  consolidation  allows  for 
better  communications  between  physicians 
and  it  also  provides  for  the  opportunity  to 
bring  in  national  and  state-wide  experts 
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on  a regular  basis  to  the  Knoxville  area. 
The  end  product  will  be  to  keep  Knoxville 
on  the  forefront  of  medical  education. 

The  Joint  Commission  on  Hospital  Ac- 
creditation has  thus  far  given  us  endorse- 
ment and  approval  to  the  program.  “Kick- 
Off”  for  the  program  will  be  at  the  June 
meeting  of  the  Academy. 


NATIONAL  NEWS 


The  Month  in  Washington 
(From  Washington  Office,  AMA) 

The  House  Ways  and  Means  Committee 
approved  legislation  that  would  change  the 
medicare  program  to  permit  prepaid  closed- 
panel  group  practice  care  and  would  set 
ceilings  on  physicians’  fees  under  medicare 
and  medicaid. 

The  committee  did  not  consider  national 
health  insurance  proposals  for  legislative 
action  this  year. 

A proposal  for  inclusion  of  chiropractic 
under  medicare  was  rejected.  However,  a 
compromise  provision  would  direct  the 
Health,  Education  and  Welfare  Department 
to  conduct  a “very  limited”  study  of  chiro- 
practic under  medicare,  utilizing  the  experi- 
ences under  medicaid.  Chiropractic  now  is 
a medicaid  service  in  15  states,  being  au- 
thorized for  federal  funds  to  the  extent  that 
it  is  legal  in  the  state.  Representatives  of 
chiropractors  lobbied  intensively  with  com- 
mittee members  for  the  same  treatment 
under  medicare. 

Thn  committee  also  decided  against  inclu- 
sion of  social  security  disabled  beneficiaries 
under  medicare.  Instead,  the  proposal  was 
referred  to  the  Health  Insurance  Benefits 
Advisory  Council  for  further  study. 

The  House  was  expected  to  approve  the 
committee’s  bill,  which  included  a five  per 
cent  increase  in  cash  social  security  benefits, 
without  change.  However,  changes  were 
expected  in  the  Senate. 

Provisions  of  the  committee  bill  of  major 
importance  to  physicians  included: 

— Health  Maintenance  Organization  Op- 
tion: Individuals  eligible  for  both  Part  A 
and  Part  B medicare  coverage  would  be 
able  to  choose  to  have  their  care  provided 
by  a health  maintenance  organization  (a 


prepaid  group  health  or  other  capitation 
plan) . The  government  would  pay  for  such 
coverage  on  a capitation  basis  not  to  exceed 
95%  of  the  cost  of  medicare  benefits  pro- 
vided to  beneficiaries  in  the  area  not 
covered  under  the  health  maintenance  or- 
ganization. 

— Experiments  and  Projects  in  Prospec- 
tive Reimbursement  and  Incentives  for 
Economy:  The  secretary  of  HEW  would  be 
required  to  develop  experiments  and  dem- 
onstration projects  designed  to  test 
various  methods  of  making  payment  to 
providers  of  services  on  a prospective  basis 
under  medicare,  medicaid  and  maternal 
and  child  health.  In  addition,  the  secretary 
would  be  authorized  to  conduct  experiments 
with  methods  of  payment  or  reimbursement 
designed  to  increase  efficiency  and  economy, 
and  with  community-wide  utilization  re- 
view mechanisms. 

— Limitation  on  Recognition  of  Physician 
Fee  Increases:  Charges  determined  to  be 

reasonable  under  the  present  criteria  in 
medicare,  medicaid,  and  maternal  and  child 
health  law  would  be  limited  by  providing: 
(a)  that  for  fiscal  year  1971  medical  charge 
levels  recognized  as  prevailing  may  not  be 
increased  beyond  the  75th  percentile  of 
actual  charges  in  a locality  during  calendar 
year  1969;  (b)  that  for  fiscal  year  1972  and 
thereafter  the  prevailing  charge  levels  rec- 
ognized for  a locality  may  be  increased, 
on  the  average,  only  to  the  extent  justified 
by  increases  in  the  cost  of  production  of 
medical  services,  levels  of  living  and  the 
earnings  of  other  professional,  managerial 
and  technical  personnel;  and  (c)  that  for 
medical  supplies,  equipment  and  services 
that,  in  the  judgment  of  the  Secretary,  gen- 
erally do  not  vary  significantly  in  quality 
from  one  supplier  to  another,  charges 
allowed  as  reasonable  may  not  exceed  the 
lowest  levels  at  which  such  supplies,  equip- 
ment and  services  are  widely  available  in 
a locality. 

— Payments  for  Services  of  Teaching 
Physicians:  Medicare  and  medicaid  would 
not  pay  for  the  services  of  teaching 
physicians  unless  other  patients  who  have 
insurance  or  are  able  to  pay  are  also 
charged  for  such  services  and  the  medicare 
deductibles  and  coinsurance  amounts  are 
regularly  collected.  Medicare  attached  pay- 
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ment  would  be  authorized  for  services  to 
hospital  patients  by  staff  of  certain  medical 
schools  that  now  furnish  these  services 
without  charge  to  the  hospital. 

— Termination  of  Payments  to  Providers 
Who  Abuse  the  Medicare  Program:  The 

secretary  of  HEW  would  be  given  authority 
to  terminate  or  suspend  payment  for  ser- 
vices rendered  by  a supplier  of  health  and 
medical  services  found  to  be  guilty  of  pro- 
gram abuses.  Program  review  teams  would 
be  established  to  furnish  the  secretary  pro- 
fessional advice  in  carrying  out  this  au- 
thority. 

— Repeal  of  Medicaid  Provision  Requiring 
Expanded  Programs:  The  requirement  in 

present  law  that  States  have  comprehensive 
medicaid  programs  by  1977  would  be 
repealed. 

— Prohibition  of  Reassignments:  Medicare 
and  medicaid  payments  to  anyone  other 
than  a patient  or  his  physician  would  be 
prohibited,  unless  the  physician  is  required 
as  a condition  of  his  employment  to  turn 
over  his  fees  to  his  employer  or  unless 
there  is  a contractual  arrangement  between 
the  physician  and  the  facility  in  which  the 
services  were  provided  under  which  the 
facility  bills  for  all  such  services. 

— Utilization  Review  in  Medicaid:  Re- 

quire hospitals  and  skilled  nursing  homes 
participating  in  the  medicaid  and  maternal 
and  child  health  programs  to  have  the  same 
utilization  review  committee  with  the  same 
functions  as  in  the  medicare  program. 

— Role  of  State  Health  Agencies  in 
Medicaid:  State  health  agencies  would  be 
required  to  perform  certain  functions  under 
the  medicaid  and  maternal  and  child  health 
programs  relating  to  the  quality  of  the 
health  care  furnished  to  recipients. 

— Physical  Therapy  Services  Under  Medi- 
care: Under  medicare’s  supplementary 

medical  insurance  program,  beneficiaries 
would  be  covered  for  up  to  $100  per  calen- 
dar year  of  physical  therapy  services  fur- 
nished by  a licensed  physical  therapist  in 
his  office  or  the  patient’s  home  under  a 
physician’s  prescription.  Hospitals  and  ex- 
tended care  facilities  could  continue  to  pro- 
vide covered  physical  therapy  services  to 
patients  who  have  exhausted  their  days  of 
hospital  insurance  coverage. 

— Chiropractors’  Services:  HEW  would 


conduct  a study  on  covering  chiropractors’ 
fees  (on  a very  limited  basis)  under  medi- 
care, utilizing  the  experimental  authority 
under  the  medicaid  program.  A report  on 
the  study,  including  the  experience  of  other 
programs  paying  for  chiropractors’  services 
would  be  submitted  to  the  Congress  within 
2 years. 

* * * 

The  American  Medical  Association  ex- 
pressed opposition  to  a proposed  oral  con- 
traceptive package  insert  addressed  to  users. 

The  Food  and  Drug  Administration  first 
proposed  a package  insert  of  about  700 
words  dealing  with  possible  side-effects  and 
potential  dangers  of  taking  birth  control 
pills.  When  this  raised  widespread  opposi- 
tion, the  FDA  drastically  revised  the  origi- 
nal draft,  cutting  it  down  to  about  100 
words.  Main  objections  to  the  first  draft 
were  that  it  was  too  long  and  detailed  to 
be  addressed  to  a patient  and  that  it  raised 
a serious  question  about  the  relationship 
between  doctor  and  patient. 

After  the  FDA  invited  comments  on  the 
revised  draft  from  interested  parties,  Dr. 
Ernest  B.  Howard,  executive  vice  president 
of  the  AMA,  responded  that  the  AMA  op- 
poses any  oral  contraceptive  package  insert. 
He  said  that,  “in  the  best  interests  of  the 
patient  and  the  practice  of  quality  medi- 
cine,” there  should  be  no  package  insert 
addressed  to  users. 

“.  . . The  requirement  that  information  on 
the  side-effects  of  a prescription  drug  be 
supplied  directly  to  the  patient  is  a danger- 
ous departure  from  present  practice,”  he 
said  in  a letter  to  the  Health,  Education  and 
Welfare  Department,  of  which  FDA  is  a 
part.  “It  intrudes  upon  the  patient- 
physician  relationship  and  compromises  in- 
dividual medical  evaluation.  The  proposed 
statement  would  lead  to  confusion  and 
alarm  among  many  patients  and  could  re- 
sult in  harm  to  some. 

“For  these  reasons,  the  American  Medical 
Association  is  opposed  to  a package  insert 
directed  to  patients  for  any  prescription 
drug. 

“The  oral  contraceptive  is  a prescription 
drug.  It  is  the  responsibility  of  the 
physician  to  inform  his  patients  of  the 
potential  hazards  of  drugs  he  prescribes.  In 
counseling  on  family  planning,  the  phvsi- 
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Members  of  the  TMA  Legislative  Committee  in  Washington — From  left,  Dr.  Harold  Neuenschwander 
and  Congressman  John  Duncan  of  Knoxville;  Dr.  Oscar  McCallum  of  Henderson  and  Congressman 
Ray  Blanton;  Dr.  Robert  Bomar  of  Nashville,  Senator  Howard  Baker,  Congressman  William  Ander- 
son, Dr.  John  Williams  of  Mt.  Pleasant  and  Dr.  Robert  Waters  of  Chattanooga. 


cian  has  a further  responsibility.  He  should 
provide  information  that  will  enable  the 
patient  to  make  an  intelligent  decision  re- 
garding the  use  of  oral  and  other  contracep- 
tive methods.” 

“The  proposed  statement,  in  its  simplistic 
approach  to  a complex  situation,  would  con- 
fuse the  patient  who  has  already  been  in- 
formed of  possible  side-effects  by  her 
physician  and  who  has  received  her 
physician’s  recommendation  as  to  a de- 
sirable method  of  contraception  for  her  . . . 

“A  stated  purpose  of  the  insert  is  to  ‘re- 
inforce the  efforts  of  the  physician  to  inform 
the  patient  in  a balanced  fashion  of  the 
risks.’  The  physician  has  a duty  to  weigh 
the  benefits  against  the  possible  risk  in  pre- 
scribing any  drug  for  a patient,  and  the 
physician’s  advice  to  the  patient  in  connec- 
tion with  the  drug  prescribed  must  be  in- 
dividualized for  each  patient.  The  balanced 
fashion  theory  cannot  be  a part  of  good 
therapeutic  practice,  which  requires  an  in- 
dividual judgment  for  each  patient.  Stan- 
dardized information  could  harm  some 
patients  by  limiting  the  value  of  the  specific 
information  given  to  them  by  their  physi- 
cians. 

“A  package  insert  is  an  inappropriate  and 
ineffective  means  of  providing  a patient 
with  information  regarding  any  prescription 
drug.  The  best  way  to  inform  patients  ef- 
fectively is  through  the  physician.  The  best 
way  to  reinforce  the  physician’s  efforts  to 
inform  the  patient  is  to  provide  him  with 
unbiased,  authoritative  and  up-to-date  in- 
formation. Our  Council  on  Drugs  has  used 
the  Journal  of  the  American  Medical  Asso- 
ciation for  this  purpose.  Further,  in  a forth- 
coming book  titled  AMA  Drug  Evaluations, 


we  will  supply  the  physician  with  com- 
prehensive information  on  oral  contracep- 
tives as  well  as  on  other  drugs.  We  would 
be  pleased  to  join  with  the  Food  and  Drug 
Administration  and  other  concerned  med- 
ical and  scientific  organizations  in  the 
preparation  of  any  additional  information, 
and  to  provide  a means  of  placing  it  in  the 

hands  of  all  physicians  . . .” 

^ $ 

The  American  Medical  Association  sup- 
ported two  Senate  bills  (S.  3297  and  S. 
3652)  that  would  require  labeling  of  pre- 
scription drug  containers  except  where  the 
prescribing  physician  indicated  otherwise. 

“We  would  emphasize  very  strongly,  how- 
ever,” Dr.  John  J.  Curry,  a member  of  the 
AMA  Council  on  Drugs,  testified  at  a Senate 
Health  Subcommittee  hearing,  “.  . . that 
both  bills  fall  short  of  the  recommendation 
of  the  American  Medical  Association.  In 
urging  your  support  of  labeling  legislation, 
we  strongly  recommend  that  the  legislative 
requirement  provide  that  the  label  contain 
the  established  name  or  trade  name  of  the 
drug  as  written  by  the  physician,  or  in  the 
case  of  a combination  drug,  the  established 
name  of  the  active  ingredients  of  the  drug 
or  its  trade  name  as  written  by  the 
physician,  and  the  quantity  and  strength  of 
the  drug.  Provision  should  of  course  be 
made  that  the  label  would  not  contain  any 
or  all  of  the  foregoing  information  where 
the  physician  so  indicates.” 

The  AMA  also  supported  S.  3096  and  an- 
other provision  of  S.  3297  that  would  re- 
quire a coding  identification  on  each  tablet, 
capsule  or  other  final  form  of  a medication. 

The  AMA  did  not  take  a position  on  a 
fourth  bill  (S.  3651)  that  would  require  in- 
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spection  of  drug  manufacturing  firms  every 
six  months,  instead  of  the  present  two  years. 
Dr.  Curry  said  that  he  was  concerned  that 
medications  he  prescribed  “are  of  maximum 
purity  and  manufactured  under  proper  con- 
trols,” but  that  he  was  not  qualified  to  speak 
on  the  length  of  time  between  inspections. 


MEDICAL  NEWS 
IN  TENNESSEE 


Vanderbilt  University  School  of  Medicine 

The  Medical  School  and  Aquinas  Junior 
College  will  sponsor  jointly  a two-year 
medical  training  program  beginning  in 
September  1970.  Inhalation  therapy  and 
radiologic  technology  are  the  two  fields  of- 
fered in  the  program. 

Dr.  Richard  O.  Cannon,  Dean  of  the  Divi- 
sion of  Allied  Health  Education  at  Vander- 
bilt, which  is  organizing  the  affiliation,  said 
students  will  take  basic  arts  and  science 
courses  during  their  first  year  at  Aquinas. 
The  students  will  spend  the  second  year  at 
Vanderbilt  studying  the  medical  sciences 
and  clinical  procedures.  The  clinical  train- 
ing will  take  place  primarily  at  Vanderbilt 
and  Veterans  Administration  Hospitals  and 
other  area  hospitals  will  take  part  in  the 
training  as  the  program  develops. 

Dr.  Cannon  stated,  “We  are  most  pleased 
to  have  this  affiliation  with  Aquinas  College. 
This  will  enable  us  to  continue  our  plans 
to  develop  a program  for  the  dental  assis- 
tant, physician  assistant  and  mental  health 
assistant.  We  face  a crisis  in  the  lack  of 
medical  manpower,  not  only  locally,  but 
nationally.  This  program  will  help  to  al- 
leviate the  problem.” 

$ jj!  s': 

Following  the  death  of  Dr.  William  Hill- 
man this  spring,  the  third  year  class  was 
anxious  to  make  a meaningful  contribution 
to  Vanderbilt  in  his  memory.  As  a physi- 
cian, teacher,  and  leader,  he  left  his  imprint 
on  the  Vanderbilt  Medical  community,  but 
most  impressive  to  his  students  was  his 
interest  in  teaching  and  his  concern  for 
medical  students  and  their  education.  In 
his  memory  the  J.  William  Hillman  Award 
has  been  established,  to  be  given  annually 
to  that  house  officer  voted  “Best  Teacher” 
by  the  members  of  the  third  and  fourth 


year  classes.  The  award  honors  not  only 
Dr.  Hillman  but  also  the  house  staff,  which 
carries  the  brunt  of  clinical  teaching,  and 
most  specifically  that  house  officer  who  the 
students  feel  does  the  best  job  of  teaching. 
The  award  will  be  given  at  the  conclusion 
of  the  final  CPC  on  May  19.  The  last  CPC 
of  the  year  is  traditionally  given  by  the 
Chief  Resident  in  Medicine,  and  this  year 
will  be  conducted  by  Dr.  Murray  Smith. 
Mrs.  Hillman  will  present  the  award.  An 
engraved  plaque  with  the  name  of  each 
year’s  winner  will  be  placed  in  the  Medical 
Library. 

University  of  Tennessee  Medical  Units 

Dr.  Samuel  R.  Bozeman  has  joined  the 
University  of  Tennessee  Medical  Units  as 
Assistant  Dean  of  the  College  of  Basic 
Medical  Sciences.  Dr.  Bozeman  succeeds 

Dr.  James  Sherman  Davis,  who  died  ap- 
proximately a year  ago. 

Dr.  Bozeman  will  hold  the  academic  title 
of  Professor  of  Microbiology,  in  addition  to 
his  administrative  duties  within  the  college. 

Immediately  prior  to  joining  the  medical 
units,  Dr.  Bozeman  was  in  charge  of  ac- 
quisitions at  Lederle  Laboratories.  He  es- 
tablished Lederle’s  Clinical  Laboratory 
Aides  Department.  For  several  years  he 
directed  all  biological  operations  of  the 

Pitman  Moore  Division  of  the  Dow  Chem- 
ical Company. 

* * * 

Dr.  Lothar  B.  Kalinowsky,  author  and 
clinical  Professor  of  Psychiatry  at  New 
York  Medical  College,  gave  the  first  Henry 
B.  Brackin  annual  lecture  in  psychiatry  at 
the  University  of  Tennessee  Medical  Units. 
Dr.  Kalinowsky’s  topic  was  “Various 
Biological  Treatments  in  Schizophrenia.” 

* * * 

Dr.  F.  A.  Simeone,  Professor  of  Surgical 
Sciences  at  Brown  University,  was  visiting 
Professor  in  the  Department  of  Surgery  at 
the  Medical  Units  on  April  15.  Dr.  Simeone 
participated  in  Grand  Rounds,  visited  the 
Surgical  Research  Laboratories  and  gave  a 
lecture  entitled  “The  Role  of  the  Sym- 
pathetic Nervous  System  in  Vascular  Sur- 
gery Today.” 
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Dr.  Simeone  was  Professor  of  Surgery  at 
Western  Reserve  before  moving  to  Brown 
University  to  help  institute  the  new  pro- 
gram in  medical  sciences  at  that  institution. 


At  the  Gatlinburg  Medical  Assistants  meeting — 
Dr.  Tom  Nesbitt  with  Mrs.  Joan  Hutchens  of 
Winchester  (left)  Member  of  the  Board,  Ameri- 
can Association  of  Medical  Assistants  and  Mrs. 
Sue  McJunkin  of  Knoxville,  President  of  the 
Tennessee  Chapter. 


PERSONAL  NEWS 


Dr.  Arthur  J.  Viehman  has  recently  been  ap- 
pointed Medical  Director  of  the  Middle  Tennessee 
Chest  Disease  Hospital  in  Nashville.  Dr.  Vieh- 
man succeeds  Dr.  W.  W.  Hubbard,  who  has  been 
Medical  Director  at  the  Hospital  since  1941.  Dr. 
Viehman  came  from  Birmingham,  Alabama 
where  he  was  Superintendent  and  Medical  Di- 
rector of  the  Jefferson  Tuberculosis  Sanatorium 
for  19  years. 

Dr.  Claude  C.  Snoddy,  Tullahoma,  has  been 
elected  to  fill  the  one  year  term  of  County  Medi- 
cal Examiner  for  Coffee  County,  a post  held 
previously  by  Dr.  Ralph  Brickell. 

Dr.  Sarah  H.  Sell,  Nashville,  presented  a paper 
entitled  “Psychological  Sequelae  to  Bacterial 
Meningitis:  Two  Control  Studies”  at  the  Ameri- 
can Pediatric  Society  meeting  in  Atlantic  City, 
New  Jersey  on  May  2.  Dr.  Sell,  is  the  recipient 
of  a National  Institute  of  Health  grant  from  the 
National  Institute  of  Allergy  and  Infectious  Dis- 
eases. 

Dr.  Jerry  T.  Francisco,  Memphis,  has  been 
elected  to  a three  year  term  on  the  executive 
committee  of  the  National  Association  of  Medical 
Examiners  at  the  Association’s  Annual  Meeting 
held  recently  in  Chicago. 

Dr.  Crawford  Adams,  Nashville,  gave  the  an- 
nual Oslec  Society  Lecture  at  Baylor  Medical 


School  on  May  1.  The  title  of  his  lecture  was 
“Andreas  Vesalius  and  Medical  Science.”  Also, 
during  the  month  of  April,  Dr.  Adams  lectured 
to  the  physicians  at  Air  Force  Bases  located  in 
Germany  and  Norway. 

Dr.  Benjamin  F.  Byrd,  Jr.,  Nashville,  was 
elected  Councilor-at-Large  of  the  Southeastern 
Surgical  Congress  during  its  38th  Annual  As- 
sembly in  Atlanta. 

Dr.  Gerald  M.  Fenichel,  Professor  and  Chair- 
man of  the  Department  of  Neurology  at  Vander- 
bilt University  Medical  School,  presented  a paper 
on  “Development  Learning  and  Neurologic  Tech- 
niques” before  the  American  Academy  of  Pedi- 
atrics in  Washington,  D.  C. 

Dr.  Robert  Waters,  Chattanooga,  was  a member 
of  a professional  panel  that  presented  an  educa- 
tional program  on  drug  abuse  to  the  high  school 
students  in  the  Chattanooga  area. 

Dr.  Nat  Winston,  Nashville,  has  been  named 
State-wide  Chairman  for  the  Brock  for  Senate 
Committee.  Dr.  Winston  is  President  of  the 
American  Psychiatric  Hospitals,  Inc.,  a National 
chain  of  private  psychiatric  hospitals. 

Dr.  Stewart  Fish,  Memphis,  authored  an  article 
on  Rubella  entitled  “The  Expectant  Mother”  in 
the  April  issue  of  Redbook  Magazine.  Dr.  Fish 
is  Chairman  of  the  Department  of  Obstetrics  and 
Gynecology  at  the  University  of  Tennessee  Col- 
lege of  Medicine. 

Dr.  Robert  Allen,  Memphis,  and  Dr.  Sarah  Sell, 

Nashville,  were  speakers  at  the  recent  11th  An- 
nual Cardiac  Nursing  Institute  which  was  held 
at  Baptist  Hospital  in  Nashville. 

Dr.  Melvin  W.  Deweese,  Memphis,  is  spending 
the  month  of  June  in  Bangalore,  India,  perform- 
ing eye  surgery  for  the  medically  deprived  peo- 
ple in  that  area.  Dr.  Deweese  will  be  assisted 
by  his  twenty  year  old  son  Bill. 

The  program  of  the  Convocation  for  the  Ameri- 
can College  of  Physicians,  held  in  Philadelphia 
in  April  1970,  listed  the  following  Tennessee 
physicians  as  newly  elected  fellows:  Doctors 

Charles  V.  Dowling,  Randolph  M.  McCloy,  Walter 
L.  Norton  and  Samuel  E.  Pitner  of  Memphis; 
Doctors  Richard  A.  Obenour  and  Bergein  F. 
Overholt  of  Knoxville;  Doctors  Robert  H.  Alford, 
Ernest  W.  Ewers,  Jay  S.  Goodman,  Alan  L. 
Graber,  and  Alexander  C.  McLeod,  of  Nashville, 
and  Dr.  James  E.  Hampton,  Clarksville. 


ANNOUNCEMENTS 


Calendar  of  Meetings,  1970 

State 

Oct.  19-20  Tennessee  Valley  Medical  As- 

sembly, 18th  Annual,  Read 
House,  Chattanooga 
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Nashville  Surgical  (Company 

OFFICE  and  WAREHOUSE:  3332  POWELL  AVE.,  NASHVILLE  DISPLAY  and  SALES:  1911  CHURCH  STREET 


Since  1908 . . . 

the  South's  most  complete  line 
of  doctors'  and  hospital  supplies 


Our  new  warehouse  stocked  with 
over  23,000  drugs  and  serums, 
including  rare  and  hard-to-obtain  drugs. 

Drugs  of  the  highest  quality  . . . 
fresh  and  properly  refrigerated. 


Subsidiaries 

T3&S 

Medical  and  Scientific  Go. 

Memphis,  Tennessee 

Wilson-  Quick 

Drug  Stores 

Nashville  Donelson  Madison 

Gallatin  Murfreesboro  Columbia 

T— — 


June,  1970 
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June  21-25 
Aug.  16-18 

Sept.  10-12 

Sept.  14-17 
Sept.  19-20 
Sept.  20-23 

Sept.  25-Oct.  1 
Sept.  30-Oct.  1 

Oct.  5-9 

Oct.  12-16 
Oct.  17-22 

Oct.  25-29 

Oct.  25-30 

Oct.  29-Nov.  2 


National 

American  Medical  Association, 
Annual  Convention,  Chicago 
American  Academy  of  Physical 
Medicine  and  Rehabilitation, 
New  York  Hilton,  New  York 
American  Association  of  Ob- 
stetricians and  Gynecologists, 
Homestead,  Hot  Springs,  Va. 

American  Hospital  Association, 
Houston 

American  Association  of  Oph- 
thalmology, Las  Vegas 

American  Association  of  Medi- 
cal Clinics,  St.  Francis,  San 
Francisco 

American  Academy  of  General 
Practice,  San  Francisco 

AMA  Congress  on  Occupa- 
tional Health,  Century  Plaza 
Hotel,  Los  Angeles 

American  Academy  of  Oph- 
thalmology and  Otolaryngol- 
ogy, International  Hotel,  Las 
Vegas 

American  College  of  Surgeons, 
Conrad  Hilton  Hotel,  Chicago 

American  Academy  of  Pedi- 
atrics, San  Francisco  Hilton, 
San  Francisco 

American  Association  of  Blood 
Banks,  San  Francisco  Hilton, 
San  Francisco 

American  College  of  Chest 
Physicians,  Century  Plaza 
Hotel,  Los  Angeles 

Association  of  American  Medi- 
cal Colleges,  Biltmore  Hotel, 
Los  Angeles 


Continuing  Education  Symposium 
on  Black  Lung 

A Continuing  Education  course  on  "Black 
Lung”  will  be  held  July  16  and  17,  1970  at 
the  University  of  Tennessee  in  Knoxville.  The 
sponsors  of  the  Conference  are  the  Tennessee 
Mid-South  Regional  Medical  Program,  the  Ten- 
nessee Tuberculosis  and  Respiratory  Diseases 
Association,  the  Knoxville  Academy  of  Medicine, 


and  the  Division  of  Continuing  Education,  Van- 
derbilt School  of  Medicine. 

Stress  will  be  placed  on  basic  factual  informa- 
tion on  which  there  is  substantial  agreement  so 
that  practicing  physicians  in  the  region  may  de- 
rive an  increased  understanding  of  Occupational 
Pneumoconiosis  as  it  affects  their  coal  miner 
patients.  Formal  presentations  and  ample  dis- 
cussion and  question  periods  will  prove  useful 
and  stimulating,  and  will  enhance  understanding 
of  Occupational  Pneumoconiosis  of  coalworkers, 
and  aid  in  the  effort  to  eliminate  this  dreaded 
disease  in  our  region. 

This  meeting  is  particularly  timely  in  view  of 
the  fact  that  on  January  1,  1970,  the  Federal 
Coal  Mine  Health  and  Safety  Act  of  1969  became 
a law.  Practicing  physicians  as  well  as  Public 
Health  and  Social  Security  representatives  will 
have  distinct  responsibilities  in  the  application 
of  this  law.  For  physicians  particularly,  this 
Symposium  offers  an  opportunity  to  improve 
ability  to  make  an  accurate  diagnosis  of  Oc- 
cupational Pneumoconiosis  of  coalworkers,  and 
to  establish  clearcut  determination  of  disability. 
For  all  attending  this  meeting,  the  sponsors  hope 
to  provide  as  much  information  as  possible  about 
the  health  and  safety  features  of  the  new  law 
and  the  relationship  between  federal  and  re- 
cently updated  state  workmen’s  compensation 
laws. 

The  goal  of  this  Symposium  is  to  provide  basic 
scientific  and  legal  facts  in  the  belief  that 
through  the  effective  application  of  this  knowl- 
edge a beginning  may  be  made  toward  the  even- 
tual elimination  of  coalworker’s  Pneumoconiosis, 
which,  in  the  final  analysis,  is  the  intended  pur- 
pose of  the  new  Federal  Act. 

This  Conference  is  acceptable  for  nine  pre- 
scribed hours  of  continuing  education  by  the 
American  Academy  of  General  Practice. 


National  Conference  on  Cancer 
Therapy  to  Be  Held 

The  Ninth  National  Conference  on  Therapies 
for  Advanced  Cancers  will  be  held  at  the  Uni- 
versity of  Wisconsin  Postgraduate  Center  on 
August  20-22,  1970.  The  sponsor  of  the  program 
is  the  Division  of  Clinical  Oncology  at  the  Uni- 
versity of  Wisconsin. 

For  additional  information  regarding  registra- 
tion, please  write  the  Program  Coordinator:  R.  J. 
Samp,  M.D.,  University  Hospital,  Madison,  Wis- 
consin 53706. 


Doctor,  you  cam,  take 


it  with  you! 


THE  BURDICK  EK-IV  DUAL-SPEED 
ELECTROCARDIOGRAPH 

• 26V£  pounds  light,  including  all  acces- 
sories and  carrying  case!  Ideal  for 
office  or  bedside  use 

• 25  or  50  mm.  speed  — an  accurate 
record  for  an  accurate  diagnosis 

• frequency  response  greatly  in  excess 
of  minimum  A.M.A.  standards 

• top-loading  paper  drive  eliminates 
tedious  paper-threading  adjustments 


THE  BURDICK  CORPORATION 

MILTON,  WISCONSIN 
Branch  Offices:  New  York  • Chicago  • Atlanta  • Los  Angeles 
Dealers  in  all  principal  cities 


KAY  SURGICAL,  INC. 

1381  Madison  Ave.  Memphis,  Tenn. 


5y  nthroid 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replace- 
ment therapy  for  diminished  or  absent  thyroid  function  resulting 
from  primary  or  secondary  atrophy  of  the  gland,  congenital  defect, 
surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyroxine)  Tablets  include  myxedema, 
hypothyroidism  without  myxedema,  hypothyroidism  in  pregnancy, 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroid- 
ism, simple  (non-toxic)  goiter,  and  reproductive  disorders  associated 
with  hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injection 
is  indicated  in  myxedematous  coma  and  other  thyroid  dysfunctions 
where  rapid  replacement  of  the  hormone  is  required.  When  a pa- 
tient does  not  respond  to  oral  therapy,  SYNTHROID  (sodium  levo- 
thyroxine) injection  may  be  administered  intravenously  to  avoid  any 
question  of  poor  absorption  by  either  the  oral  or  the  intramuscular 
route. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage 
may  cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia, 
vomiting  and  continued  weight  loss.  These  effects  may  begin  after 
four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue 
medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In 
patients  with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage  require- 
ments. If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Simmonds’s 
Disease  (panhypopituitarism)  or  Cushing’s  syndrome  (hyperadren- 
alism),  these  dysfunctions  must  be  corrected  prior  to  and  during 
SYNTHROID  (sodium  levothyroxine)  administration.  The  drug 
should  be  administered  with  caution  to  patients  with  cardiovascular 
disease;  development  of  chest  pains  or  other  aggravations  of  car- 
diovascular disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothyroxine) 
therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism:  sweat- 
ing, heart  palpitations  with  or  without  pain,  leg  cramps,  and  weight 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  observed. 
Myxedematous  patients  with  heart  disease  have  died  from  abrupt 
increases  in  dosage  of  thyroid  drugs.  Careful  observation  of  the 
patient  during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  followed  by 
a more  gradual  adjustment  upward  will  result  in  a more  accurate 
indication  of  the  patient's  dosage  requirements  without  the  appear- 
ance of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid"  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be 
increased  by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI 
measurements  about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema,  starting 
dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05 
mg.  after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks. 
The  daily  dose  may  be  further  increased  at  two-month  intervals  by 
0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3 
mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P.,  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  adminis- 
tered intravenously  utilizing  200-400  meg.  of  a solution  containing 
100  meg.  per  ml.  If  significant  improvement  is  not  shown  the  follow- 
ing day,  a repeat  injection  of  100-200  meg.  may  be  given. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


Fog  on  the  Embankment.  Two  figures  emerge  into  silhouette  against  a 
haloed  street  lamp.  The  flare  of  a match  reveals  the  profile  of  Sherlock 
Holmes.  As  he  lights  his  calabash,  his  companion  speaks: 


“Is  that  why  there’s  such  a smooth,  predictable  response,  Watson?” 

“Quite!  With  agent  T4,  SYNTHROID,  the  chances  of  a precipitous 
rise  in  metabolic  rate  are  lessened.” 


“By  Jove,  Holmes,  that  amazing  intuition  of  yours  has  proved  right 
again.  What  we’re  looking  for  is  a single  entity.  I thought  we  were 
dealing  with  several  others— even  twins.  But  now— I’d  say  we’ve 
uncovered  a double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his  greatcoat,  and 
reads  aloud  from  it): 


“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid  hormone— because 
‘free’  thyroxine  (that  is,  thyroxine  not  bound  to  protein)  is  active  at 
the  tissue  level.  It  is  gradually  released  from  thyroxine-binding  pro- 
teins. Each  daily  dose  of  SYNTHROID  is  mostly  bound  to  thyroid- 
binding proteins,  and  slowly  released  as  ‘free’  thyroxine— the  form  in 
which  it  is  metabolically  active.” 


“The  key  to  the  whole  cypher  is  SYNTHROID  (sodium  levothy- 
roxine)”. . . 

“Shhh!  Watson,  not  so  loud!  You’ll  alert  our  quarry.” 

(Watson  continues):  “A  single  entity  that  serves  two  functions.” 

“A  master  stroke,  Watson.” 

“Follow  along,  Holmes.  In  the  neighborhood  of  95%  of  the  circulat- 
ing thyroid  hormone  is  levothyroxine — T4  as  you  call  it.  T4  is  bound 
to  thyroxine-binding  proteins  in  the  serum.  It  becomes  available  only 
gradually  to  tissue  cells— as  free  thyroxine.” 


“Magnificent,  Watson!  So  protein-bound  thyroxine  is  the  major  form 
of  circulating  thyroid  hormone,  and  it  is  released  as  ‘free’  thyroxine. 
And  that’s  why  SYNTHROID  is  able  to  simulate  the  normal  process 
so  artfully.  Q.E.D.” 

“Not  so  fast,  Holmes.  SYNTHROID  works  for  the  physician,  too. 
Because  its  dosage  is  more  precisely  controllable,  and  because  re- 
sponse is  so  smooth  and  predictable,  the  doctor  gets  fewer  phone  calls 
in  the  wee  hours  from  agitated  patients.  Both  parties  get  more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that  SYNTHROID,  the 
‘single  agent,’  cleverly  does  the  job  of  two.” 


Synthroid  (sodium  levothyroxine) 


TENNESSEE  MEDICAL  ASSOCIATION  1970-71  STANDING  COMMITTEES 


Committee  on  Helentliie  AIThIih — Harry  A.  Stone,  Chair- 
man, Chattanooga;  K.  L.  DeSaussure,  Memphis;  John 
H.  Burkhart,  Knoxville;  Harrison  J.  Shull,  Nashville; 
Charles  E.  Allen,  Johnson  City;  R.  H.  Kampmeier,  Nash- 
ville; (J.  J.  Range,  Johnson  City,  Division  Coordinator), 

on  l.ivi  aiiion — O.  Moisj  Koentitzky,  cnair- 

inan,  Nashville  (1973);  A,  Roy  Tyrer,  Jr.,  Vice-Chairman, 
Memphis  (1973);  John  H.  Burkhart,  Knoxville  (1972); 
David  H.  Turner,  Chattanooga  (1973);  D.  Gordon  Petty, 
Carthage  (1971);  John  O.  Williams,  Jr.,  Mt,  Pleasant 
(1072);  O.  M.  McCall um,  Henderson  (1971);  Byron  O. 
Garner,  Union  City  (1972);  R.  H.  Kampmeier,  Nashville, 
Ex-OfTlcio;  (Chairmen  of  Legislative  Committees  of  four 
Metropolitan  Societies)  : Thomas  L.  Buttram,  Chatta- 

nooga; John  L,  Farrlnger,  Jr.,  Nashville;  Harold  L. 
Neuonseh wander,  Knoxville;  John  B.  Dorian,  Memphis; 
Joe  M.  Strayhorn,  Nashville;  One  Year  Appointment  by 
Chairman  (Byron  O.  Garner,  Union  City,  Division  Co- 
ordinator) . 

Liaison  Commilti-i-  to  tin-  l*nl>  I i<*  lli-nltli  Di-portmliiit—™- 

William  A.  Hensley,  Jr.,  Chairman,  Cookeville  (1971); 
Warren  B.  Henry,  Chattanooga  (1972);  C.  D.  Hawkes, 
Memphis  (1973);  John  P.  Fields,  Nashville  (1974);  Wil- 
liam O.  Murray,  Dyersburg  (1975);  (Byron  O.  Garner, 
Union  City,  Division  Coordinator). 

Commlttim  on  Oovorninoiital  Mi*<licul  Si-rvii-rs— -Francis  H. 
Cole,  Chairman,  Memphis;  Tom  E.  Nesbitt,  Nashville; 
William  A.  Hensley,  Jr.,  Cookeville;  A.  Roy  Tyrer,  Jr,, 
Memphis;  William  T.  Satterfield,  Sr.,  Memphis;  Robert  L. 
Chalfant,  Nashville;  O.  Morse  Koehtitzky,  Nashville;  John 
II.  SafTold,  Knoxville;  Edward  T.  Newell,  Jr.,  Chatta- 
nooga; (Byron  Q.  Garner,  Union  City,  Division  Coordi- 
nator) . 

Committer  on  Tennessee  IY1<-<ll<-nl  Association  Croup  Insur- 

iiin-i — William  T.  Satterfield,  Sr.,  Chairman,  Memphis 
(1971)  ; Garth  E.  Foil,,  Nashville  (1972);  Edward  G.  John- 
son, Chattanooga  (1973);  Robert  W.  Newman,  Knoxville 
(1973);  (Edward  G.  Johnson,  Chattanooga,  Division  Co- 
ordinator). B.  F,  Byrd,  Sr.,  M.D.,  Nashville,  former  con- 
sultant member  of  Committee  to  be  invited  to  attend 
meetings,  but  not  included  in  Committee  list. 

Committor  «.,  Constitution  X l*y  •I.iiwk — John  H.  Burkhart, 
Chairman,  Knoxville  (1973);  R.  L.  DeSaussure,  Memphis 
(1973);  David  H.  Turner,  Chattanooga  (1972);  William 
H.  Edwards,  Nashville  (1972);  Rufus  E.  Cravens,  Mem- 
phis (1971);  Charles  A.  Trahern,  Clarksville  (1971). 


Committcn  «n  Hospitals — A.  Roy  Tyrer,  Jr.,  Chairman, 
Memphis  (1971);  George  L.  Smith,  Winchester  (1971);  Ira 
L.  Arnold,  Chattanooga  (1972);  Eugene  R.  Nobles,  Jr., 
Memphis  (1972);  George  R.  Mayfield.  Jr.,  Columbia 
(1973);  Harry  T.  Moore,  Jr.,  Nashville  (1973);  Edward  G. 
Johnson,  Chattanooga,  Division  Coordinator). 

Mediation  Commlttci — K.  M.  Kressenberg,  Chairman,  Pu- 
laski (1971);  Edward  T.  Newell,  Jr.,  Chattanooga  (1972); 
Francis  H.  Cole,  Memphis  (1973);  (Edward  G.  Johnson, 
Chattanooga,  Division  Coordinator). 

Peer  Ill-view  Committee — John  H.  Burkhart,  Chairman, 
Knoxville  (1971);  G.  Baker  Hubbard,  Jackson  (1972); 
K.  M.  Kressenberg,  Pulaski  (1973);  Edward  T.  Newell. 
Jr.,  Chattanooga  (1974);  Francis  H.  Cole,  Memphis 
(1975);  (Edward  G.  Johnson,  Chattanooga,  Division  Co- 
ordinator). 

Communication!)  ami  Public  Service  Committee Henry  G. 

Rudner,  Jr.,  Chairman,  Memphis,  (1972);  Tinnin  Martin, 
Jr.,  Memphis  (1971);  Blair  D.  Erb,  Jackson  (1973); 
Richard  E.  Green,  Murfreesboro  (1973);  Herman  J.  Kap- 
lan, Nashville  (1971);  B.  F.  Byrd,  Jr.,  Nashville  (1972); 
W.  A.  McLeod,  Jr.,  Johnson  City  (1973);  Perry  M.  Hug- 
gin.  Knoxville  (1971);  David  II.  Turner,  Chattanooga 
(1972);  R.  H.  Kampmeier,  Nashville,  Ex-Ofiicio;  (C.  Gor- 
don Peerman,  Jr.,  Nashville,  Division  Coordinator). 
IntcrprofeNlionul  l.iniNon  Commit te-e— Wi lliam  H.  Edwards, 

Chairman,  Nashville  (1973);  Thomas  J.  Ellis,  Johnson 
City  (1973);  Thomas  K.  Ballard.  Jackson  (1973)  ; John  D. 
Young,  Jr.,  Memphis  (1972);  Robert  A.  Waters,  Chatta- 
nooga (1972);  Arnold  Haber,  Nashville  (1972).;  Laurence 
W.  Jones,  Union  City  (1971);  Vernon  II.  Young,  Knoxville 
(1971);  Charles  R.  Brite,  Columbia  (1971);  (C.  Gordon 

Peerman,  Jr.,  Nashville,  Division  Coordinator). 

Committee  on  Sorio-Kconomirs  of  llciiltli  Care— R.  A. 

Calandruccio,  Chairman.  Memphis  (1973);  Robert  L. 
Chalfant,  Nashville  (1973);  David  P.  McCallie,  Chatta- 
nooga (1972);  Lawrence  R.  Nickell,  Columbia  (1972); 
Curtis  P.  McCammon,  Knoxville  (1971);  (Edward  G. 
Johnson,  Chattanooga,  Division  Coordinator). 

Committee  on  Continuing  Medical  Edueution^— John  B. 
Thomison,  Chairman,  Nashville  (1973);  R.  H.  Kampmeier, 
Nashville  (1973);  Blair  D.  Erb,  Jackson  (1973);  J.  Pervis 
Milnor,  Jr.,  Memphis  (1972);  Charles  A.  Trahern.  Clarks- 
ville (1972);  Robert  C.  Coddington,  Chattanooga  (1972); 
Alfred  D.  Beasley,  Knoxville  (1971);  Fred  D.  Ownby, 
Nashville  (1971);  Ira  S.  Pierce,  Knoxville  (1971);  John  O. 
Williams,  Jr.,  Mt.  Pleasant,  Division  Coordinator). 


SPECIAL  COMMITTEES 


it iirni  Health  Coniniittei — Charles  A.  Trahern,  Chairman, 
Clarksville;  Julian  C.  Lentz,  Jr.,  Maryville;  Julian  K. 
Welch,  Jr.,  Brownsville;  Lester  F.  Littell,  Dayton;  Joseph 
L.  Willoughby,  Franklin;  F.  Houston  Lowry,  Jr.,  Mad- 
isonville;  Mr.  Vernon  Darter,  University  of  Tennessee, 
Knoxville,  Consultant;  Mr.  Kenneth  Cherry,  Tennessee 
Farm  Bureau,  Columbia,  Consultant;  (C.  Gordon  Peer- 
man,  Jr.,  Nashville,  Division  Coordinator). 

C-mmltioo  it ii  1 Ai-i-ri-illtniloii — James  N.  ProiTitt, 

Chairman,  Maryville  (Knoxville  Hospital  Council); 
George  R.  Livermore,  Jr.,  Memphis  (Memphis  Hospital 
Council);  Robert  It.  Young,  Jr.,  Union  City  (West  Ten- 
nessee); Richard  P.  Ownbey,  Nashville  (Middle  Tennes- 
see); George  L.  Smith,  Winchester  (South-Middle 
Tennessee);  Moore  J.  Smith,  Jr.,  Chattanooga  (Chatta- 
nooga Hospital  Council);  William  A.  Hensley,  Jr.,  Cooke- 
ville (Mid-East);  Charles  E.  Allen,  Johnson  City  (Upper 
East);  (Edward  G.  Johnson,  Chattanooga,  Division  Co- 
ordinator) . 

Committee  on  rgeney  Medical  Services — C.  Robert  Clark, 

Chairman,  Chattanooga;  Robert  C.  Reeder,  Memphis; 
James  C.  Prose,  Knoxville;  Thomas  L.  Buttram,  Chatta- 
nooga; Joseph  C.  Loughecd,  Memphis;  Stanley  Bernard, 
Nashville;  Horace  B.  Cupp.  Jr.,  Johnson  City;  Byron  O. 
Garner,  Union  City;  David  R.  Pickens,  Nashville;  C.  Har- 
well Dabbs,  Knoxville;  Edmund  W.  Benz,  Nashville; 
Daniel  J.  Scott,  Jr.,  Memphis;  (J.  J.  Range,  Johnson 
City,  Division  Coordinator) . 

Committor  on  Environmi-ntal  A Occupational  llcaltli — 

James  J.  Lawson,  Jr.,  Chairman,  New  Johnsonville; 
Robert  G.  Kiger,  Nashville;  Paul  V.  Nolan,  Chattanooga; 
Horton  G.  DuBard,  Memphis;  George  Love, joy,  Memphis; 
Robert  E.  Keith,  Kingsport;  James  B.  Ely,  Knoxville; 
(J.  J.  Range,  Johnson  City,  Division  Coordinator). 

Advisory  Committee  to  Woman's  Auxiliary— Howard  A. 

Boone,  Chairman,  Memphis;  James  W.  Ellis,  Nashville; 
Jacob  T.  Bradsher,  Knoxville;  (C.  Gordon  Peerman,  Jr., 
Nashville,  Division  Coordinator). 

Committee  on  lllood  Hanks  and  Medical  Laboratories — John 
K.  Duckworth,  Chairman,  Memphis;  Frank  C.  Womack, 
Nashville;  Charles  C.  Smeltzer,  Knoxville;  Thomas  C. 
Gladding,  Memphis;  John  W.  Adams,  Jr.,  Chattanooga; 
E.  Steve  Dummit,  Jr.,  Columbia;  Daniel  F.  Beals,  Knox- 
ville; Alvin  S.  Crawford,  Bristol;  David  P.  Hall,  Chatta- 
nooga; George  F.  Bale,  Memphis;  Harry  G.  Browne, 
Nashville;  (J.  J.  Range,  Johnson  City,  Division  Coordi- 
nator) . 

Committee  on  Mental  Health — Frank  W.  Stevens,  Chair- 
man, Nashville;  James  S.  Cheatham,  Vice-Chairman, 
Chattanooga;  Joseph  W.  Johnson,  Jr.,  Chattanooga; 
Marion  C.  Glasgow,  Union  City;  G.  H.  Aivazian,  Mem- 
phis; Carl  C.  Gardner,  Jr.,  Columbia;  Clifton  E.  Irwin, 
Knoxville;  Robert  G.  Jordan,  Memphis;  John  H.  Wolaver, 


Knoxville;  William  A.  Wiley,  Jr.,  Johnson  City;  Frank  H. 
Luton,  Nashville,  Ex-Ofiicio;  (J.  J.  Range,  Johnson  City, 
Division  Coordinator). 

Committee  on  Health  Project  Contest William  B.  Wadling- 

ton,  Chairman,  Nashville;  Fred  G.  McConnell,  Kingsport; 
Robert  G.  Demos,  Chattanooga;  James  W.  Pate,  Mem- 
phis; Mrs.  William  F.  Mackey,  Memphis;  (C.  Gordon 
Peerman,  Jr.,  Nashville,  Division  Coordinator). 

Committee  on  Youth  and  Eilin-at ion— Joe  E.  Tittle,  Chair- 
man, Oak  Ridge;  Henry  H.  Long,  Knoxville;  Robert  L. 
Bomar,  Jr.,  Nashville;  Kent  K.vgor,  Nashville;  Ben  D. 
Hall,  Johnson  City;  Harold  F.  Vann,  Clarksville;  James 
R.  Royal,  Chattanooga;  Lawrence  L.  Cohen,  Memphis; 
Edward  F.  Crocker,  Jackson;  Robert  E.  Clendenin,  Jr., 
Union  City;  (C.  Gordon  Peerman,  Jr.,  Nashville,  Division 
Coordinator) . 

Committee  on  Medicine  and  Religion — Ira  L.  Arnold.  Chair- 
man, Chattanooga;  H.  Dewey  Peters,  Knoxville;  John  P. 
Nash,  Memphis;  John  A.  Wilson,  Nashville;  Lawrence  G. 
Schull,  Nashville;  Paul  E.  Hawkins,  Chattanooga; 
George  H.  Finer,  Knoxville;  Gordon  L.  Mason,  Johnson 
City;  Fen  wick  W Chappell,  Memphis;  H.  H.  Barham, 
Bolivar;  (C.  Gordon  Peerman,  Jr.,  Nashville,  Division 
Coordinator) . 

Committee  on  Rehabilitation — James  C.  Gardner,  Chair- 
man, Nashville;  Greer  Ricketson,  Nashville;  Durwood  L. 
Kirk,  Chattanooga;  Sidney  L.  Wallace,  Knoxville;  Robert 
Tooms,  Memphis;  Robert  A.  Utterback,  Memphis;  Gene 
H.  Kistler,  Chattanooga;  Dan  C.  Gary,  Union  City;  (J.  J. 
Range,  Johnson  City,  Division  Coordinator). 

Committee  on  Regional  Medical  Programs W.  O.  Vaughan, 

Chairman,  Nashville;  B.  G.  Mitchell,  Memphis;  J. 
Malcolm  Aste,  Memphis;  Joseph  K.  Maloy,  Kingsport; 
Tom  E.  Nesbitt,  Nashville;  Addison  B.  Scoville,  Jr.,  Nash- 
ville; Robert  A.  Waters,  Chattanooga;  John  H.  Burkhart, 
Knoxville;  (John  O.  Williams,  Jr.,  Mt.  Pleasant,  Division 
Coordinator) . 

Liaison  Committee  to  Medical  Schools  in  Tcnncssci Louis 

Rosenfeld,  Chairman,  Nashville;  John  O.  Williams,  Jr., 
Mt.  Pleasant;  David  P.  McCallie,  Chattanooga;  Ben  D. 
Hall,  Johnson  City;  Blair  D.  Erb,  Jackson;  John  D. 
Hughes,  Memphis;  Matthew  Walker,  Nashville;  Tom  E. 
Nesbitt,  Nashville,  President,  TMA;  (John  O.  Williams, 
Jr.,  Mt.  Pleasant,  Division  Coordinator). 

Committee  on  Comprehensive  Health  Planning G.  Baker 

Hubbard,  Chairman,  Jackson;  Edward  W.  Reed.  Mem- 
phis; Harold  B.  Boyd,  Memphis;  William  A.  Hensley.  Jr., 
Cookeville;  Charles  C.  Smeltzer,  Knoxville;  K.  M.  Kres- 
senberg, Pulaski;  Lloyd  C.  Elam,  Nashville;  Pope  B. 
Holliday,  Chattanooga;  Francis  H.  Cole,  Memphis;  Eugene 
W.  Fowinklc,  Nashville,  Ex-Officio;  (Byron  O.  Garner, 
Union  City,  Division  Coordinator). 
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OFFICERS  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION,  1970-71 


PRESIDENT— Tom  E.  Nesbitt,  M.D.,  1921 

Hayes  Street,  Nashville,  37203 
PRESIDENT-ELECT— John  H.  Saffold,  M.D., 
605  Walnut  Street,  Knoxville,  37902 
VICE-PRESIDENT — E.  Kent  Carter,  M.D., 
Holston  Valley  Community  Hospital, 
Kingsport,  37660 

VICE-PRESIDENT — William  K.  Owen,  M.D., 
214  West  Madison  Street,  Pulaski,  38478 
VICE-PRESIDENT — J.  Kelley  Avery,  M.D., 
1229  Russell  Street,  Union  City,  38261 

SECRETARY — O.  Morse  Kochtitzky,  M.D., 
2104  West  End  Avenue,  Nashville,  37203 

EXECUTIVE  DIRECTOR— Mr.  J.  E.  Ballcn- 
tine,  112  Louise  Ave.,  Nashville,  37203 


BOARD  OF  TRUSTEES 

*Wm.  T.  Satterfield,  Sr.,  M.D.,  Chairman 
(1972)  1188  Minna  Place,  Memphis  38104 
♦Francis  H.  Cole,  M.D.,  (1971)  188  South 
Bellevue,  Memphis,  38104 
R.  L.  DeSaussure,  M.D.,  (1971)  Baptist 

Medical  Building,  Memphis,  38103 
Byron  O.  Garner,  M.D.,  (1972)  Hillcrest 
Drive,  Union  City,  38261 
Edward  G.  Johnson,  M.D.,  (1971)  711 

Medical  Arts  Bldg.,  Chattanooga,  37402 
♦O.  Morse  Kochtitzky,  M.D.,  Secretary- 
Treasurer  (1971)  2104  West  End  Avenue, 
Nashville,  37203 


♦Tom  E.  Nesbitt,  M.D.,  (1972)  1921  Hayes 
Street,  Nashville,  37203 
C.  Gordon  Peerman,  Jr.,  M.D.,  (1973)  2100 
Hayes  Street,  Nashville,  37203 
J.  J.  Range,  M.D.,  (1972)  Memorial  Hospi- 
tal, Johnson  City,  37601 
♦John  H.  Saffold,  M.D.,  (1973)  605  Walnut 
Street,  Knoxville,  37902 
John  O.  Williams,  Jr.,  M.D.,  Vice-Chair- 
man, (1972)  213  Bond  Street,  Mt. 

Pleasant,  38474 
♦Executive  Committee 


SPEAKER  OF  THE  HOUSE 
R.  L.  DeSaussure,  M.D.,  (1971)  Baptist 

Medical  Building,  Memphis,  38103 
V ice-Speak«r — R.  H.  Haralson,  Jr.,  M.D., 
(1971)  821  Tuckaleechee  Road,  Maryville, 
37801 

COUNCILORS 

First  District — Alvin  S.  Crawford,  M.D., 
Memorial  Hospital,  Bristol,  37620  (1972) 
Second  District — J.  Marsh  Frere,  Jr.,  M.D., 
Med.  Arts  Bldg.,  Knoxville,  37902  (1971) 
Third  District — Harry  A.  Stone,  M.D.,  602 
Medical  Arts  Bldg.,  Chattanooga,  37402 
(1972) 

Fourth  District — Claude  M.  Williams,  M.D., 
General  Hospital,  Cookeville,  38501  (1971) 
Fifth  District — George  L.  Smith,  M.D.,  116 
South  High  St.,  Winchester,  37398  (1972) 


Sixth  District — B.  K.  Hibbett,  III,  M.D.,  2122 
West  End  Avenue,  Nashville,  37203  (1971) 
Seventh  District — Kenneth  J.  Phelps,  M.D., 
304  W.  Church  St.,  Lewisburg,  37091  (1972) 
Eighth  District — Lee  Rush,  Jr.,  M.D.,  Secre- 
tary, 505  South  Main  St.,  Somerville, 
38006  (1971) 

Ninth  District — Laurence  W.  Jones,  M.D., 
Box  220,  Hillcrest  Drive,  Union  City, 
38261  (1972) 

Tenth  District — B.  G.  Mitchell,  M.D.,  Chair- 
man, 1388  Madison  Avenue,  Memphis, 
38104  (1971) 


DELEGATES  TO  THE  A.M.A. 

Bland  W.  Cannon,  M.D.,  Suite  609,  910 
Madison  Avenue,  Memphis,  38103,  1971. 
John  H.  Burkhart,  M.D.,  3000  Broadway, 
N.E.,  Knoxville,  37917  (1972) 

W.  O.  Vaughan,  M.D.,  2103  Hayes  Street, 
Nashville,  37203  (1971) 

Tom  E.  Nesbitt,  M.D.,  1921  Hayes  Street, 
Nashville,  37203  (1972) 


ALTERNATE  DELEGATES 

Julian  K.  Welch,  Jr.,  M.D.,  107  North 

Lafayette  Ave.,  Brownsville,  38012  (1971) 
Wm.  F.  Meacham,  M.D.,  Vanderbilt  Uni- 
versity Hospital,  Nashville,  37203  (1971) 
A.  Roy  Tyrer,  Jr.,  M.D.,  Claybrook  Build- 
ing, Suite  50-D,  Memphis,  38104  (1972) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES,  1970-71 


COUNTY  SOCIETY 

BEDFORD  

BENTON-HUMPHREYS  

BLOUNT  

BRADLEY  

CAMPBELL  

CHATTANOOGA-HAMILTON  COUNTY 


COCKE  

COFFEE  

CONSOLIDATED  MEDICAL  ASSEMBLY 

CUMBERLAND  

NASHVILLE  ACADEMY  OF  MEDICINE 
& DAVIDSON  COUNTY  

DICKSON  

FENTRESS  

FRANKLIN 

GILES  

GREENE  

HAMBLEN  

HAWKINS 

HENRY  

HICKMAN-PERRY  

JACKSON  

KNOXVILLE  ACADEMY  OF  MEDICINE 

LAWRENCE  

LINCOLN  

MACON  

MARSHALL  

MAURY  

McMINN  

MEMPHIS -SHELBY  COUNTY" 


MONROE  

MONTGOMERY 
NORTHWEST  TENNESSEE 

OVERTON  

PUTNAM  

ROANE-ANDERSON 

ROBERTSON  

RUTHERFORD  

SCOTT  

SEVIER  

SMITH  

SULLIVAN- JOHNSON 

SUMNER  

TIPTON  

WARREN  

WASHINGTON-CARTER-UNICOI 

WEAKLEY  

WHITE  

WILLIAMSON  

WILSON  


PRESIDENT 

Taylor  Farrar,  M.D.,  Shelbyville  

James  J.  Lawson,  M.D.,  New  JohnSOnville 

Ted  L.  Fliekinger,  M.D.,  Maryville  

Madison  S.  Trewhitt,  M.D.,  Cleveland  

Matthew  L.  Davis,  M.D.,  LaFollette  

Robert  G.  Demos,  M.D.,  Chattanooga  


David  II.  McConnell,  M.D.,  Newport 
William  D.  Calhoun,  M.D.,  Manchester 

John  D.  Lay,  M.D.,  Savannah  

H.  F.  Lawson,  M.D.,  Crossville 
Robert  L.  Chalfant,  M.I).,  Nashville 


Itobby  Joel  Smith,  M.D.,  Dickson  

Shelby  O.  Turner,  M.D.,  Jamestown  

Jo  C.  Anderton,  M.D.,  Winchester  

William  H.  Murrey,  M.D.,  Pulaski  

David  O.  Patterson,  M.I).,  Greeneville  

L.  C.  Bryan,  M.D.,  Rutledge  

Wm.  E.  Gibbons,  M.I).,  Rogersville  

John  Edward  Neumann,  M.D.,  Paris  

Gordon  H.  Turner,  M.I).,  Linden  

E.  M.  Dudncy,  M.D.,  Gainesboro  

Travis  E.  Morgan,  M.D.,  Knoxville  

Malcolm  H.  Weathers,  Jr.,  M.D.,  Loretto 

Edwin  E.  Blalack,  M.D.,  Fayetteville  

Charles  C.  Chitwood,  M.D.,  Lafayette  

Hoyt  C.  Harris,  M.I).,  Lewisburg  

Joel  T.  Hargrove,  M.I).,  Columbia  

Helen  R.  Arterburn,  M.D.,  Athens  

C.  D.  Hawkcs,  M.D.,  Memphis  


Joe  H.  Henshaw,  M.D.,  Sweetwater  

Troy  A.  Walker,  M.D.,  Clarksville  

Robert  E.  Clcndenin,  M.D.,  Union  City  

Denton  D.  Norris,  M.D.,  Livingston  

Walter  E.  Derryberry,  M.I).,  Cookeville  

Henry  B.  Ruley,  M.D.,  Oak  Ridge  

Wm.  P.  Stone,  M.I).,  Springfield  

William  w.  Shacklett,  M.D.,  Murfreesboro  . . 

Milford  Thompson,  M.D.,  Oneida  

John  L.  Sonner,  M.D.,  Sevierville 

D.  Gordon  Petty,  M.D.,  Carthage  

Floyd  Davis,  M.D.,  Kingsport  

Albert  G.  Dittes,  M.I).,  Portland  

Travis  L.  Bolton,  M.D.,  Covington  . 

W.  B.  Bigbee,  M.D,  McMinnville  

Martin  Bronson,  M.D,  Elizabethton  

J.  w.  Shore,  M.D,  Martin  

Robert  F.  Baker,  M.D.,  Sparta  

Harry  J.  Guffee,  M.D.,  Franklin  

R.  C.  Kash,  M.D.,  Lebanon  


SECRETARY 

Sue  w.  Johnson,  M.D.,  Shelbyville 
Hiram  C.  Capps,  M.D.,  Waverly 
B.  H.  Blanks,  M.D.,  Maryville 
Richard  Hughes,  M.D.,  Cleveland 
Roseoe  C.  Pryse,  M.D.,  LaFollette 
Durwood  L.  Kirk,  M.D.,  Chattanooga 
Mrs.  Flora  Richardson,  107  Interstate 
Life  Bldg.,  Chattanooga,  37402 — 
Executive  Secretary 
Glenn  C.  Shults,  M.I).,  Newport 
Coulter  s.  Young,  M.I).,  Manchester 
Charles  W.  Cox,  M.D.,  Jackson 
Carl  T.  Duer,  M.D.,  Crossville 
Russell  T.  Birmingham,  M.I).,  Nashville 
Mr.  Jack  Drury,  112  Louise  Avenue, 
Nashville,  37203 — Executive  Secretary 
Daniel  B.  Drinnen,  M.D.,  Dickson 

B.  F.  Allred,  M.D.,  Jamestown 
Charles  II.  Keppler,  M.I).,  Sewanee 
William  K.  Owen,  M.D.,  Pulaski 
Michael  j.  O’Dell,  M.I).,  Greeneville 

C.  H.  Helms,  M.D.,  Morristown 
Wm.  II.  Lyons,  M.D.,  Rogersville 
J.  Ray  Smith,  M.D.,  Paris 
Parker  I).  Elrod,  M.D.,  Centerville 
Jack  S.  Johnson,  M.D.,  Gainesboro 

J.  Marsh  Frere,  Jr.,  M.D.,  Medical  Arts 
Building,  Knoxville 
Larry  B.  Molloy,  M.D.,  Lawrenceburg 
Paris  Bransford,  M.I).,  Fayetteville 

E.  M.  Froedge,  M.D.,  Lafayette 
James  E.  Tinncll,  M.D.,  Lewisburg 
E.  S.  Dummit,  Jr.,  M.I).,  Columbia 
Lester  II.  Shields,  M.D.,  Athens 
John  K.  Duckworth,  M.D.,  Memphis 
Mr.  Los  Adams,  774  Adams  Ave.,  Memphis, 
38105 — Executive  Secretary 
Charles  Stockard,  Jr.,  M.I).,  Sweetwater 
A.  R.  Boyd,  M.D.,  Clarksville 
Robert  L.  Harrington,  M.D.,  Dyersburg 
Billy  Copeland,  M.D.,  ByrdstOWn 
Thurman  Shipley,  M.I).,  Oak  Ridge 
James  T.  Gillespie,  M.D.,  Oak  Ridge 
John  M.  Jackson,  M.D.,  Springfield 
Marvin  E.  Deck,  M.I).,  Murfreesboro 
Maxwell  E.  Hull,  M.D.,  Oneida 
Charles  L.  Roach,  M.D.,  Sevierville 
H.  o.  Mason,  M.D.,  Alexandria 
Kenneth  Lynch,  M.D.,  Kingsport 
Win.  David  Stewart,  M.I).,  Gallatin 
W.  A.  Alexander,  M.D.,  Covington 
C.  E.  Perry,  Jr.,  M.D,  McMinnville 
James  w.  Gibson,  Jr.,  M.D,  Johnson  City 
Nathan  Porter,  M.D,  Greenfield 
Donald  H.  Bradley,  M.D.,  Sparta 
William  F.  Eneke,  M.D.,  Franklin 
Thomas  R.  Puryear,  M.D.,  Lebanon 


HEALTH  SCIENCES  LIBRARY 
UNIVERSITY  OF  MARYLAND 
BALTIMORE 


540 


TENNESSEE  MEDICAL  JOURNAL 


June,  1970 


REPRINT  SCHEDULE 

for  articles  appearing  in  the 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


The  following  rates  will  apply  if  order  for  reprints  is  received  in  advance  of  publication  of  the  article  or  within 


15  days  following  publication: 


2 pages — first  100  $16.85 

per  100  up  to  1000  1.65 

6 pages — first  100  $40.70 

per  100  up  to  1000  4.55 


4 pages — first  100  $29.40 

per  100  up  to  1000  3.50 

8 pages — first  100  $50.85 

per  100  up  to  1000  4.75 


The  following  rates  will  apply  if  order  for  reprints  is  received  15  or  more  days  following  publication  of  the  article: 


2 pages — first  100  $41.25 

per  100  up  to  1000  3.00 

6 pages — first  100  $67.75 

per  100  up  to  1000  6.25 


4 pages — first  100  $46.75 

per  100  up  to  1000  4.25 

8 pages — first  100  $77.50 

per  100  up  to  1000  6.75 


Advance  reprint  orders  should  accompany  manuscript.  Direct  inquiries  to:  Journal  of  the  Tennessee  Medical  Associ- 
ation, 112  Louise  Avenue,  Nashville,  Tennessee  37203.  Telephone  (615)  327-1451. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individ- 
ual psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  ther 
apy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and  well  organized 
activities  program,  including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient  is  carefully  super 
vised  in  order  that  the  therapeutic  needs  of  each  patient  may  he  realized. 
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Researches  in  recent  years  have  shown  that  prognosis  in  this  disease  is  quite  good  if  it  is  well 
localized  and  treated  early.  It  has  now  moved  into  the  column  of  “curable”  disease. 


New  Concepts  in  the  Treatment  of 
Hodgkin’s  Disease* 

WILLIAM  L.  CALDWELL,  M.D.,  and  GUSTAVO  S.  MONTANA,  M.D.,  Nashville,  Tenn. 


With  proper  treatment  Hodgkin’s  disease 
is  curable,  certainly  so  in  the  majority  of 
patients  with  localized,  early-stage  disease, 
but  also  true  in  a significant  percent  of  pa- 
tients with  more  advanced  disease  if  re- 
stricted to  lymph  nodes.  An  optimistic 
treatment  policy  is  therefore  indicated! 

Any  clinically  enlarged  lymph  node 
which  persists  for  more  than  two  to  three 
weeks  (and  for  which  there  is  no  apparent 
explanation)  should  be  removed  for  histo- 
pathologic evaluation.  Removal  of  an  en- 
tire node  the  largest  node  which  can  be 
excised,  is  advised.  The  material  should  be 


resembles  granulomatous  disease,  infectious 
mononucleosis,  the  reactive  hyperplasia  in- 
frequently seen  in  patients  taking  anticon- 
vulsant drugs,  and  other  conditions  includ- 
ing benign  processes  or  other  lymphomas1,2. 
Culture  of  removed  lymph  nodes  is  rec- 
ommended to  reduce  the  frequency  of  in- 
correct diagnosis. 

Reed-Sternberg  cells  must  be  seen  to  es- 
tablish the  diagnosis  of  Hodgkin’s  disease. 
These  large  cells  with  multilobed  nuclei 
and  huge  inclusion-like  nucleoli  probably 
are  an  expression  of  the  host’s  attempt  to 
counteract  the  neoplasm.  The  Jackson- 


Table  I 

Rye  Conference  Modification  of  the  Lukes’  Pathologic  Classification  of  Hodgkin’s  Disease4  8 


Classification 

Incidence 

Five  Year  Survival 
( all  cases) 

Lymphocytic  predominance 

5-20% 

50-90% 

Nodular  sclerosis 

35-60% 

50-65% 

Mixed  cell  type 

35-50% 

5-35% 

Lymphocytic  depletion 

5-15% 

0-35% 

reviewed  by  at  least  two  competent  pathol- 
ogists and,  if  possible,  it  should  also  be 
seen,  even  if  interpreted  as  benign,  by  a 
pathologist  who  specializes  in  lymph  node 
pathology.  All  too  frequently  (10%  of  our 
cases)  a patient  with  early  stage  lymphoma 
will  have  the  node  obtained  for  biopsy  in- 
terpreted as  lymphoid  hyperplasia,  reactive 
hyperplasia  or  some  other  process.  It  is 
only  with  progression  of  the  disease  that 
its  true  nature  then  becomes  appreciated. 
False  positives  also  occur  occasionally,  since 
the  histologic  pattern  of  Hodgkin’s  disease 

*From  the  Department  of  Radiology,  Vander- 
bilt University  School  of  Medicine,  Nashville, 
Tenn.  37203. 


Parker  pathologic  classification  (paragranu- 
loma, granuloma,  sarcoma)  is  being  re- 
placed by  the  recently  modified  classifica- 
tion of  Lukes  and  associates3  which  includes 
four  histologic  types  as  indicated  in  table  1. 

In  the  lymphocytic  predominance  group 
there  are  few  Reed-Sternberg  cells  and  in 
the  lymphocytic  depletion  group  they  are 
seen  frequently.  Prognosis  is  best  with 
lymphocytic  predominance,  but  is  favorable 
also  for  the  nodular  sclerosing  type,  par- 
ticularly in  females.  The  prognosis  is  least 
satisfactory  for  those  showing  a lympho- 
cytic depletion  pattern. 

When  the  diagnosis  has  been  established, 
pretreatment  assessment  of  the  extent  of 
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Table  2 


Rye  Conference  Staging-  of  Hodgkin’s  Disease7*9’10 


I Disease  limited  to  1 anatomic  region  or  to 
2 contiguous  anatomic  regions  on  the  same 
side  of  the  diaphragm. 

II  Disease  in  more  than  2 anatomic  regions  or 
in  2 non-contiguous  regions  on  the  same  side 
of  the  diaphragm. 

III  Disease  on  both  sides  of  the  diaphragm, 
but  not  extending  beyond  the  involvement  of 
lymph  nodes,  spleen,  and/or  Waldeyer’s  ring. 

IV  Involvement  of  bone  marrow,  lung  paren- 
chyma, pleura,  liver,  bone,  skin,  kidneys, 
G.I.  tract,  or  any  tissue  or  organ  in  addition 
to  lymph  nodes,  spleen,  or  Waldeyer’s  ring. 


Incidence 

30% 


25% 


25% 


20% 


Five  Year  Survival 
80% 

50% 

30% 

10% 


disease  begins.  Adequate  evaluation  before 
treatment  has  played  a major  role  in  im- 
proving the  prognosis  in  this  disease,  since 
cure  can  be  anticipated  only  in  patients 
having  all  of  their  disease  treated. 

Staging,  described  in  table  2,  is  important 
for  the  stage  of  disease  will  influence  the 
type  and  extent  of  treatment  initiated.  Pa- 
tients with  signs  or  symptoms  of  systemic 
disease  (fever,  night  sweats,  or  generalized 
pruritus)  are  subclassified  B,  those  without, 
A;  for  example,  a patient  with  disease  above 
and  below  the  diaphragm  with  fever  and 
night  sweats  is  classified  as  having  Stage 
III  B disease.  The  presence  of  signs  or 
symptoms  makes  the  likelihood  of  advanced 
disease  high  and  within  a given  stage  low- 
ers the  survival  probability  sharply,  per- 
haps by  50%  or  more.  Staging  may  be 
modified  in  the  near  future,  with  the  major 
change  being  in  the  Stage  IV  group;  some 
patients  in  this  present  category  have  a 
reasonably  favorable  prognosis.11  Such  spe- 
cial cases  include  those  with  a single  site 
of  epidural  involvement,  a single  subcutane- 
ous deposit,  localized  osseous  involvement 
(as  demonstrated  either  by  x-rays  or  a 
bone  scan) , and  isolated  pulmonary  paren- 
chymal disease. 

A minimal  “work  up”  should  include  the 
items  listed  in  table  3.  In  other  patients 
further  evaluations,  as  noted  in  table  4,  are 
necessary.  Radiologic  studies  should  include 
PA  and  lateral  chest  x-rays;  tomograms  of 
the  hila  and  lungs  are  indicated  if  there  is 


Table  3 

“Work  Up”  For  Hodgkin’s  Disease 

Minimum: 

History  and  physical  exam 

Review  of  lymph  node  histopathology 

X-rays 

Chest — tomograms  if  hilar  adenopathy 
Excretory  Urogram 
Lymphangiogram 
Bone  survey 

Biochemistry 

Alkaline  phosphatase 
BSP 

Blood 

Hematocrit 

WBC 

Differential 

Platelet 

Table  4 

“Work  Up”  For  Hodgkin’s  Disease  (Contd.) 

Optional  or  on  indication: 

BUN — if  ureteral  obstruction. 

Inferior  vena  cavagram — if  status  of  the  right 
paraortic  lymph  nodes  uncertain. 

Liver  scan — rarely  helpful  for  only  beneficial 
if  positive  and  even  then  false  positives  have 
been  seen. 

Liver  biopsy — only  helpful  if  positive  for  is  a 
small  random  sampling. 

Bone  scan — occasionally  a localized  osseous 
focus  is  demonstrated. 

Laparotomy  (for  assessment,  including  liver 
biopsy,  and  splenectomy) — if  splenomegaly, 
question  of  liver  involvement,  or  equivocal 
lymphangiogram  in  patients  without  clinical 
evidence  of  Stage  IV  disease. 

Bone  biopsy — if  clinical  Stage  II  B or  III 
disease. 
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evidence  of  mediastinal  hilar  or  pulmonary 
parenchymal  disease  on  the  plain  films. 
There  are  too  many  instances  of  false  neg- 
ative or  false  positive  excretory  urograms 
to  depend  on  this  examination  alone  to 
evaluate  the  retroperitoneal  lymph  nodes 
and,  of  course,  the  pelvic  lymph  nodes  can- 
not be  assessed  well  by  this  procedure 
either.  Therefore,  in  most  cases  with  dis- 
ease apparently  confined  to  lymph  nodes, 
a bilateral  foot  lymphangiogram  is  per- 
formed. Appearance,  position,  and  size  of 
the  nodes  influence  the  radiographic  inter- 
pretation.4 Several  representative  lymph- 
angiograms  are  shown  in  figures  1 and  2. 
Approximately  30  to  35%  of  patients  with 
apparent  clinical  Stage  I or  II  disease  will 


be  shown  to  have  a more  advanced  stage 
disease  by  lymphangiography.  An  excretory 
urogram  after  lymphangiogram  occasionally 
helps  relate  the  kidneys  to  involved  lymph 
nodes;  rarely  involvement  of  the  renal  par- 
enchyma is  shown.  The  celiac  axis  area, 
particularly  on  the  right,  may  be  demon- 
strated by  an  inferior  vena  cavagram;  the 
lymph  nodes  in  this  region  often  do  not 
fill  well  on  lymphangiography.  Both  the 
lymphangiogram  and  cavagram  can  be  done 
as  out  patient  procedures.  Occasionally 
asymptomatic  involvement  of  bones  will  be 
seen  on  a bone  survey  and  this  is  an 
examination  well  worth  doing  in  all  pa- 
tients being  considered  for  curative  thera- 
py.12 


Fig.  1(A)  A 24  hour  lymphangiogram  film 
showing  numerous  opacified  lymph  nodes,  all 
of  which  are  considered  of  normal  appearance. 
An  inferior  vena  cavagram  (not  shown)  was 
normal  as  well.  (B)  A repeat  lymphangio- 


gram almost  a year  later  shows  a markedly  al- 
tered appearance  of  the  paraortic  lymph  nodes. 
The  nodes  are  foamy  and  enlarged.  Biopsy  con- 
firmed the  presence  of  Hodgkin’s  disease. 
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Fig.  2 A lymphangiogram  on  a 24  year  old  man 
with  huge  nodes  in  the  left  groin.  Biopsy  showed 
Hodgkin’s  disease.  A large  complex  of  irregu- 
larly filled  nodes  is  shown.  There  is  contrast 
material  in  the  bladder  from  an  excretory  uro- 
gram. 

Hematologic  studies  as  shown  in  table  3, 
are  routine.  Depression  of  the  peripheral 
counts  may  indicate  a bad  prognosis,  since 
it  usually  means  there  is  Stage  IV  disease 
with  bone  marrow  involvement.  Bone  mar- 
row biopsy  (a  wedge  of  iliac  crest  or  a core 
obtained  with  a large  gauge  biopsy  needle) 
is  rarely  positive  unless  there  is  clinical 
Stage  II  B,  III  A,  or  III  B disease;  a positive 
biopsy,  of  course,  changes  the  staging  to 
Stage  IV.  (Table  4)  In  the  Stanford  experi- 
ence there  have  been  no  positive  bone  mar- 
row biopsies  in  patients  without  involve- 
ment of  the  retroperitoneal  nodes.11 

Biochemical  studies  are  obtained  pri- 
marily to  evaluate  liver  function;  alkaline 
phosphatase  and  sulfobromophthalein  de- 
terminations have  proven  the  most  sensitive 
and  reliable  indicators  of  hepatic  dysfunc- 
tion. Abnormal  liver  function  tests  may 
indicate  hepatic  involvement  with  lym- 
phoma; it  is  necessary  to  obtain  either  a 
needle  biopsy  or  an  open  biopsy  of  the 
liver  to  confirm  this,  however. 

In  some  institutions  exploratory  laparot- 
omies are  now  being  done  frequently  to 
more  adequately  assess  the  retroperitoneal 
lymph  nodes  (of  which  a biopsy  is  made) , 
the  liver  (biopsy  of  suspicious  nodules  or  a 
wedge  biopsy  is  obtained) , and  the  spleen 


(which  is  ordinarily  removed,  even  if  ap- 
parently uninvolved.) 13  The  splenic  pedicle 
is  identified  with  clips  and  any  area  of  sus- 
pected residual  disease  in  the  splenic  fossa 
also  is  clipped.  Unsuspected  involvement 
of  the  spleen  may  be  found  in  approximate- 
ly one-fourth  of  explored  patients  and  only 
three-fourths  of  patients  with  splenomegaly 
will  have  splenic  disease.  Radiotherapy  is 
simplified  greatly  after  splenectomy.  Liver 
involvement  is  rarely,  if  ever,  seen  in  the 
absence  of  splenic  disease.13 

If  pretreatment  evaluation  establishes 
that  the  disease  is  confined  to  lymph  nodes 
(Stage  I through  III)  and  the  general  con- 
dition of  the  patient  is  satisfactory  then 
the  possibility  for  cure  exists  and  treat- 
ment which  is  potentially  curative  should 
be  initiated.  Cytotoxic  chemotherapy,  as 
presently  developed  and  utilized,  is  not 
curative  and  therefore  is  contra-indicated 
in  potentially  curative  patients,  at  least 
until  after  all  planned  irradiation  is  con- 
cluded. Selected  patients  with  Stage  IV 
disease  (indicated  earlier  under  staging) 
also  may  be  treated  aggressively  with  radio- 
therapy. An  optimistic  approach  to  the 
treatment  of  this  disease  has  proven  bene- 
ficial and  those  involved  with  the  manage- 
ment of  these  patients  need  to  realize  that 
even  patients  in  the  advanced-stage  may 
be  cured  by  appropriate  radiotherapy.  Ran- 
domized clinical  trials,  in  progress,  are  try- 
ing to  establish  the  benefit  of  local  treat- 
ment (treatment  only  of  lymph  nodes  areas 
which  have  been  shown  on  pretreatment 
evaluation  to  be  involved)  versus  extended 
field  therapy  (treatment  of  the  involved 
area  plus  adjacent,  apparently  uninvolved 
areas) . From  present  evaluations  in  pa- 
tients with  Stage  I A and  II  A disease  there 
is  apparently  no  advantage  to  the  use  of  ex- 
tended field  therapy,  even  though  theo- 
retically one  might  reason  that  this  would 
be  the  case10;  however,  there  is  no  ques- 
tion that  extended  field  therapy  is  bene- 
ficial for  patients  with  Stage  II  B,  III  A, 
and  III  B disease10;  Stage  I B disease  is  in- 
frequently seen  and  guidelines  for  its  man- 
agement is  unclear  presently. 

Extended  fields  which  are  commonly 
used  are  shown  in  figures  3,  4 and  5.  The 
shaped  blocks  reduce  morbidity  by  shield- 
ing clinically  uninvolved  structures.  If  the 
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Fig.  3 A treatment  portal  film  demonstrating 
the  “mantle”  field.  The  mediastinum  and  each 
axillary,  infraclavicular,  supraclavicular,  and 
cervical  region  are  irradiated.  The  midline  block 
is  used  on  posterior  fields  to  reduce  the  dose  to 
the  cervical  spinal  cord. 


Fig.  4 A typical  paraortic  and  spleen  treatment 
portal.  Unfortunately  it  is  necessary  to  include 
a portion  of  the  upper  pole  of  the  left  kidney  in 
this  portal. 

patient  has  had  a splenectomy,  the  splenic 
fossa  is  not  irradiated. 

With  modern  treatment  methods  cure  is 
anticipated  in  approximately  80%  of  pa- 


Fig. 5 The  pelvic  and  inguinal  lymph  nodes  are 
ordinarily  treated  with  a port  similar  to  this.  The 
testes  can  be  shielded  but  no  method  for  safely 
blocking  the  ovaries  is  in  general  use. 

tients  with  Stage  I disease,  50%  with  Stage 
II  disease,  30%  with  Stage  III  disease,  and 
as  many  as  10%  of  patients  with  Stage  IV 
disease.  This  necessitates  aggressive  irradi- 
ation. The  prognosis  will  be  somewhat 
better  in  patients  without  constitutional 
signs  and  symptoms  (substage  A)  than  in 
those  with  such  signs  and  symptoms  (sub- 
stage B) . 

From  July  1,  1966  until  December  31, 
1969,  83  patients  with  Hodgkin’s  disease 
have  been  seen  and  treated  for  Hodgkin’s 
disease  at  the  Vanderbilt  University  Hos- 
pital radiotherapy  facility.  Forty-seven  pa- 
tients have  received  no  previous  treatment 
(10  of  these  had  Stage  IV  disease).  Twen- 
ty patients  included  in  the  series  were 
from  the  Nashville  Veterans  Administration 
Hospital  and  for  some  reason  the  majority 
of  these  patients  had  either  received  previ- 
ous treatment  (16)  or  presented  with  ad- 
vanced stage  disease  (one  Stage  III  A and 
three  Stage  IV) . The  referral  pattern  at 
this  hospital  and  perhaps  the  general  un- 
availability of  out  patient  services  to  these 
individuals  might  have  accounted  for  the 
striking  difference  in  the  stage  distribution 
of  these  patients.  Table  5 shows  the  re- 
sults of  treatment  to  date.  The  follow  up 
time  is  short  but  the  numbers  are  sufficient- 
ly large  to  be  of  interest  perhaps. 

Complications  of  extended  field  radio- 
therapy, used  in  virtually  all  patients 
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Table  5 

Result  of  Treatment  of  Hodgkin’s  Disease  (7/66-12/69) 


Previously  Untreated 


Stage 

Number 

Dead 

Alive  With 

Disease 

IA,  IIA 

24 

2 

IIB 

1 

IIIA 

7 

1 

lire 

5 

2 

1 

IV 

10 

6 

1 

~47 

TT 

~2 

Alive  Without  Disease 

Less  than 

1-2 

2-3 

More  than 

1 year 

years 

years 

3 years 

7 

8 

3 

4 

1 

3 

1 

2 

1 

1 

2 

1 

34 

Previously  Treated 

Stage 
IA,  IIA 

Number 

2 

Dead 

Alive  With 
Disease 

IIIA 

9 

2 

1 

IIIB 

6 

5 

1 

IV 

19 

12 

7 

~36 

T9 

~9 

Alive  Without  Disease 

Less  than 

1-2  2-3 

More  than 

1 year 
2 

years  years 

3 years 

3 

1 

2 

8 


treated  with  curative  intent,  were  seen 
frequently,  but  these  complications  were 
usually  short  lived  and  were  controlled 
with  appropriate  measures.  Depression  of 
the  peripheral  blood  counts  was  seen  in 
the  majority  of  patients  treated  with  ex- 
tended fields  (Figs.  3,  4,  and  5) , but  within 
3 months  of  conclusion  of  treatment  these 
counts  were  almost  always  back  to  normal; 
if  not,  this  usually  indicated  that  there  was 
bone  marrow  involvement.  It  was  a pattern 
also  seen  in  some  who  had  chemotherapy 
before  extended  field  irradiation. 

Irradiation  pneumonitis  also  was  seen  in 
patients  with  mediastinal  and  hilar  irradi- 
ation, but  the  symptoms  (dry  cough,  fever — 
usually  less  than  102°  F.,  and  shortness  of 
breath)  of  this  self-limited  process  were 
alleviated  by  administration  of  corticoids. 
Ordinarily  treatment  was  initiated  with  20 
to  30  mg.  of  prednisone  daily  in  divided 
doses;  after  4 to  6 weeks  this  dose  was 
gradually  tapered  off  and  within  three  to 
four  months  the  patients  were  off  predni- 
sone. During  the  period  of  cortisone  ad- 
ministration the  patients  were  given  300 
mg.  of  Isoniazid  daily  to  prevent  clinically 
latent  tuberculosis  from  becoming  manifest. 

Irradiation  pericarditis  has  been  reported 
in  as  many  as  10%  of  patients  with  medi- 
astinal treatment.  The  frequency  is  some- 
what greater  in  those  with  mediastinal  in- 


volvement prior  to  irradiation  than  in  pa- 
tients treated  electively.  Approximately 
half  of  the  patients  with  x-ray  evidence 
of  pericarditis  will  be  asymptomatic  and 
there  will  be  subsidence  of  signs  and  symp- 
toms without  therapy.14  Corticosteroids  and 
diuretics  may  benefit  some  patients.  Oc- 
casionally a complete  pericardiectomy  is 
necessary  to  prevent  the  serious  conse- 
quences of  symptomatic  constrictive  peri- 
carditis. In  this  series  there  have  been  2 
cases  of  asymptomatic  pericarditis  one  of 
which  subsided  spontaneously  after  three 
to  four  months  without  treatment.  The 
other  patient  is  being  treated  with  diuretics 
only. 

During  treatment  and  in  the  immediate 
post-treatment  period  there  was  moderate 
skin  reaction  in  the  axilla,  supraclavicular, 
and  cervical  region.  Irradiation-induced 
esophagitis  and  laryngitis  was  seen  in  many 
patients,  but  the  symptomatology  was  ordi- 
narily minor  and  of  short  duration.  During 
pelvic  field  irradiation,  mild  diarrhea  was 
usually  induced,  but  was  readily  controlled 
with  medication  (Lomotil  5.0  mg.  q4hr. 
p.r.n.  diarrhea) . Radiation  myelitis  is  rare- 
ly seen  and  with  proper  attention  to  irradi- 
ation details  this  problem  should  not  arise; 
treatment  is  supportive.  One  patient  in  this 
series  did  develop  radiation  myelitis  which 
persisted  until  he  died  with  disseminated 
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neural  toxoplasmosis.  Perhaps  he  could 
have  resisted  this  problem,  had  his  general 
health  not  been  compromised  by  the  conse- 
quences of  lower  thoracic  cord  myelitis. 

Conclusions: 

The  evidence  now  in  hand  indicates  that 
Hodgkin’s  disease  is  potentially  curable, 
even  in  patients  with  extensive  lymph  node 
involvement  (Stage  III)  and  selected  pa- 
tients with  Stage  IV  disease.  An  optimistic 
approach  toward  treatment  of  this  disease 
is  therefore  indicated  as  the  burden  of  proof 
now  lies  on  those  with  a pessimistic  or 
nihilistic  approach. 
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The  authors’  cases  illustrate  the  glandular  abnormalities  which  may  be  very  characteristic  of 

systemic  sarcoidosis. 

Sialopathies  in  Sarcoidosis 

MARVIN  A.  SINGLETON,  M.D.,  and  JOSE  C.  GROS,  M.D.,t  Memphis,  Tenn. 


Since  1888,  when  Johann  von  Mikulicz1 
described  chronic  enlargement  of  the 
lacrimal  and  salivary  glands  at  a meeting 
of  the  Society  of  Scientific  Medicine  in 
Konigsburg,  there  have  been  numerous  con- 
tributions in  medical  literature  on  chronic 
non-neoplastic  enlargements  of  the  major 
salivary  glands.  Mikulicz  thought  this  en- 
largement to  be  due  to  a low  grade  infec- 
tive process  hitherto  undescribed.  Later, 
Howard2  distinguished  between  the  parotid 
involvement  in  pseudoleukemia  and  true 
lymphatic  leukemia,  but  this  simple  classi- 
fication failed  to  take  into  account  all  of 
the  causes  of  lacrimal  and  salivary  gland 
swellings.  In  1927,  Schaffer  and  Jacobson3 
attempted  to  classify  cases  into  Mikulicz’s 
disease  and  Mikulicz’s  syndrome;  this  last 
entity  representing  a disorder  secondary 
to  a general  systemic  disease. 

In  recent  years,  Blatt4  has  described  a 
heterogenous  disease  complex  which  in- 
cludes recurrent  pyogenic  parotitis,  the 
sicca  syndrome  of  Gougerot-Sjogren  and 
Mikulicz’s  disease.  He  believes  this  com- 
plex represents  stages  and/or  variations  of 
systemic  disease  in  the  family  of  connective 
tissue  disorders,  and  considers  it  to  be  a 
specific  entity  which  is  benign,  should  be 
called  benign  lymphosialadenopathy — a 
chronic  nonobstructive  sialodochiectasis. 
This  group  is  not  to  be  confused  with  the 
salivary  disorders  appearing  in  the  begin- 
ning or  during  the  course  of  a malignant 
systemic  disease. 

Recently,  we  had  the  opportunity  to  study 
very  carefully  2 clinically  different  cases  of 
sialopathy,  in  which  sarcoidosis  was  the 
presumptive  diagnosis.  We  believe  that 
some  interesting  points  in  these  cases  will 
be  helpful  to  the  general  understanding  of 


tFrom  the  Department  of  Otolaryngology  and 
Maxillofacial  Surgery,  University  of  Tennessee 
College  of  Medicine,  Memphis,  Tenn. 

* Presented  at  the  meeting  of  the  Tennessee 
Academy  of  Ophthalmology  and  Otolaryngology, 
April  10,  1969,  Gatlinburg,  Tenn. 


the  subject  of  chronic  bilateral  enlargement 
of  the  salivary  glands. 

Case  1.  A 23  year  old  Negro  woman  was  ad- 
mitted to  the  City  of  Memphis  Hospitals  Sept. 
16,  1968,  with  a chief  complaint  of  sudden 
painless,  bilateral  swelling  of  the  lacrimal 
glands,  followed  by  bilateral  enlargement  of 
the  parotid  glands  one  day  later.  No  fever 
or  chills  accompanied  the  swellings.  Prior  to 
admission  she  had  some  loss  of  weight  and 
slight  unproductive  cough.  No  allergies  were 
known. 

Physical  examination  revealed  a well  devel- 
oped, well  nourished,  woman,  somewhat  le- 
thargic (Fig.  1).  She  had  bilateral  painless 


Fig.  1 (Case  1)  Enlargement  bilaterally  of  the 
lacrimal  and  parotid  glands. 


swelling  of  the  parotid  and  lacrimal  glands. 
Submandibular  and  sublinual  glands  were 
within  normal  limits.  Salivary  flow  was  trans- 
parent and  thin.  Dryness  of  the  eyes  was  pres- 
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ent.  Oral  examination  was  negative.  Remain- 
ing examination  was  within  normal  limits. 

The  sialogram  was  within  normal  limits, 
and  no  sialectasis  present.  Aspiration  biopsy 
showed  chronic  nodular  granulomatous  disease 
of  the  parotid  gland,  methenamine  silver  stain 
was  negative  for  fungi.  AFB  stains  were  neg- 
ative. Chest  x-ray  showed  bilateral  hilar 
adenopathy  and  scattered  honeycomb  disease 
in  the  lung  fields,  (Fig.  2).  The  hands  and  feet 
showed  no  evidence  of  abnormality. 


Fig.  2 (Case  1)  Bilateral  hilar  adenopathy  con- 
sistent with  sarcoidosis. 


Laboratory  tests:  Protein  electrophoresis 

showed  increased  globulin  fraction,  31.3% 
gamma.  Total  protein  was  8.2  gm  with  A/G 
ration  .94.  WBC  count  was  3,650  with  an 
eosinophilia  of  7%.  VDRL,  R.A.  factor,  L.E.  cell, 
serum  calcium,  C-reactive  protein,  Coomb’s 
test  indirect  and  direct,  PPD  1st  and  2nd 
strengths  skin  tests  were  all  negative.  Uri- 
nalysis was  within  normal  limits  with  excep- 
tion of  2 plus  calcium  oxalate  crystals. 
Culture  of  saliva  showed  Streptococcus  viridans 
and  Diplococcus  pneumoniae. 

The  patient  was  placed  on  5 mg.  predniso- 
lone tid  and  responded  well  with  decrease 
in  size  of  the  glandular  swelling  and  return 
of  lacrimation  and  salivation.  The  patient’s 
lethargy  disappeared  after  2 weeks  treatment. 
She  was  taken  off  all  steroids  after  4 weeks 
of  treatment  and  has  remained  asymptomatic 
to  date. 

Case  2.  This  58  year  old  Negro  woman  was 
admitted  to  City  of  Memphis  Hospitals  on  Dec. 
17,  1968,  with  the  chief  complaint  of  dryness 
of  the  mouth  for  about  10  days  prior  to  ad- 
mission. This  was  preceded  by  a 2 to  3 week 


history  of  fever,  chilliness,  and  copious  sputum. 
About  the  time  of  admission  the  patient  also 
noticed  dryness  of  the  eyes  with  painless  swell- 
ing of  both  sides  of  the  face. 

Physical  examination  revealed  a well  devel- 
oped, well  nourished,  pleasant  woman  in  no 
distress  with  bilateral  nontender  swelling  of 
the  parotid  and  submandibular  glands. 

The  ductal  orifices  appeared  normal  with 
thick,  clear  saliva  expressed  in  minute  quanti- 
ties. The  oral  mucosa  was  extremely  dry.  No 
generalized  adenopathy  was  present.  Other- 
wise the  general  examination  was  within  nor- 
mal limits.  The  patient  had  a slight  persistent 
low  grade  fever  of  100°/F.  Eye  examination 
revealed  a 20-20  vision  with  keratoconjuncti- 
vitis sicca. 

Sialogram  revealed  no  sialectasis  but  gen- 
eralized enlargement  of  the  gland.  The  Liver 
scan  showed  no  hepatomegaly  without  “cold 
spots.”  Chest  x-ray  revealed  bilateral  hilar 
adenopathy  without  significant  infiltrates, 
(Fig.  3).  X-rays  of  the  hands  were  normal. 


Fig.  3 (Case  2)  Bilateral  hilar  adenopathy  con- 
sistent with  sarcoidosis. 


Aspiration  biopsy  of  the  left  parotid  revealed 
only  a chronic  sialadenitis,  fibrosis  and  glandu- 
lar atrophy.  Biopsy  of  the  lung,  hilar  node, 
pleura,  diaphragm  and  liver  after  thoracotomy 
in  the  West  Tennessee  Chest  Hospital  revealed 
granulomatous  disease  with  slight  necrosis. 
Biopsy  of  the  mucosa  of  plate  looking  for  the 
minor  salivary  gland  defects  revealed  chronic 
sialadenitis.  No  AFB  or  fungi  on  special  stains 
or  cultures  were  identified.  The  WBC  cells 
were  5,050  with  8%  eosinophilia.  Sputa  were 
negative  for  AFB  x 15. 

Laboratory  tests  revealed  protein  electro- 
phoresis with  increased  globulin  fraction, 
25.1%  gamma.  Total  protein  was  8 gm  with 
A/G  ratio  of  3. 5/3. 3.  VDRL,  R.A.  factor,  L.E. 
cells,  serum  calcium  complement  fixation  tests 
for  histoplasmosis,  blastomycosis,  coccidiodid- 
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omycosis,  and  hemagglutinations  were  all 
normal.  Skin  tests  for  PPD  1st  and  2nd 
strengths,  histoplasmosis,  atypical  strep.  0.1 
and  1 micrograms  were  all  negative.  C-re- 
active  protein  was  2 plus.  BSP  was  30%  with 
high  alkaline  phosphatase. 

The  patient  was  placed  on  INH  maintenance 
dose  which  was  discontinued  after  2 weeks 
with  no  response,  then  placed  on  30  mg./day 
of  prednisolone  with  good  results.  The  patient 
became  afebrile  and  her  local  and  general 
condition  improved  markedly  and  remained 
so. 

Discussion 

Sarcoidosis  is  a systemic  granulomatous 
disease  or  group  of  diseases  of  unknown 
etiology.  No  single  histologic  feature  may 
be  regarded  as  pathognomonic.  The  epithe- 
lioid cell  granuloma  or  tubercle,  the  cardinal 
feature  of  the  disease  histologically  is  a 
discrete,  concentric  arrangement  of  elon- 
gated epithelioid  cells.  Giant  cells  are  com- 
mon and  may  contain  inclusion  bodies,  such 
as  the  “asteroid”  or  Schaumann  bodies. 
Neither  inclusion  body  is  specific  for  sar- 
coidosis. Necrosis,  as  occurred  in  the  pres- 
ent cases  seldom  occurs  and  caseation 
necrosis  is  absent. 

Except  in  the  earlier  clinical  phases  of 
sarcoidosis,  constitutional  manifestations 
are  produced  almost  entirely  through 
mechanical  interference  with  normal  organ 
function.  Clinical  manifestations  may  pre- 
sent as  local  complaints  referable  to  specific 
organ  involvement.  When  the  involvement 
is  in  the  salivary  and  lacrimal  glands  the 
differential  diagnosis  is  of  prime  impor- 
tance. So  that  a diagnosis  of  sarcoidosis  can 
be  made,  correlation  of  clinical  findings  and 
pathologic  changes  are  necessary.  The 
occurrence  of  uveitis  (Heerfordt’s  disease) , 
would  be  one  more  factor  in  the  diagnosis. 

Some  features  in  our  cases  strongly  sup- 
port this  diagnosis  even  as  an  isolated  find- 
ing. Among  these  are:  (1)  bilateral,  massive 
hilar  or  paratracheal  node  involvement  in 
apparently  healthy  patients;  (2)  the  non- 
caseating  granulomatous  nature  of  the 
lesions;  (3)  the  elevation  of  gamma  globu- 
lins; and  (4)  dramatic  involution  of  symp- 
toms after  steroid  treatment.  Lacrimal  and 
salivary  lesions  are  very  rare  in  tuber- 
culosis, berylliosis,  and  histoplasmosis. 

In  our  cases  a lymphadenopathy  of  sar- 
coidosis type,  was  the  presumptive  diagnosis 


by  exclusion.  The  enlargement  of  the  sali- 
vary gland  may  be  considered  a manifesta- 
tion of  the  systemic  disease,  and  therefore, 
the  changes  were  not  only  present  in  the 
major  but  also  in  the  minor  salivary  glands. 

Neither  of  our  patients  had  sialectasis 
which  is  one  of  the  characteristic  features  of 
the  group  described  as  “benign  lymphosi- 
aladenopathies.” 

The  sialopathies  in  our  cases  clinically 
follow  very  closely  the  classical  patterns 
described  separately  in  the  medical  litera- 
ture under  the  name  of  Mikulicz’s  disease 
and  Gougerot-Sjogren’s  disease  or  syn- 
drome, but  they  appear  as  an  episode  in  a 
more  severe  disease  with  the  characteristics 
of  sarcoidosis. 

The  sialography  and  the  histologic  pic- 
ture of  a granulomatous  disease  are  in 
agreement  with  the  characteristics  of  the 
group  “parotid  swellings  and  specific  granu- 
loma.”4 

We  can  see  how  different  clinical  aspects 
in  the  same  area  may  be  the  only  local 
manifestations  of  a systemic  disease.  If  a 
complete  general  evaluation  is  not  made, 
the  true  etiology  might  easily  be  over- 
looked, and  an  erroneous  interpretation 
made. 

Summary 

Two  cases,  one  with  the  typical  aspect  of 
Mikulicz  syndrome  complex  and  the  second 
with  the  picture  of  an  incomplete  Gougerot- 
Sjogren  syndrome  have  been  observed  dur- 
ing the  course  of  sarcoidosis. 

Sialograms  showed  no  sialectasis.  Hyper- 
gammaglobulinemia was  present  in  both 
cases.  Hilar  adenopathy  was  present  in 
both  cases.  Histologically,  both  patients  had 
granulomatous  disease  and  showed  good 
response  to  steroids. 

We  believe  the  terms  Mikulicz’s  disease 
and  Gougerot’s-Sjogren’s  syndrome  are 
helpful  to  indicate  a salivary  condition  ap- 
pearing of  a benign  nature.  They  represent 
two  different  clinical  features  although 
their  origin  may  be  the  same. 

Mikulicz’s  syndrome  on  the  other  hand 
has  the  same  clinical  features  but  the  origin 
is  definitely  one  due  to  systemic  disease 
with  localized  salivary  and  lacrimal  gland 
involvement. 
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Profit-Making  Hospitals 

During  recent  House  Ways  and  Means 
Committee  hearings,  Chairman  Wilbur 
Mills  said  that  Medicare  per-patient  costs 
will  rise  14  percent  in  1970,  13  percent  in 
1971  and  then  gradually  decline  to  a steady 
4 percent  per  year  increase  after  1977. 
Walter  J.  McNerney,  Blue  Cross  Associ- 
ation president,  said  that  Blue  Cross  costs, 
for  under  65  patients,  will  go  up  14  percent 
per  year  “indefinitely.”  These  are  not  com- 
forting facts  and  figures  but  there’s  no 
reason  to  doubt  them  because  we  see  no 
signs  of  any  substantial  effort  to  reduce 
hospital  care  costs. 

The  community  hospital,  as  we  know  it 
today,  is  a benevolent  monopoly.  Much  of 
its  income  is  not  earned  and  competition, 
if  indeed  it  exists  at  all,  is  of  no  conse- 
quence. The  customer  (more  often  called 
the  “patient”)  seldom  selects  his  own  hos- 
pital and  the  size  of  his  bill  is  more  or  less 
ignored — until  he  tries  to  leave.  He  then 
finds  that  the  often  colorless  little  cubicle 
to  which  he’s  been  confined  rents  for  $40 
a day  and  that  aspirin,  which  cost  three- 
for-a-penny  at  the  grocery  store,  sell  for 
50  cents  apiece.  Many  of  these  patients, 
for  reasons  which  aren’t  too  hard  to  compre- 
hend, seem  to  think  that  doctors  “control” 
hospital  care  costs  and  we  thus  have  a 
perpetual  open  season  on  doctors — where 
health  care  costs  are  concerned. 

Years  ago,  with  tongue  in  cheek,  we 
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hinted  that  Conrad  Hilton  could  probably 
open  a hospital,  employ  modern  manage- 
ment methods  and  make  more  money  than 
he’s  made  on  a few  of  his  not-too-posh 
establishments.  To  the  best  of  knowledge, 
there  are  still  no  Hilton  hospitals  but  other 
entrepreneurs  are  indeed  building  hospitals 
which  will  (a)  take  care  of  people  and  (b) 
operate  on  a profit-making  basis. 

This  has  already  created  a kind  of  inter- 
hospital dichotomy.  The  money-losing  hos- 
pital does  not  like  the  money-making  hos- 
pital because  the  money-making  hospital 
makes  the  money-losing  hospital  look  fi- 
nancially inept.  The  money-losing  hospital 
then  accuses  the  money-making  hospital  of 
skimming  off  the  cream  of  the  paying-pa- 
tient market  and  of  not  concerning  itself 
with  the  care  of  indigent  persons.  All  of 
this  leads  to  ill  feeling  (but  perhaps  simul- 
taneously to  less  crowded  hospital  facili- 
ties) . 

We’re  not  taking  sides  or  coming  out  in 
favor  of  or  opposed  to  money-making  hos- 
pitals. But  we  are  deeply  concerned  about 
hospital  care  costs  which  have  been  going 
up  and  up  and  up  almost  since  the  memory 
of  man  runneth  not  to  the  contrary.  We 
are  equally  or  perhaps  more  concerned 
about  the  fact  that  only  the  patient  really 
seems  to  care.  For  these  reasons,  anything 
that  calls  objective  attention  to  this  prob- 
lem deserves  an  opportunity  of  its  own. 

— Editorial,  from  American  Family 
Practice — GP,  May,  1970 
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The  author  describes  a method  of  re-establishing  arterial  continuity  without  arterial  suture. 

Healing  of  Severed  Human  Arterial  Ends  and 
Re-establishment  of  Circulation  Without 

Arterial  Suture 

BEVERLY  DOUGLAS,  Nashville,  Tenn. 


Experimental  Evidence 

In  1963,  Douglas  and  Foster1  reported 
several  experiments  in  which  the  radial, 
ulnar  and  brachial  arteries  were  divided 
in  monkeys.  The  wounds  were  sutured  in 
layers  over  the  retracted  ends  of  the  ar- 
teries forming  snug  compartments  over 
them  but  without  sutures  in  the  arterial 
walls.  Nine  monkeys  had  divisions  of  large 
arteries  in  this  manner:  4 radials  alone, 
3 radials  and  ulnars  simultaneously,  and  2 
brachials.  The  concomitant  veins  were  not 
divided. 

In  a later  article  with  Foster  and  Mac- 
Millan,2 we  extended  these  studies  to  in- 
clude division  of  larger  arterial  trunks  viz., 
the  femoral  arteries  in  large  dogs.  In  these, 
retraction  of  the  ends  of  the  divided  vessels 
was  prevented  by  two  interrupted  fine  silk 
sutures  in  the  outer  two  coats  at  opposite 
points  of  their  periphery  which  kept  them 
loosely  together  during  healing  but,  of 
course,  did  not  provide  security  against 
leakage.  In  other  words,  conventional 
arterial  suture  was  not  performed.  Four 
divided  femoral  arteries  were  treated  by 
this  technique,  in  monkeys  and  9 femoral 
arteries  in  dogs.  The  concomitant  veins 
were  not  divided. 

In  no  case,  after  removal  of  tourniquet  or 
clamp,  was  there  any  significant  hemor- 
rhage or  hematoma,  wound  disruption  or 
clinical  impairment  of  function.  In  24 
months  of  follow  up  studies,  no  aneurysm 
has  occurred,  no  arteriovenous  fistula. 

Following  these  operations  the  patency  of 
the  arteries  has  been  demonstrated  by  six 

fFrom  the  Department  of  Surgery,  Vanderbilt 
University  Medical  Center,  Nashville,  Tenn. 

Research  supported  in  part  by  a grant  from 
Duke  Laboratories,  South  Norwalk,  Connecticut. 

*Read  at  the  meeting  of  the  Tennessee  Society 
of  Plastic  and  Reconstructive  Surgeons,  April  10, 
1970,  Memphis,  Tenn. 


different  types  of  study:  (1)  arteriograms 
(Fig.  3b)  ;2  (2)  retrograde  arteriograms; 
(3)  arteriograms  with  a leaded  catheter 
(Fig.  5b)  ;2  (4)  functional  rate  of  absorption 
of  radioactive  isotope  iodine;  (5)  gross 
examination  (Fig.  1) ; and  (6)  serial  micro- 
scopic sections  (Fig.  2). 


Fig.  1.  Longitudinal  Section  of  Artery  Healed 
in  Continuity  Without  Any  Suture  (Catheter  in 
Lumen  at  a),  Dog  Experiment. 

(Courtesy  of  the  Excerpta  Medica  Foundation.) 


Fig.  2.  Microscopic  Section  of  Healed  Femoral 
Artery  in  Dog.  “a”  Three  Coats  of  Arterj^  Ends 
Healed  in  Continuity,  “b”  Small  Organized  Clot 
in  Intima  at  Healing  Site. 

(Courtesy  of  the  Excerpta  Medica  Foundation.) 

Summary : In  12  experiments  employing 
the  above  technique  without  arterial  suture, 
we  have  shown  that  arterial  trunks  as  large 
as  the  radial  will  heal  in  continuity  with 
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re-establishment  of  circulation  if  only  a 
compact  compartment  or  channel  of  soft 
tissue  be  established  around  them  (the 
ends)  by  careful  suturing  of  tissues  in 
layers  external  to  them.  In  13  experiments 
(9  dogs,  4 monkeys) , we  have  demonstrated 
that  the  common  femoral  arteries  will  heal 
with  only  two  sutures  for  approximation,  12 
and  6 o’clock,  through  externa  and  media 
only  of  both  ends  and  similar  suture  of 
tissues  in  layers  external  to  them. 

Report  of  a Clinical  Case* 

The  patient,  aged  22,  was  treated  for  one  week 
at  Vanderbilt  University  Hospital.  Thirty 
minutes  before  admission,  while  at  work  at  the 
Ford  Glass  plant  he  had  sustained  a serious 
laceration  of  the  left  wrist.  He  was  working  at 
night  placing  large  sheets  of  windshield  glass 
in  a metal  “basket”  or  container.  These  sheets 
are  one-half  windshield  thickness,  and  two  of 
these  are  later  cemented  together  with  plastic 
between  to  make  shatterproof  shields.  While 
carrying  a single  sheet,  it  cracked  completely 
across  horizontally  near  the  lower  edge.  He 
tried  to  balance  it  but  the  razor-sharp  lower 
edge  of  the  upper  fragment  slid  across  his  wrist 
with  a gliding  guillotine  action  backed  by  its 
great  weight,  cutting  through  his  glove  and 
producing  the  injuries  to  the  flexor  side  of  his 
wrist,  which  were  enumerated  on  his  chart. 

Physical  Examination.  Findings,  except  for 
the  left  forearm,  were  within  normal  limits.  A 
blood-soaked  bandage  was  present  on  the  left 
wrist  and  a tourniquet  on  the  arm.  The  left  hand 
was  held  in  a fixed  position.  He  was  unable  to 
flex  his  fingers  or  thumb  and  could  not  appose 
them  or  flex  his  wrist.  Sensation  of  the  thumb 
was  intact  but  the  remainder  of  the  hand  lacked 
sensation.  A 4 inch  long,  deep  laceration  was 
present  on  the  flexor  surface  of  the  wrist  about 
1 cm.  above  the  flexion  crease.  This  extended 
from  the  center  of  the  lateral  to  the  center  of  the 
medial  surface  and  as  deep  as  the  level  of  the 
bones  (Fig.  5).  At  admission  the  impression  was 
“deep  laceration  with  tendon,  artery  and  nerve 
division.” 

Operative  Findings  and  Procedure.  There  was 
complete  division  of  the  radial  and  ulnar  arteries; 
the  median  and  ulnar  nerves;  the  flexor  pollicis 
longus,  sublimis  and  profundus  tendons  to  the 
index,  middle  and  ring  fingers,  sublimis  tendon 
to  the  little  finger,  the  flexor  carpi  radialis,  flexor 
carpi  ulnaris  and  the  palmaris  longus.  Thus,  all 
flexors  except  the  profundus  to  the  little  finger 
were  found  to  be  divided. 

All  nerves  and  tendons  were  repaired  with 
the  exception  of  the  sublimis  tendon  to  the 

*Patient  of  Dr.  Benjamin  F.  Byrd,  Jr.,  to  whom 
we  are  indebted  for  allowing  us  to  give  this 
report. 


middle  and  ring  fingers  and  the  palmaris  longus. 
4-0  and  5-0  silk  were  used  throughout.  The 
divided  ends  of  the  ulnar  artery  were  ligated. 

The  ends  of  the  divided  radial  artery  were 
found  to  be  retracted  and  separated  too  much  for 
suture.  The  method  of  the  author  and  his  asso- 
ciates which  has  been  successfully  applied  in 
many  such  divided  arteries  in  animals  was  used. 
No  attempt  was  made  to  suture  the  artery. 
The  two  ends  were  left  separated  by  three- 
fourths  of  an  inch  in  their  beds.  The  tissues 
were  sutured  snuggly  but  not  tightly  over  the 
intervening  space,  in  layers,  including  the  skin. 
Thus,  the  ends  of  the  artery  were  left  apart  with 
a compact  open  compartment  between  them.  If 
this  method  had  not  been  applied,  only  the 
interosseous  artery  would  have  been  available 
for  blood  supply  to  the  hand. 

The  tourniquet  was  removed  at  the  end  of  the 
operation  with  no  hematoma  or  external  bleed- 
ing. The  color  of  the  nails  was  pink  3 hours 
after  operation  and  remained  satisfactory  from 
then  on.  The  patient  was  kept  on  anticoagulant 
therapy  during  the  early  postoperative  period. 

Subsequent  Course.  The  circulation  of  the 
hand  was  never  in  doubt.  There  was  no  claudi- 
cation. The  wound  healed  per  primam  with 
little  visible  scar.  After  2 weeks,  treatments 
were  begun  in  the  Department  of  Physical 
Therapy  and  functions  of  the  wrist  and  hand 
improved  remarkably. 

As  shown  in  the  photographs,  (Figs.  3,4,5), 


Fig.  3.  (Case  Report)  Flexion  of  Thumb  and 
Fingers  90  Days  postoperative. 


Fig.  4.  Extension  of  Fingers  (Same  Date). 
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Fig.  7.  Enlargement  of  Area  in  Box  Showing 
Normal  Radial  Artery  and  Poor  Collateral  Circu- 
lation in  the  Ulnar  Artery,  Ends  of  Which  Were 
Ligated  at  Operation. 

At  41  months  after  operation,  the  Conray 
visualization  of  the  radial  shows  only  a negligible 
constriction  at  the  site  of  the  division,  no  other 
abnormality  (Fig.  8).  At  this  time  the  function 
of  the  hand  is  normal. 


Fig.  8.  Enlarged  Arteriogram  at  41  Months. 
Normal  Circulation  in  the  Radial  Artery  With- 
out Aneurysm.  Circulation  Is  Absent  Through 
the  Ulnar  Artery. 

Conclusions 

The  results  of  our  experiments  and  the 
human  case  reported  above  appear  to  war- 
rant the  following  conclusions: 

(1)  Subsequent  to  the  division  under 
tourniquet  of  arteries  of  considerable 
calibre,  such  as  the  radial,  the  healing 
process  effects  a union  of  the  divided  and 
retracted  ends  and  accomplishes  a direct 


Fig.  5.  Palmar  View  Showing  Scar  from 
Laceration  to  Bones  Completely  Across  Wrist. 
(Same  Date). 

after  3 months,  he  had  good  flexion  and  exten- 
sion of  the  wrist  and  fingers.  Extrinsic  muscle 
power,  while  improving,  was  slight  but  he  was 
able  to  appose  his  thumb  to  the  index  finger 
(Fig.  3).  He  was  able  to  resume  most  of  his 
duties  in  his  old  job  at  the  glass  plant  in 
February,  1964. 

During  convalescence,  an  arteriogram  was 
made  using  30  ml  of  Conray  in  the  brachial 
artery  11  weeks  following  the  injury  (Figs.  6,7). 


Fig.  6.  Arteriogram  at  11  Weeks  With  Conray 
in  Brachial  Artery  Divided  and  Retracted  Ends 
of  Brachial  Artery  at  Arrow  Have  Healed  With 
Canalization. 

It  shows  no  interruption  in  the  radial  artery  at 
the  site  of  injury.  The  continuity  of  the  coats  is 
re-established  without  visible  constriction  and 
the  dye  passes  without  obstruction  through  the 
lumen  of  the  recanalized  radial  artery.  The 
arterioles  and  capillaries  of  the  fingers  are  well 
filled.  A wide  but  inadequate  collateral  circula- 
tion is  visualized  around  the  site  where  the  ends 
of  the  severed  ulnar  artery  had  been  ligated. 


July,  1970 


HEALING  OF  SEVERED  HUMAN  ARTERIAL  ENDS— Douglas 


575 


canalization  and  effective  recirculation  of 
blood  without  the  aid  of  any  arterial  suture 
or  prosthesis.  Only  suture  of  the  tissues 
in  layers  to  form  a compartment  over  the 
retracted  ends  is  necessary  for  such  heal- 
ing to  occur. 

(2)  From  the  arteriograms  there  appears 
to  be  a tropism  or  attraction  between  the 
divided  ends  which  draws  them  together 
between  the  second  and  fifth  days  (after 
division)  and  which  enables  them  to  heal 
coat  to  coat,  intima,  media  and  externa,  and 
to  carry  blood  again. 

We  feel  very  fortunate  at  the  end  of  two 
years  of  experimental  work  demonstrating 
excellent  healing  of  arterial  ends  without 


suture  to  be  able  to  add  such  a valuable 
human  case  to  complete  the  demonstration 
of  the  value  of  this  method  in  surgical 
practice. 
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CASE  REPORT 

Angiographic  Findings  in  Splenic  Rupture 
Secondary  to  Infectious  Mononucleosis 

Edward  Buonocore,  M.D.,*  Knoxville,  Tenn. 

Splenic  rupture  due  to  infectious  mono- 
nucleosis is  a rare  but  lethal  complication. 
Death  may  occur  within  minutes  after  the 
onset  of  abdominal  symptoms  and  delay 
in  surgical  treatment  has  no  place  in  cur- 
rent medical  management.  The  purpose  of 
this  report  is  to  present  the  in  vivo  and 
in  vitro  angiographic  findings  of  a ruptured 
spleen  secondary  to  infectious  mononucle- 
osis and  to  elaborate  on  the  mechanism  of 
rupture. 

Case  Presentation 

A 21  year  old  white  male  student  was  presented 
to  the  student  clinic  one  evening  because  of 
epigastric  pain.  The  pain  started  suddenly  while 
he  was  swimming.  He  had  been  in  good  health 
except  for  symptoms  of  mild  coryza  one  week 
before  the  onset  of  abdominal  pain.  Treatment 
with  antacids  produced  no  change  in  symptoms, 
and  he  was  admitted  to  the  hospital  5 hours 
later. 

Pertinent  physical  findings  included  guarding 
and  tenderness  of  the  epigastrium  and  left  upper 
quadrant.  Rectal  examination  elicited  pain  in 
the  left  shoulder.  Admission  PCV  was  39%, 
Hgb  14.5  gm  and  total  WBC  count  was  16,300. 
The  differential  count  was  73%  lymphocytes  with 
many  atypical  cells.  The  serum  heterophil  was 
positive  in  dilution  of  1:896;  after  guinea  pig 
cell  absorption  it  was  zero. 

The  PCV  remained  essentially  unchanged  over 
the  next  2 days  and  on  the  3rd  hospital  day,  the 
patient  reported  that  the  abdominal  pain  had 
abated.  A selective  splenic  arteriogram  was 
made  on  the  3rd  hospital  day  and  showed  an 
enlarged  spleen  with  displaced  intrasplenic 
arteries,  disruption  of  the  peripheral  subcapsular 
vessels  and  radiolucent  areas  in  the  subcapsular 
area,  indicative  of  splenic  rupture  and  a subcap- 
sular hematoma  (Figs.  1 and  2). 

The  spleen  was  removed  2 hours  after  angiog- 
raphy, and  the  angiographic  findings  were  con- 
firmed. Splenic  arterial  bleeding  was  seen  at 
the  time  of  operation  and  an  extensive  sub- 
capsular hematoma  was  found  over  the  superior 
pole  of  the  spleen.  The  spleen  was  soft  and 
fragmented  easily  on  handling.  The  patient  re- 
covered uneventfully. 

Discussion 

Selective  splenic  arteriography  has  proven 

*From  the  Department  of  Radiology,  Univer- 
sity of  Tennessee  Memorial  Research  Center  and 
Hospital,  Knoxville,  Tennessee  37920. 


Fig.  1.  Selective  splenic  arteriogram,  arterial 
phase  in  frontal  projection:  Large  spleen  with 

spreading  of  the  branches  of  the  splenic  artery  is 
demonstrated.  Peripheral  arteries  in  the  superior 
pole  are  tortuous.  Flame-like  densities  of  con- 
trast media  extend  into  the  subcapsular  area. 

to  be  a valuable,  safe  and  precise  diagnostic 
means  of  diagnosing  traumatic  splenic  rup- 
ture particularly  in  equivocal  cases  and 
when  the  plain  roentgenograms  are  neg- 
ative.1’2 There  are  no  reports  in  the  litera- 
ture of  the  use  of  this  technic  in  evaluation 
of  the  spleen  in  patients  with  infectious 
mononucleosis.  In  the  patient  discussed  in 
this  report  the  clinical  situation  was  clear 
and  a ruptured  spleen  was  suspected  after 
physical  examination.  The  unchanging 
hematocrit,  lack  of  appreciation  of  this 
complication,  and  to  subsidence  of  abdomi- 
nal pain  gave  the  attending  physicians  a 
false  security  that  delayed  operation. 

Severe  abdominal  pain  is  unusual  in  in- 
fectious mononucleosis.  It  occurred  in  only 
2 of  153  patients  with  infectious  mononucle- 
osis in  Hoagland’s  series.3  Both  of  these 
patients  were  operated  upon;  one  had  a 
ruptured  spleen  and  the  other  had  a neg- 
ative exploration.  Histologic  sections  of  the 
ruptured  spleen  showed  a normal  general 
architecture.  The  splenic  capsule  and  sub- 
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Fig.  2.  Venous  phase  of  arteriogram  in  figure 
1.  Triangular  filling  defect  seen  in  the  medial 
portion  of  superior  pole  of  the  spleen.  Small 
radiolucent  defects  surround  subcapsular  periph- 
eral area  of  the  spleen. 

intimal  portion  of  the  splenic  veins  were 
infiltrated  with  mononuclear  white  cells  and 
atypical  lymphocytes. 

There  are  comments  in  the  standard  medi- 
cal textbooks  that  although  abdominal  pain 
is  not  a common  occurrence  in  infectious 
mononucleosis,  involvement  of  the  mesen- 
teric lymph  nodes  occasionally  simulates 
acute  appendicitis  and  other  intra-abdomi- 
nal conditions.4*5  Because  of  the  findings  in 
this  patient,  early  splenectomy  should  be 
considered  in  patients  with  infectious  mono- 
nucleosis and  severe  abdominal  pain.  The 
absence  of  a drop  in  hematocrit  may  give 
false  security  because  of  a contained  sub- 
capsular hematoma.  In  cases  where  the 
findings  remain  equivocal,  splenic  arteri- 
ography may  be  of  assistance  to  establish 
the  need  for  surgical  treatment. 

The  histologic  findings  of  a ruptured 
spleen  in  infectious  mononucleosis  correlate 
well  with  the  in  vivo  and  in  vitro  angio- 
grams of  the  spleen  in  this  report.  The 
radiograph  of  the  barium  injected  arteries 


and  veins  of  the  specimen  show  dilatation, 
irregularity  and  fragmentation  of  the 
peripheral  vascular  branches.  (Fig.  3)  This 


Fig.  3.  In  virto  injection  of  specimen.  Artery 
injected  to  superior  pole,  vein  to  lower  pole. 
Note  subcapsular  radiolucent  defect  in  upper 
pole  and  irregular  dilated  peripheral  splenic 
veins  in  inferior  pole. 

can  also  be  appreciated  on  the  splenic 
arteriograms  as  manifested  by  flame  shaped 
densities  of  contrast  media  extending  from 
the  peripheral  arteries  of  the  spleen  to  the 
capsule. 

These  angiographic  findings  add  to  the 
understanding  of  the  cause  of  splenic  rup- 
ture in  infectious  mononucleosis.  The  filtra- 
tion of  mononuclear  cells  of  the  peripheral 
splenic  veins  lead  to  distintegration  of  the 
normal  vascular  anatomy  and  subcapsular 
structures  leading  to  splenic  hemorrhage 
and  rupture. 

Summary 

A selective  splenic  arteriogram  and  an 
in  vitro  venogram  and  arteriogram  of  the 
specimen  are  presented  in  a patient  with 
infectious  mononucleosis  and  spontaneous 
rupture  of  the  spleen.  The  cause  of  rupture 
is  due  to  destruction  of  peripheral  splenic 
vessels  by  mononuclear  cell  infiltration.  The 
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need  for  immediate  operation  in  patients 
with  infectious  mononucleosis  and  severe 
abdominal  pain  is  stressed.  In  patients  sus- 
pected of  splenic  rupture  due  to  infectious 
mononucleosis,  splenic  arteriography  may 
be  of  assistance  establishing  the  need  for 
operation  when  clinical  findings  are  equivo- 
cal. 
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St.  Thomas  Hospital* 

Surgical  Treatment  of 
Coronary  Artery  Disease 

DR.  HARRY  L.  PAGE:  The  subject  matter 
this  morning  is  of  special  importance  here 
at  St.  Thomas  since  we  are  seeing  increasing 
numbers  of  patients  with  coronary  artery 
disease  and  are  gaining  experience  with 
some  of  the  newer  surgical  approaches.  We 
recognize  that  obstructive  coronary  artery 
disease  is  the  major  organic  health  problem 
in  the  United  States.  This  is  basically  a 
biochemically  induced  mechanical  problem 
and  its  future  prevention  and  treatment 
obviously  lies  in  what  we  can  learn  about 
the  biochemical  aspects.  At  the  present 
time,  however,  there  are  approximately  20 
million  people  symptomatic  with  coronary 
artery  disease  in  the  United  States  and 
certainly  during  our  lifetime  we  will  con- 
tinue to  see  large  numbers  of  people  suffer- 
ing from  this  mechanical  problem. 

Two  technical  advances  during  the  past 
ten  years  have  offered  an  option  to  the  ap- 
proach of  patients  with  coronary  artery 
disease  as  contrasted  to  our  traditional  diag- 
nosis and  treatment.  The  first  of  these  is 
the  development  of  image  intensification 
fluoroscopy  and  coronary  cineangiography. 
This  diagnostic  procedure  has  allowed 
anatomical  definition  of  the  problem  during 
life.  It  is  rather  amazing  to  realize  that 
the  leading  organic  health  problem  in  the 
United  States  has  not  been  routinely  ana- 
tomically defined  during  life.  This  is  in 
contrast  to  most  other  diseases  of  major 
organ  systems  including  such  things  as 
vascular  malformations  of  the  brain.  Until 
the  past  few  years  the  diagnosis  of  angina 
pectoris  has  meant  little  more  than  “pain  in 
the  chest”  and  has  been  somewhat  analo- 
gous to  my  grandfather’s  diagnosis  of 
“fever”  75  years  ago  with  no  further  defini- 
tion of  the  problem.  The  second  technical 
advance  is  the  development  of  the  pump 
oxygenator  which  has  allowed  surgeons  to 


*From  the  Departments  of  Medicine  and  of 
Surgery,  St.  Thomas  Hospital,  Nashville,  Tenn. 


operate  directly  on  areas  of  the  heart  which 
have  been  previously  inaccessible. 

To  illustrate  our  newer  option  in  the 
management  of  patients  with  suspected 
coronary  artery  disease  we  will  present  a 
case  history  in  which  the  patient  has  re- 
cently undergone  coronary  artery  surgery. 

DR.  LOYDA  TACOGUE:  Our  patient  for  to- 
day is  a 40  year  old  auto  body  repairman  from 
Clarksville,  Tennessee.  He  has  suffered  from 
angina  pectoris  for  at  least  10  years.  Four  years 
ago  he  was  admitted  to  Vanderbilt  University 
Hospital  where  coronary  arteriography  was  per- 
formed. Findings  showed  atheromatous  changes 
in  the  left  coronary  artery  and  nonvisualization 
of  the  right  coronary  artery.  Recently,  there 
has  been  progression  of  his  disease  to  the  point 
that  the  slightest  exertion,  such  as  walking  about 
the  house,  precipitates  pain.  He  has  also  suf- 
fered from  nocturnal  angina.  He  denies  smoking. 
He  has  no  history  of  diabetes,  hypertension  or 
elevation  of  cholesterol. 

There  is  no  family  history  of  coronary  artery 
disease;  though,  his  mother  died  of  diabetes 
mellitus. 

Physical  examination  is  totally  unremarkable. 
His  blood  pressure  is  normal.  His  resting  EKG 
is  within  normal  limits.  A Master’s  2-step  test 
in  the  office  of  Dr.  Laurence  Grossman  was  un- 
remarkable. Serum  cholesterol  was  340  mg. 
The  chest  film  is  within  normal  limits.  On 
Jan.  12,  1970,  coronary  arteriograms  were  re- 
peated at  St.  Thomas  Hospital. 

On  Feb.  3,  1970,  a coronary  artery  bypass  graft 
was  done  utilizing  both  saphenous  veins.  The 
left  saphenous  vein  was  divided  making  a Y 
graft;  one  limb  of  this  graft  was  sutured  to 
the  anterior  descending  artery  and  the  other 
to  the  circumflex  artery.  The  right  coronary 
artery  was  found  to  contain  a large  amount  of 
atheromatous  material  which  required  localized 
endarterectomy.  After  completion,  a graft  was 
sutured  to  the  right  coronary  artery. 

Dr.  Grossman  will  tell  us  how  he  is  doing 
now. 

DR.  LAURENCE  GROSSMAN:  This  man 
has  done  well  as  regards  his  chest  pain  due 
to  coronary  insufficiency.  He  was  readmitted 
to  St.  Thomas  Hospital  2%  weeks  ago  with 
a violent  postcardiotomy  syndrome  in  which 
he  had  intense  malaise,  aching,  a daily 
temperature  of  102  to  103°  and  nonspecific 
type  of  infiltrative  lesions  in  the  right  lung 
base  demonstrable  on  x-ray.  Cultures  at 
this  time  (blood  and  urine)  were  sterile. 
He  was  treated  with  steroids  and  has  been 
asymptomatic  since  then.  He  has  had  no 
further  chest  pain  and  his  exercise  tolerance 
is  excellent.  He  is  able  to  walk  5 or  6 
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blocks  without  angina  and  is  now  at  full 
activity. 

DR.  PAGE:  At  this  time  I would  like  to 
demonstrate  the  patient’s  coronary  arterio- 
grams. This  40  year  old  man  is  rather 
unfortunate  to  have  such  severe  coronary 
artery  disease  with  a normal  resting  EKG 
and  physical  examination.  His  coronary 
arteriograms  show  a 50%  segmental  ob- 
structive lesion  in  the  main  left  coronary 
artery,  complete  occlusion  of  the  anterior 
descending  artery  which  fills  distally  by 
small  collaterals,  and  complete  occlusion  of 
the  right  coronary  artery  with  distal  filling 
by  small  bridging  collaterals  from  the  right 
side  and  by  small  collaterals  from  the  left- 
sided injection.  The  left  ventricular  end 
diastolic  pressure  and  ventriculogram  are 
normal.  Dr.  Grossman,  you  have  recently 
referred  several  patients  for  evaluation  by 
coronary  arteriography  who  have  subse- 
quently undergone  coronary  artery  vein  by- 
pass surgery.  In  what  way  would  you  say 
your  overall  approach  to  patients  with  sus- 
pected coronary  artery  disease  has  changed 
in  the  past  few  years? 

DR.  GROSSMAN:  There  are  now  three 
additional  parameters  for  evaluation  of  the 
patient  with  coronary  artery  disease.  The 
first  is  the  improvement  of  stress  testing. 
The  second  is  cardiac  monitoring  which  is 
now  employed,  and  which  enables  us  to  de- 
tect unusual  periods  of  arrhythmia.  Coro- 
nary arteriography  constitutes  the  third 
parameter.  I believe  coronary  arteriography 
has  been  the  secret  to  real  anatomic  knowl- 
edge of  the  patient  with  coronary  artery 
disease,  in  that  we  are  able  to  visualize 
the  coronary  arteries  and  know  what  lesions 
are  present.  This  opens  a new  approach  to 
treatment.  Thus,  coronary  arteriography 
actually  aids  in  both  diagnosis  and  treat- 
ment. As  our  studies  evolve  and  as  these 
patients  are  followed  over  a period  of  time, 
we  develop  prognostic  information.  In  other 
words,  soon  we  may  be  able  to  predict  that 
a man  with  one  vessel  disease  may  live  a 
certain  length  of  time,  whereas  a patient 
with  three  vessel  disease  has  a dim  outlook. 
The  improvement  in  technique  of  coronary 
arteriography  and  the  relative  safety  of 
the  procedure  are  additional  items  which 
have  encouraged  me  to  use  it  more  often  in 


the  evaluation  of  patients  with  coronary 
artery  disease  and  in  those  who  might  be 
candidates  for  coronary  artery  surgery.  I 
think  our  patient  of  today  illustrates  the  im- 
provement in  technique.  A few  years  ago 
when  he  had  his  initial  coronary  arterio- 
gram, we  were  unable  to  visualize  the  right 
coronary  artery.  We  were  using  the  so- 
called  “flush”  technique.  Because  of  his 
young  age,  the  right  coronary  artery  ini- 
tially was  thought  to  be  absent.  However, 
the  atheromatous  changes  in  his  left  coro- 
nary artery  made  us  suspicious  that  this 
might  not  be  the  case,  and  now,  as  you  can 
see,  a second  coronary  arteriogram  shows 
the  right  coronary  artery,  its  obstruction 
and  the  magnitude  and  location  of  the  oc- 
clusions. 

I am  often  asked,  should  you  do  coronary 
arteriograms  on  everyone  with  coronary 
heart  disease?  Certainly  not.  There  are 
people  in  whom  coronary  arteriography  is 
indicated  and  others  in  whom  such  diagnos- 
tic procedures  are  not  warranted.  Whether 
or  not  a person  should  or  should  not  have 
coronary  arteriography  depends,  first,  on 
the  expertise  of  the  individual  performing 
the  procedure  and  the  basic  cardiology 
laboratory  set-up.  People  who  should  have 
coronary  arteriography  fall  roughly  into  5 
groups. 

(1)  The  young  adult  who  has  symptoms 
of  coronary  artery  disease,  with  or  without 
confirmatory  electrocardiographic  findings, 
should  have  coronary  arteriograms,  since 
this  is  the  only  way  in  which  congenital 
anomalies  can  be  detected  in  the  very  young 
individual  and,  particularly,  the  young 
female  patient. 

(2)  The  second  group  includes  patients 
with  angina  and  normal  resting  electro- 
cardiograms and  exercise  tests.  We  have 
many  examples  of  such  patients.  The 
patient  presented  this  morning,  is  a young 
man  with  a normal  EKG  and  normal  stress 
test,  and  yet  who  has  extensive  three  vessel 
disease. 

(3)  The  third  group  consists  of  people 
who  have  atypical  chest  pain  and  in  whom 
the  diagnosis  is  difficult  and  uncertain.  If 
one  is  in  doubt  as  to  the  diagnosis  and  there 
is  no  other  way  of  establishing  a definite 
one,  the  risk  of  coronary  arteriography  is 
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so  slight  and  the  importance  of  knowing 
whether  or  not  this  patient  has  coronary 
artery  disease  is  so  great  that  coronary 
arteriography  should  be  done. 

(4)  Patients  with  known  coronary  artery 
disease  in  whom  surgical  treatment  is  being 
considered.  Also,  if  the  patient  is  severely 
troubled  with  pain  and  his  discomfort  can- 
not be  controlled,  coronary  arteriograms 
should  be  obtained. 

(5)  Coronary  arteriography  is  indicated 
in  patients  with  valvular  heart  disease, 
particularly  in  the  older  patient  with  aortic 
stenosis,  prior  to  valvular  surgery  or  re- 
placement. 

DR.  PAGE:  Dr.  Anderson,  you  have  had 
a special  interest  in  the  clinical  presentation 
of  chest  pain  caused  by  obstructive  coronary 
artery  disease.  Are  you  aware  of  any 
specific  historical  points  that  guide  you  in 
selecting  patients  for  initial  medical  treat- 
ment or  for  prompt  evaluation  for  surgical 
treatment? 

DR.  EDWARD  E.  ANDERSON:  I think 
ideally  that  all  patients  with  suspected  or 
proven  coronary  artery  disease  probably 
should  be  studied  by  coronary  arteriography 
because  one  of  the  things  we  have  learned 
is  that  there  is  no  good  correlation  be- 
tween symptoms  and  severity  of  the  disease. 
If  I were  going  to  make  a generalization, 
it  would  be  that  in  any  given  patient  it  is 
virtually  impossible  to  predict  the  extent  of 
disease  or  to  predict  his  future  course  solely 
on  clinical  grounds.  There  are  certainly 
exceptions  to  this.  Patients  with  severe 
clinical  symptoms,  as  a general  rule,  can  be 
expected  to  have  rather  severe  disease. 
However,  minimal  or  absent  symptoms  in 
no  way  assures  one  that  the  patient’s  disease 
is  mild.  (Fig.  1)  We  have  seen  patients  who 
were  asymptomatic  and  yet  had  total 
occlusion  and  good  collateral  circulation, 
but  the  artery  or  arteries  providing  the 
collateral  circulation  were  themselves  90% 
obstructed.  Since  this  is  a progressive 
disease,  it  is  really  a time  factor  that  we 
are  debating  and  not  whether  or  not  the 
patient  is  going  to  have  more  problems.  In 
essence,  your  question  is  how  do  we  decide 
who  is  to  have  coronary  arteriography  and 
who  is  not. 

There  are  probably  two  groups  of  patients 


Fig.  1.  Selective  coronary  arteriogram.  49  year 
old  woman  with  typical  angina  pectoris  on 
exertion;  normal  resting  and  exercise  EKG.  An 
example  of  discrete  90%  segmental  obstruction 
(arrow)  of  the  proximal  right  coronary  artery 
(left  anterior  oblique). 

who  I am  not  anxious  to  study.  The  first 
is  the  patient  who  had  a myocardial  infarc- 
tion 4 or  5 years  ago  and  who  has  been 
totally  asymptomatic  since  that  time.  The 
second  is  a man  one  has  been  following 
for  a period  of  time  with  mild,  easily  con- 
trolled and  infrequent  angina.  Time  has 
given  us  some  of  the  answers  that  we  could 
not  have  had  when  we  originally  saw  the 
patient.  The  fact  that  these  people  have 
done  well  tends  to  indicate  that  their 
disease  is  mild  or  that  they  have  good  col- 
lateral circulation.  But  even  in  these 
patients  there  is  a calculated  risk.  I think 
in  general  that  anything  that  points  toward 
progression  of  the  disease  with  increase  in 
symptoms  indicates  study  of  the  patient. 
To  summarize,  there  is  no  reliable  correla- 
tion between  symptoms  and  disease,  but 
increasing  symptoms  usually  mean  increas- 
ing coronary  obstruction  and  are  an  indica- 
tion for  study. 

DR.  PAGE:  Dr.  Kiger,  you  have  been 
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especially  interested  in  electrocardiographic 
stress  testing.  Are  you  aware  of  any  rest- 
ing or  stress-induced  electrocardiographic 
changes  that  guide  you  in  selecting  patients 
for  initial  medical  treatment  or  for  prompt 
evaluation  for  surgical  treatment? 

DR.  ROBERT  G.  KIGER:  Specifically,  we 
are  discussing  mechanical  obstructive  prob- 
lems of  the  large  coronary  arteries  today. 
The  various  electrocardiographic  stress  tests 
should  ideally  predict  which  individual  with 
such  a process  should  be  subjected  to 
coronary  arteriography  or  surgery.  A 
superficial  definition  might  divide  the  stress 
tests  into  the  dynamic  physiologic  monitor- 
ing versus  artificial  stressing  (Master’s 
test,  treadmill  response,  atrial  pacing  or 
isoproterenol  [Isuprel]  stress) . To  test  the 
validity  of  the  stress  tests  as  predictive 
mechanisms,  a correlation  of  EKG  changes 
during  stress  with  arteriographically  de- 
scribed coronary  artery  anatomic  and 
hemodynamic  findings  would  be  necessary. 

Dr.  Grossman  mentioned  earlier,  dynamic 
monitoring  using  the  16  hour  portable  EKG 
tape  scanner.  With  this  method  a correla- 
tion of  ST  segment  depression  or  disturb- 
ance in  rhythm  is  made  with  specific 
symptoms  or  activities.  Though  this  type 
of  monitoring  of  physiologic  stresses  is  not 
finite  for  selecting  patients  for  operation,  it 
does  aid  in  selecting  further  diagnostic 
studies.  In  the  experience  at  St.  Thomas 
Hospital,  there  has  been  a reliable  associa- 
tion of  ST-segment  depression  with  the  find- 
ings of  significant  coronary  artery  disease. 

The  double  Master’s  test  is  the  most  com- 
mon and  simplest  exercise  stress  test  to 
perform,  but  probably  does  not  yield  the 
maximal  information  regarding  patency  of 
coronary  arteries.  Gorlin  recently  (Ann 
Intern  Med,  Dec.  1969)  correlated  the 
Master’s  test  with  anatomic  findings  in  the 
coronary  arteries  in  60  patients.  Patients 
with  known  coronary  artery  disease  demon- 
strated an  80%  probability  of  a positive  test. 
Furthermore,  90%  of  the  positive  tests  will 
have  associated  anatomic  disease.  Yet  the 
negative  test  subjects  still  will  have  a 50% 
chance  of  anatomic  coronary  artery  disease. 
Finally,  the  double  Master’s  test  becomes  a 
predictive  test  for  multiple  vessel  involve- 
ment when  the  ST-segment  depression  is 


2 mm  or  greater. 

Atrial  pacing  and  Isuprel  infusion  have  of- 
fered other  types  of  stress  challenge  to 
coronary  artery  flow.  Knoebel  reported 
recently,  at  the  annual  meeting  of  the 
American  College  of  Cardiology  that  coro- 
nary artery  blood  flow  failed  to  increase  or 
decrease  in  individuals  developing  ST- 
segment  depression  during  pacing.  In  the 
group  with  minimal  coronary  artery  disease, 
flow  increased  as  expected  while  no  ST- 
segment  changes  are  noted.  Failure  to  in- 
crease coronary  artery  blood  flow  with 
Isuprel  infusion  was  similarly  associated 
with  positive  treadmill  tests.  From  this  it 
may  be  concluded  that  ability  to  increase 
coronary  blood  flow  to  normal  or  near 
normal  levels  is  associated  with  less  likeli- 
hood of  positive  stress  test. 

Bicycle  ergometry  was  used  by  Ralph 
Smith  at  Minnesota  to  correlate  stress  test- 
ing with  hemodynamic  data  and  coronary 
artery  anatomy.  His  findings  show  that  the 
abnormal  ST-segment  depression  during 
exercise  stress  is  associated  with  elevated 
left  ventricular  end  diastolic  pressures.  If 
the  rise  is  24  mm  Hg  or  greater,  multiple 
vessel  disease  can  be  anticipated  as  pointed 
out  by  Gorlin’s  study  cited  above. 

Four  conclusions  may  be  drawn  from  the 
above  discussion. 

(1)  Positive  stress  testing  correlates  not 
only  with  the  presence  of  coronary  artery 
disease  but  with  the  extent  of  disease. 

(2)  Positive  stress  test  suggests  in- 
ability to  significantly  increase  artery  blood 
flow. 

(3)  Positive  stress  test  relates  to  hemo- 
dynamic compromise  of  the  left  ventricle 
when  ST-segment  depression  is  greater 
than  2 mm. 

(4)  Negative  test  does  not  exclude 
coronary  artery  disease  but  seems  to  predict 
less  compromise  to  blood  flow,  end  diastolic 
pressure  in  the  left  ventricle  or  anatomic 
obstruction. 

DR.  PAGE:  Dr.  Alford,  surgical  attacks 
on  coronary  artery  disease  have  been  at- 
tempted for  several  years.  Several  such 
operations  have  met  with  initial  enthusiasm 
only  to  be  abandoned  later  on.  Would  you 
briefly  summarize  why  such  previous  pro- 
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cedures  largely  have  failed  and  why  you  are 
optimistic  that  such  current  procedures  as 
coronary  artery  vein  bypass  and  perhaps 
gas  endarterectomy  are  better  operations? 

DR.  WILLIAM  ALFORD:  Since  the  ob- 
structive nature  of  coronary  artery  disease 
has  been  recognized,  it  has  been  the  hope  of 
physicians  to  find  someway  to  therapeuti- 
cally use  the  oxygenated  blood  in  the  medi- 
astinal vessels  or  the  left  ventricle.  It  has 
been  primarily  toward  this  direction  that 
most  of  the  surgical  attacks  on  coronary 
artery  disease  have  been  directed.  How- 
ever, the  original  surgical  attack  on  anginal 
pain  was  begun  in  Europe  as  a denervation 
type  of  operation,  either  directly  upon  the 
heart  or  somewhere  in  the  sympathetic  or 
parasympathetic  systems.  These  operations 
can  still  be  done  to  relieve  anginal  pain  but 
have  nothing  to  do  with  increasing  coronary 
blood  flow.  In  1935  Claude  Beck  first  decided 
to  try  to  increase  oxygenated  blood  flow  to 
the  myocardium  by  narrowing  the  coronary 
sinus,  the  venous  drainage  to  the  heart  it- 
self, and  to  attempt  to  perfuse  more  blood 
into  the  heart  rather  than  have  it  come  out 
into  the  coronary  venous  system.  His  origi- 
nal operation  was  to  narrow  the  ostia  of 
the  coronary  sinus  and  thereby  force  more 
blood  into  the  myocardium.  It  is  very  in- 
teresting that  his  enthusiasm  initially  was 
great  as  is  everyone’s  enthusiasm  when  a 
new  operation  is  developed  for  angina  and 
the  attendant  mortality  is  not  too  high.  He 
had  no  correlative  studies  defining  the 
severity  of  the  disease  nor  any  anatomic 
findings  when  he  started.  The  Beck  I pro- 
cedure eventually  did  fade  out  and  is  prob- 
ably not  done  any  more.  He  also  devised  a 
Beck  II  procedure  which  increased  the  flow 
of  blood  directly  by  an  arterial  graft  into 
the  coronary  venous  sinus  in  addition  to 
narrowing  it  in  an  attempt  to  perfuse  blood 
retrograde  into  the  myocardium.  This 
procedure  was  accompanied  by  such  a high 
mortality  that  it  was  quickly  abandoned. 
Another  method  which  is  still  being  used  to 
relieve  angina  is  not  directly  related  to 
getting  more  blood  into  the  heart  but  in 
decreasing  the  workload  and  consists  of 
thyroid  depletion  either  by  operation  or  by 
radioactive  iodine.  The  production  of  high 
cholesterol  levels  and  edema  in  this  ap- 


proach has  not  been  desirable  in  some  of 
these  people  but  in  the  elderly  or  poor  risk 
patient  it  still  has  some  place. 

The  methods  for  stimulating  collateral 
channels  to  the  myocardium  have  centered 
on  bringing  blood  to  the  heart  from  sources 
of  good  oxygenated  blood.  Practically 
everything  one  can  imagine  has  been 
brought  to  the  heart  starting  with  pectoral 
muscle,  pieces  of  spleen,  and  various  other 
organs  which  have  been  applied  to  the 
myocardium  but  the  collateral  circulation 
has  never  been  adequate  to  obtain  lasting 
relief. 

Vascularization  by  artifical  shunts  was 
first  attempted  by  Dr.  Vineberg.  His  rea- 
soning was  that  the  heart  itself  has  many 
sinusoids  and  would  accept  an  open,  bleed- 
ing artery  and  that  eventually  this  artery 
would  establish  collateral  circulation  di- 
rectly to  the  heart.  He  also  started  at  a time 
when  the  anatomic  features  of  the  disease 
were  unknown,  implanting  the  open  mam- 
mary artery  directly  into  the  myocardium 
and  was  convinced  that  his  patients  were 
improved.  He  was  able  to  show  over  a long 
period  of  time  that  they  had  relief  of  pain, 
had  returned  to  work  and  showed  improve- 
ment in  their  electrocardiograms.  It  was 
not  until  Mason  Sones  began  studying  some 
of  these  people  by  injecting  contrast  ma- 
terial into  the  implanted  mammary  artery 
and  observing  visualization  of  the  myocar- 
dial vessels,  that  this  procedure  received 
added  impetus.  Dr.  Vineberg  thinks  it  is 
better  than  anything  else  at  this  point.  He 
believes  that  the  other  operations  will  not 
“hold  up,”  that  his  operation  has  been  done 
longer  and  that  the  collaterals,  once  estab- 
lished, will  remain  open.  However,  the  en- 
thusiasm of  others  for  this  operation  has 
waned  because  their  results  have  not  been 
quite  as  good  as  Dr.  Vineberg’s.  There  have 
been  other  attempts  at  direct  shunts,  includ- 
ing the  acupuncture  of  the  left  ventricle 
itself,  in  trying  to  establish  blood  flow  from 
the  ventricular  chamber  into  the  myocar- 
dium but  this  has  not  met  with  any  lasting 
success.  The  direct  approach  to  the  coro- 
nary artery  occlusion  has  been  tried  a num- 
ber of  times  and  requires  preoperative 
anatomic  definition.  As  you  know,  most  of 
the  obstructive  disease  in  many  patients 
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is  localized  to  the  large  proximal  arteries 
which  lend  themselves  to  surgical  ap- 
proaches. Endarterectomy  of  the  obstruc- 
tive lesion  has  been  tried  in  California  with 
a series  by  Drs.  Cannon  and  Longmeier,  and 
by  Charles  Bailey  in  New  York,  and  re- 
sults in  these  attempts  have  been  good  in 
the  patients  who  survived.  The  mortality 
ranged  from  20  to  50%  or  higher  and  the 
enthusiasm  for  this  procedure  was  certainly 
not  great.  Transluminal  dilatation  has  been 
attempted  and  carries  a slight  degree  of 
improvement  but  with  rapid  reversal  of 
this  improvement  as  the  disease  progresses. 
Gas  endarterectomy  is  another  way  of 
doing  the  same  thing,  but  its  application  is 
limited  to  the  right  coronary  artery  since 
it  carries  a prohibitive  mortality  in  the 
left  coronary  artery.  All  of  the  procedures 
thus  far  described  have  not  required  the  use 
of  the  pump  oxygenator  and  all  have  had 
some  success,  many  late  failures,  and  a 
rather  prohibitive  operative  mortality.  For 
this  reason,  we  have  been  looking  for  some- 
thing without  these  problems  and  we 
believe  we  have  something  like  that  now. 

DR.  PAGE:  Dr.  Stoney,  it  has  come  as 
a surprise  to  many  people  that  coronary 
artery  vein  bypass  surgery  can  be  offered 
not  only  to  patients  with  isolated  obstruc- 
tive lesions  but  to  many  patients  with  ad- 
vanced triple  vessel  disease,  involving  the 
right  coronary  artery,  anterior  descending 
and  circumflex  arteries.  Would  you  briefly 
summarize  the  technical  aspects  of  this  type 
of  operation  and  explain  why  we  might 
expect  such  grafts  to  remain  open  and  to 
increase  the  myocardial  blood  supply  in 
previously  ischemic  areas? 

DR.  WILLIAM  STONEY:  The  operation 
is  carried  out  using  total  cardiopulmonary 
bypass  and  moderate  hypothermia  (32°C.). 
We  have  used  a disposable  bubble  oxygen- 
ator for  all  patients  primed  with  5%  dex- 
trose buffered  to  a pH  7.40  with  sodium 
bicarbonate.  Prior  to  the  onset  of  total  by- 
pass, a long  segment  of  saphenous  vein  is 
removed  from  one  leg.  If  a three  vessel  by- 
pass is  indicated,  the  veins  are  obtained 
from  both  legs  since  the  proximal  saphe- 
nous is  more  suitable.  The  site  of  the  pro- 
posed distal  coronary  anastomosis  is  then 
exposed  by  careful  dissection  of  the  cor- 


onary artery  and  proximal  and  distal  con- 
trol of  blood  flow  is  obtained  by  passing 
heavy  silk  ligatures  about  the  coronary 
artery.  A longitudinal  incision  is  made  in 
the  coronary  artery  and  the  internal  diam- 
eter of  the  artery  is  measured  with  small 
graduated  probes.  The  distal  coronary 
artery  is  not  perfused  and  cardiac  arrest  or 
fibrillation  is  avoided. 

Hypothermia  gives  a quiet,  slowly  con- 
tracting heart  and  the  distal  anastomosis 
is  completed  using  6-0  or  7-0  Dacron  su- 
tures. Two  power  magnification  aids  in 
obtaining  a very  accurate  water  tight 
anastomosis.  After  the  distal  anastomosis  is 
completed  the  ligatures  are  released  and 
any  bleeding  is  controlled  with  additional 
sutures.  A partially  occluding  clamp  is  then 
placed  on  the  ascending  aorta  above  the 
aortic  valve  and  the  proximal  anastomosis 
is  accomplished  in  a similar  fashion.  Each 
anastomosis  is  10  to  12  mm  in  length.  Air 
is  removed  from  the  graft  by  aspirating 
with  a small  needle  and  the  clamps  are  re- 
leased. Care  is  taken  to  orient  the  graft 
so  the  flow  through  the  saphenous  vein  is 
consistent  with  the  small  valves  found  in 
the  vein.  A second  graft  can  then  be  car- 
ried out  to  another  coronary  artery  in  a 
similar  manner.  If  a third  graft  is  required, 
we  usually  bring  the  proximal  end  from 
one  of  the  grafts  already  in  place.  After  the 
patient  has  been  rewarmed,  bypass  is  dis- 
continued, the  heparin  neutralized  with 
protamine  and  before  closure  of  the  wound, 
the  flow  through  each  graft  is  determined 
with  a flowmeter. 

The  postoperative  course  is  carried  out  in 
the  Cardiac  Care  Unit  with  constant  moni- 
toring and  with  a nurse  in  attendance  who 
is  familiar  with  defibrillation  and  principals 
of  resuscitation.  In  the  immediate  postop- 
erative period,  we  pay  careful  attention  to 
determination  of  blood  gases,  central  venous 
pressure,  ventilation  and  renal  function. 

Dudley  Johnson  of  Marquette  University 
has  measured  flows  in  saphenous  grafts  im- 
mediately following  placement  and  has 
found  that  the  average  rate  was  68  ml  of 
blood  per  minute.  If  the  flow  rate  is  less 
than  this,  in  the  order  of  20  to  30  ml  per 
minute,  these  grafts  probably  will  not  stay 
open  for  a long  period  of  time.  So  it  is 
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basically  the  flow  rate  through  the  graft  and 
the  distal  runoff  which  determine  whether 
or  not  the  graft  will  stay  open. 

In  our  experience  with  saphenous  vein 
bypass  grafts,  we  have  operated  on  40 
patients  and  have  placed  67  saphenous  vein 
bypass  grafts  in  these  patients.  Nineteen  of 
these  patients  had  a single  bypass  graft  into 
the  right  and  circumflex  arteries  and  10  into 
the  anterior  descending  artery.  (Fig.  2)  We 


Fig.  2.  Selective  coronary  arteriogram.  39  year 
old  man  with  typical  angina  pectoris  on  exertion. 
An  example  of  discrete  90%  segmental  obstruc- 
tion (arrow)  of  the  proximal  anterior  descend- 
ing artery  (right  anterior  oblique).  The  patient 
has  subsequently  had  successful  vein  bypass  sur- 
gery with  good  results. 

have  had  15  patients  with  double  bypass 
grafts  with  combinations  of  anterior  de- 
scending, circumflex  and  right.  We  have  had 
6 patients  with  triple  bypass  graft.  We  have 
had  2 deaths,  one  death  8 days  following 
operation  from  a massive  myocardial  infarc- 
tion due  to  thrombosis  of  a graft  into  the 
circumflex  artery  and  the  second  4 days 
postoperatively  of  severe  respiratory  fail- 
ure. This  represents  a 5%  mortality.  We 
have  restudied  only  9 of  these  patients.  One 
of  the  patients  with  a triple  vessel  graft  had 
one  closed  vein  graft.  Our  oldest  patient 
(aged  70  years)  had  a double  graft  and  one 
of  the  grafts  became  closed.  Of  the  re- 
maining patients  who  were  restudied  all 
had  open  vein  grafts.  We  have  had  no  late 
deaths  in  this  group  of  patients.  (Fig.  3) 
What  are  the  chances  of  improving  a 
patient  with  this  operation?  In  general,  the 
probabilities  are  excellent  if  the  anatomic 
features  are  satisfactory  for  an  operation. 
The  second  question  which  arises  involves 


Fig.  3.  Selective  vein  bypass  angiogram.  52  year 
old  man  with  typical  angina  pectoris  on  exertion. 
An  example  of  a patent  saphenous  vein  by- 
passing a 90%  obstruction  in  the  proximal  an- 
terior descending  artery  (right  anterior  oblique). 
Anastomosis  indicated  by  arrow. 

the  mortality.  The  biggest  single  factor  in 
estimating  mortality  is  the  function  of  the 
left  ventricle.  The  patient  with  a flabby, 
poorly  contracting  ventricle  is  obviously  a 
poor  risk. 

DR.  PAGE:  I would  like  to  make  a few 
comments  on  the  evaluation  of  this  type  of 
surgery  necessary  to  eventually  prove  its 
value  or  futility,  but  first  I will  invite 
questions  or  comments  from  the  audience. 

DR.  PIERCE  ROSS:  Dr.  Grossman,  you 
have  indicated  what  you  feel  are  indications 
for  coronary  arteriography  in  certain 
patients.  What  do  you  think  are  contraindi- 
cations for  coronary  arteriography? 

DR.  GROSSMAN:  The  patient  who  has 
had  a myocardial  infarction  and  does  well 
thereafter,  in  my  opinion,  does  not  need  to 
have  coronary  arteriography  at  this  time. 
I think  that  the  elderly  individual  who  has 
a certain  amount  of  angina  and  who  toler- 
ates his  angina  well  and  carries  on  with  his 
usual  occupation  certainly  does  not  need 
coronary  arteriography.  The  patient  with 
a recent  myocardial  infarction  does  not 
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warrant  coronary  arteriography.  It  might 
be  that  2 years  from  now  I will  have  a 
totally  different  answer  to  this  question. 

DR.  SAMUEL  RIVEN:  Dr.  Stoney,  do 

you  really  know  before  the  operation  what 
left  ventricular  function  is  like? 

DR.  STONEY:  Yes,  we  do.  Ventricular 
function  can  be  evaluated  by  the  ventriculo- 
gram obtained  during  coronary  arteriog- 
raphy— the  force  of  contraction  of  the 
ventricle,  the  ability  or  failure  of  the 
ventricle  to  empty  with  each  contraction, 
and  the  left  ventricular  end  diastolic  pres- 
sure all  indicate  the  degree  of  impairment 
of  the  left  ventricle.  The  mortality  rate  for 
patients  with  poor  left  ventricular  function 
and  congestive  heart  failure  is  of  course 
higher  than  in  patients  with  good  ven- 
tricular function. 

DR.  THOMAS  PENNINGTON:  What 

risks  are  involved  in  coronary  arteriog- 
raphy? 

DR.  PAGE:  This  is  a question  which  we 
must  consider  when  we  talk  about  doing 
coronary  arteriography  and  I think  this 
must  be  viewed  not  in  generalities  but  in 
more  or  less  the  experience  of  various  in- 
dividuals and  laboratories  doing  the  pro- 
cedures. Theoretically,  a physician  like 
Mason  Sones  who  has  done  20,000  coronary 
arteriograms  would  have  a mortality  of  less 
than  one  in  1,000  to  2,000  patients.  This,  of 
course,  is  not  the  experience  of  every 
laboratory  getting  underway.  We  have  had 
2 deaths  in  our  laboratory  from  coronary 
arteriograms  and  we  are  now  in  our  550th 
procedure.  I think  that  as  long  as  we  are 
learning  to  avoid  problems  as  we  go  along, 
and  sometimes  these  are  very  subtle  things, 
we  get  a little  better  as  we  go  on.  If  we 
are  improving  and  striving  to  match  those 
who  have  excellent  records,  I think  the  risk 
of  doing  the  procedure  to  find  out  what  is 


anatomically  wrong  with  the  patient’s 
coronary  arteries  is  less  than  trying  to 
manage  him  without  such  information. 

DR.  LANIER  WYATT:  Dr.  Kiger,  to 

what  extent  is  treadmill  stress  testing  more 
desirable  than  the  traditional  Master’s  test? 

DR.  KIGER:  Treadmill  stressing  is  more 
accurate  and  adds  another  5%  or  so  of  pos- 
itive results  by  carrying  people  to  a maxi- 
mum pulse  rate  response.  If  one  does  not 
obtain  a heart  rate  over  120  or  130,  one  is 
not  really  stressing  the  myocardium  and 
challenging  the  coronary  blood  flow.  Such 
rates  can  be  easily  achieved  by  treadmill 
stressing. 

DR.  FRED  GOLDNER:  Is  there  a survey 
going  on  at  this  time  to  show  the  longevity 
of  patients  following  vein  bypass  surgery? 

DR.  PAGE:  There  are  several  ways  to 
estimate  whether  this  type  operation  is  ef- 
fective. One  method  is  simply  the  enthusi- 
asm of  local  groups  throughout  the  country. 
This  is  not  very  scientific,  obviously,  but  it 
is  perhaps  wise  at  least  to  listen  to  what 
they  have  to  say.  Another  way  is  the  in- 
vasive type  of  study,  such  as  ventriculo- 
grams, arteriograms,  etc.,  for  follow-up.  An 
element  of  morbidity  is  implied  in  this. 
A third  way  is  to  develop  a study  of  how 
the  patient  relates  to  his  environment, 
stresses,  etc.,  before  operation  and  follow- 
ing the  operation.  The  only  study  which 
will  really  give  us  the  answers  will  take 
a long  time  to  complete.  This  is  to  arrive 
at  some  manner  of  classifying  patients  as 
comparable  based  on  stress  testing,  coro- 
nary arteriography,  etc.;  flip  a coin,  one  goes 
to  surgery,  one  doesn’t,  and  live  20  years 
with  the  results.  Such  a longevity  study 
may  be  difficult  to  pursue,  however,  and  as 
in  so  many  controversial  areas  of  medicine, 
we  may  necessarily  rely  on  our  individual 
experiences. 


Dollars  Today — 
Doctors  Tomorrow 

American  Medical  Association 
Education  and  Research  Foundation 


535  North  Dearborn  Street,  Chicago  10,  Illinois 


AMA  ADOPTS  DUES  INCREASE  . . . The  AMA  House  of  Delegates  has  voted  a 


$40.00  membership  dues  increase,  effective  January  1,  1971  . . . Out  of 
328,726  U.S.  MDs,  AMA  has  membership  of  219,570,  of  which  167,646  pay 
dues  • • . The  increase  is  needed  to  operate  new  and  expanded  programs  ; 
to  pay  Federal  taxes  on  unrelated  business  income  ; and  to  provide  for 
rising  operating  costs  . • • One  of  the  major  items  to  be  expended  is 
a long-range  institutional  advertising  campaign  to  tell  the  public  of 
AMA's  objectives  and  the  role  played  by  the  membership  in  professional 
and  public  service. 
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SOCIAL  SECURITY  CHANGES  CLEAR  HOUSE  ...  The  House  has  passed  HR-17550, 
Social  Security  Amendments  of  1970,  which  makes  several  changes  to 
Medicare  and  Medicaid  and  the  child  health  provisions  of  Title  V of  the 
Social  Security  Act.  Under  Medicare,  the  Bill:  permits  persons  reaching 
age  sixty-five  who  are  otherwise  ineligible  for  Part  A benefits  to  pur- 
chase such  coverage  for  $27.00  a month,  with  the  premium  price  rising  as 
hospital  costs  increase  ; permits  individuals  eligible  for  both  Part  A 
and  Part  B to  select  to  have  their  health  care  provided  by  a health 
maintenance  organization  (a  prepaid  group  or  other  capitation  plan)  with 
the  Government  reimbursing  the  HM0  on  a capitation  basis  not  to  exceed 
95%  of  the  cost  of  Medicare  benefits  ; authorizes  HEW  to  set  limitations 
on  health  providers  reimbursable  costs  under  Medicare  based  on  the  costs 
of  services  in  a particular  geographic  region;  limits  recognition  of 
physician's  fees  during  fiscal  1971  under  Medicare,  Medicaid,  and  Title  V 
to  the  seventy-five  percentile  of  actual  charges  in  the  locality  during 
1969,  and  for  fiscal  1972  and  thereafter,  increases  in  charges  would 
be  recognized  only  to  the  extent  justified  by  higher  expenses  of  phy- 
sicians ; places  additional  limits  on  reasonable  charges  for  certain 
medical  supplies,  equipment,  and  services  to  the  lowest  price  available 
in  an  area  as  determined  by  the  Secretary  of  HEW;  and  prohibits  re- 
imbursement to  health  care  providers  for  capital  costs,  such  as 
depreciation  and  interest,  in  those  instances  where  the  costs  were  not 
consistent  with  state  or  local  health  planning  plans. 
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MEDICARE  PROVIDERS  . . . The  House  Bill  also  authorizes  HEW  to  terminate 
payments  to  Medicare  providers  found  guilty  of  abusing  the  program; 
requires  HEW  to  carry  on  experiments  and  demonstration  projects  to  test 
the  feasibility  and  methods  of  paying  providers  of  care  on  the  basis 
of  negotiated  rates  ; provides  for  payment  to  teaching  physicians  on  the 
basis  of  reasonable  costs  rather  than  fee  for  service  ; establishes 
specific  time  periods  following  hospitalization  during  which  a patient 
would  be  guaranteed  payment  for  services  in  an  extended  care  facility  or 
for  home  health  services  ; repeals  the  requirement  in  present  law  that 
States  have  comprehensive  Medicaid  programs  by  1977  ; increases  the 
federal  matching  formula  for  such  out-patient  services  as  clinic  and 


home  health  services  under  Medicaid  and  permits  States  to  determine 
reasonable  hospital  costs  under  Medicaid,  provided  that  the  Medicaid 
program  pays  the  actual  cost  of  hospitalization  of  Medicaid  recipients. 
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OTHER  CHANGES  IN  SOCIAL  SECURITY  ACT  . . . Increased  cash  benefits  by  5% 
and  also  increased  the  amount  of  money  that  a Social  Security  recipient 
can  earn  before  losing  benefits  ; increased  the  annual  wage  base  upon 
which  Social  Security  taxes  are  assessed  from  the  present  $7,800.00  to 
$9,000.00  beginning  on  January  1,  1971  • . • Senate  consideration  of  the 
House  passed  measure  has  not  yet  been  announced  by  the  Senate  Finance 
Committee. 
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CHIROPRACTIC  OUT  OF  MEDICARE  FOR  1970  ...  Chiropractic  under  Medicare 
has  been  tabled  by  the  House  Ways  and  Means  Committee  for  1970,  despite 
a tremendous  campaign  by  Chiropractors  to  have  their  services  covered 
. • • Controversial  Part  B Plan,  which  would  promote  closed  panel  pre- 
payment systems,  has  been  sent  back  to  the  Department  of  Health, 
Education  and  Welfare  for  development  and  actuarial  workup.  This  plan 
is  to  be  presented  to  the  Committee  for  consideration  again  this  summer 
. . • Regional  Medical  Programs  (heart  disease,  cancer,  stroke  and 
related  diseases)  would  be  made  a part  of  comprehensive  health  planning 
causing  RMPs  to  lose  their  independence,  if  legislative  proposals  cur- 
rently in  Congress  are  adopted.  RMPs  would  be  continued,  but  under  the 
control  of  regional  planning  agencies. 

(PRO)  PEER  REVIEW  ORGANIZATION  ...  A Bill  is  proposed  to  amend  the 
Social  Security  Act  to  provide  and  call  for  a system  of  review  of  medi- 
cal and  other  health  services  rendered  under  the  supplementary  medical 
insurance  program  for  the  aged  . • . AMA  has  been  active  in  trying  to 
direct  the  Peer  Review  mechanism  into  medical  channels  rather  than  the 
government  taking  over  this  operation  • . . The  proposed  plan  would  be 
run  by  the  state  medical  association  with  districts  throughout  the 
state,  and  the  proposed  method  of  setting  up  such  an  organization.  In 
those  states  and  areas  where  this  mechanism  is  not  adopted,  the  Federal 
Government  would  set  up  its  own  commissions  to  expedite  the  Peer  Review 
plan  ...  More  than  likely,  some  type  of  commission  plan  will  be 
enacted  in  each  state. 
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AMA'S  NEW  M.D.  RECOGNITION  AWARD  PROGRAM  . . . Processing  of  appli- 
cations for  the  AMA's  "Physician's  Recognition  Award"  is  being  delayed 
. • . About  one-third  of  the  1,772  physicians  whose  applications  were 
received  last  autumn  neglected  to  enclose  checks  (5.00)  for  the  fee. 

Some  physicians  misunderstand  the  intent  of  the  award,  which  is  to  en- 
courage all  physicians  to  continue  their  education  on  a regular  basis 
• . • Some  general  practitioners  mistakenly  believe  that  the  continuing 
medical  education  program  required  for  membership  in  AAGP  automatically 
makes  them  eligible  for  the  AMA  award.  Not  so.  One  of  the  differences 
is  that  only  those  courses  listed  in  the  continuing  education  number  of 
JAMA  (first  issue  each  August)  are  creditable.  AAGP  accredited  courses 
are  determined  by  individual  state  chapters  . . • Application  forms  and 
a pamphlet  outlining  general  requirements  have  been  mailed  to  all 
physicians.  Information  required  includes  specific  educational  activity, 
sponsor,  inclusive  dates  and  credit  hours.  Completed  forms  should  be 
returned  to  the  Department  of  Continuing  Medical  Education,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610  ...  A total  of  150 
credit  hours  is  needed  to  be  eligible  for  the  award. 


Communications 

Legislation 


Hadley  Williams,  Public  Service  Director 


PHYSICIAN  REIMBURSEMENT  POLICY  REVISED  UNDER  MEDICAID  . . .Dr.  Eugene  W. 
Fowinkle,  Commissioner  of  Public  Health,  announced  that  beginning  July 
1,  1970  all  physician  services  under  the  Tennessee  Medicaid  program 
would  be  reimbursed  on  the  basis  of  the  individual  physician's  usual  and 
customary  charges.  The  only  limitation  on  this  new  policy  is  that 
imposed  by  the  federal  government  which  allows  reimbursement  only  to 
the  75th  percentile  under  all  Medicaid  programs.  All  physicians  will 
receive  notice  of  the  change  by  letters  from  Commissioner  Fowinkle  and 
Dr.  Tom  E.  Nesbitt,  president  of  TMA. 
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DR.  CANNON  APPEARS  BEFORE  CONGRESSIONAL  COMMITTEE  . . . Bland  W. 
Cannon,  M.D.  of  Memphis,  one  of  Tennessee's  four  delegates  to  AMA  and  a 
member  of  the  AMA  Council  on  Medical  Education,  testified  last  month 
before  the  House  Interstate  and  Foreign  Commerce  Committee's  Public 
Health  and  Welfare  Subcommittee  on  bills  relating  to  the  extension  of 
Regional  Medical  Programs  and  Comprehensive  Health  Planning  and  Public 
Health  Services.  In  speaking  for  the  AMA,  Dr.  Cannon  supported  the 
extension  of  the  RMP  law,  and  the  inclusion  of  other  "major"  diseases 
along  with  Heart  Disease,  Cancer  and  Stroke.  On  Comprehensive  Health 
Planning,  Dr.  Cannon  called  for  a greater  number  of  practicing  phy- 
sicians on  State  Planning  Councils,  saying  that  this  would  make  use  of 
the  particular  expertise  of  the  medical  profession.  The  AMA  Witness 
expressed  opposition  to  the  Administration's  proposal  to  amalgamate  RMP 
and  Comprehensive  Health  Planning  and  he  expressed  concern  with  any 
attempt  to  change  the  essential  educational  character  of  RMP  to  one  for 
the  provision  of  health  services. 
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MEMORIAL  FUND  ESTABLISHED  FOR  DR.  HARMON  MONROE  ...  A memorial  fund 
in  memory  of  Harmon  L.  Monroe,  M.D.,  a past-President  of  TMA,  has  been 
established.  The  purpose  of  the  fund  is  to  assist  a medical  student  or 
recent  graduate  of  a medical  school  in  the  form  of  a loan  if  the 
recipient  agrees  to  practice  medicine  in  Dr.  Monroe's  hometown  of  Erwin, 
Tennessee.  The  fund  was  started  shortly  after  Dr.  Monroe's  death  in 
April  and  now  totals  more  than  $11,000.  Contributions  and  donations  to 
the  fund  are  being  received  by  the  Erwin  National  Bank. 
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MILAN  TO  HOST  RURAL  HEALTH  CONFERENCE  ...  The  eighth  annual  Tennessee 
Rural  Health  Conference  will  be  conducted  at  the  4-H  Club  Training 
Center  in  Milan  October  7,  1970.  Co-sponsored  by  TMA,  the  Tennessee  Farm 
Bureau  and  University  of  Tennessee  Agricultural  Extension  Service, 
the  one-day  meeting  is  expected  to  attract  more  than  250  persons.  The 
complete  program  will  be  announced  in  the  near  future.  Chairman  of  the 
TMA  Rural  Health  Committee  is  Dr.  Charles  A.  Trahern  of  Clarksville. 


AMA  AND  JAYCEES  LAUNCH  PROJECT  . . . The  American  Medical  Association 
and  the  U.S.  Junior  Chamber  of  Commerce  have  launched  a joint  program  to 
improve  the  Nation’s  Emergency  Services.  More  than  325,000  Jaycees 
across  the  Nation  will  bring  to  the  public’s  attention  the  need  for 
standardized  emergency  vehicle  equipment,  properly  trained  medical 
attendants  and  a better  communications  system  between  vehicles  and 
hospitals.  The  AMA  had  distributed  over  9,000  program  kits  to  Jaycee 
chapters  and  medical  societies.  The  packet  includes  sample  publicity 
materials,  a first  aid  manual,  a directory  of  state  and  local  emergency 
medical  services,  guidelines  for  community  councils,  etc.  and  are 
still  available  from  AMA  on  request. 
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DIPLOMA  NURSING  SCHOOLS  STILL  PROVIDE  BULK  OF  NURSES  ...  A survey  by 
the  National  League  for  Nursing  shows  that  during  the  1968-69  academic 
year  695  diploma  nursing  programs  graduated  25,114  nurses  in  comparison 
to  8,381  nurses  graduated  by  254  baccalaureate  programs  and  8,701 
from  390  associate  degree  programs.  Diploma  programs  also  lead  the  list 
in  accreditation  by  the  NLN.  Of  the  695  diploma  programs,  556  were 
accredited  while  only  90,of  the  390  associate  degree  and  173  of  the  254 
baccalaureate  programs  were  accredited.  In  other  words,  80  per  cent  of 
the  diploma  programs,  68  per  cent  of  the  baccalaureate  programs  and  only 
23  per  cent  of  the  associate  degree  programs  were  accredited. 
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GROUP  PRACTICE  . . • The  AMA  reports  that  there  are  6,371  medical  groups 
and  40,093  physicians  practicing  in  groups  according  to  an  AMA  survey 
conducted  last  year.  Of  the  6,371  groups,  only  396  (with  6,540  phy- 
sicians) provide  some  care  on  a prepayment  basis.  Only  85  of  these 
groups  reported  prepayment  practice  of  more  than  50%. 
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NURSES  VOTE  TO  DOUBLE  DUES  • . • Delegates  to  the  200,000  member 
American  Nurses  Association  recently  voted  to  double  their  dues  in  order 
for  the  organization  to  pay  its  debts.  Also  adopted  was  a resolution 
calling  for  legislation  to  establish  a National  Health  Insurance  Program 
to  include  a restructuring  of  the  present  health  care  delivery  system. 

No  action  was  taken  on  a recent  AMA  proposal  to  use  nurses  in  fee-for- 
service  practice  as  a means  of  easing  the  physician  shortage. 
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HOUSE  ADOPTS  NEW  SOCIAL  SECURITY  TAX  RATES  ...  In  somewhat  of  a 
surprise  move,  the  House  of  Representatives  adopted  an  amendment  to  the 
Ways  and  Means  Committee’s  Social  Security  bill  calling  for  automatic 
future  increases  in  benefits.  Benefits  would  be  automatically  hiked 
whenever  the  cost  of  living,  as  measured  by  the  Consumer  Price  Index, 
rose  by  at  least  3%  in  a year.  The  bill  calls  for  a $9,000  taxable  wage 
base  in  1971  and  automatic  increases  in  the  wage  base  every  two  years. 

In  1973  the  base  would  go  to  $10,200;  in  1975,  $10,800;  in  1977,  $12,000 
and  in  1979,  $13,200  of  wages  would  be  taxed.  The  tax  rate  will  also 
increase.  Next  year  Social  Security  taxes  will  jump  $62  for  both 
employer  and  employee  as  the  combined  tax  rate  rises  from  the  current 
9.6%  to  10.4%  in  1971. 
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SOCIAL  SECURITY  EXPERT  RESIGNS  . • . Robert  J.  Myers,  chief  actuary  for 
the  Social  Security  Administration,  has  resigned.  Mr.  Myers  had  accused 
certain  top  policy-making  officials  within  SSA  of  wanting  to  take 
over  virtually  all  economic  security  provisions  of  the  entire  popula- 
tion. He  also  said  holdovers  from  the  Johnson  Administration  were  not 
faithfully  serving  President  Nixon  and  that  advocates  of  socialized 
medicine  were  openly  operating  in  full  force. 
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Shortage  of  Physicians 

One  of  the  greatest  problems  facing  American  medicine  today  is 
the  shortage  of  physicians.  This  problem  is  severe  to  the  extent 
that  some  government  spokesmen  declare  there  will  be  violent  pro- 
tests made  in  the  future  by  those  who  are  unable  to  obtain  adequate 
care.  As  a result,  government  is  moving  ever  closer  toward  “so- 
cializing” or  “nationalizing”  health  care. 

The  shortage  of  physicians  is  acute  in  many  areas  of  the  Nation 
and  in  our  State.  We  hear  the  hue  and  cry  about  the  critical  situ- 
ation in  so-called  ghettos  of  this  country.  Tennessee  is  not  alone 
among  those  states  that  are  in  need  of  additional  physicians.  There 
are  communities  in  our  State  without  a doctor.  Many  of  our  mem- 
bers are  seeking  physicians  to  join  them  in  practice  or  their  medical 
group.  Many  of  these  opportunities  are  financially  attractive  as  well  as  needed  in  our 
State,  which  is  becoming  more  populous.  A recent  statement  by  the  past  president  of 
a large  state  medical  association,  pointed  out  that  90%  of  the  problems  facing  American 
medicine  result  because  there  are  not  enough  doctors. 

For  physicians,  the  shortage  brings  about  longer  working  hours  and  the  need  to  turn 
away  patients.  Thus,  many  people  are  going  to  hospital  emergency  facilities  to  obtain 
their  care.  This  type  treatment  has  quadrupled  in  the  last  fifteen  years. 

What  are  the  reasons  for  the  physician  shortage?  It  is  because  there  have  been  drastic 
increases  in  demands  for  health  services.  There  are  a number  of  reasons  for  that.  The 
population  has  boomed  faster  than  the  doctor  supply.  More  people  can  afford  medical 
treatment  and  they  demand  more.  There  are  more  young  and  old  in  the  country  who 
need  health  care.  The  government  health  programs,  such  as  Medicare  and  Medicaid, 
have  given  many  access  to  medical  care  who  never  had  it.  Now  most  people  think 
health  care  is  a right,  not  a privilege,  as  formerly. 

Many  steps  have  been  proposed  to  ease  the  doctor  shortage.  Some  of  them  will  take 
years  to  achieve.  Some  of  the  suggestions  have  recommended  a crash  program  for 

medical  schools  such  as  that  instituted  in  World  War  II.  There  are  suggestions  to 

make  changes  in  medical  education.  Others  call  for  reducing  the  time  required  for  a 
medical  student  to  become  a physician.  There  is  much  talk  about  training  physician 
assistants  to  take  over  many  of  the  lesser  duties  of  the  doctor  so  that  he  can  see  more 
patients.  We  hear  of  recommendations  to  permit  specially  trained  nurses  to  practice 

medicine  under  a doctor’s  supervision.  This  has  been  proposed  by  the  AMA. 

New  programs  for  producing  more  doctors  will  have  to  operate  a long  time  before 
there  is  any  significant  increase. 

All  of  these  suggestions  are  being  considered.  Studies  are  underway  in  Tennessee  to 
consider  building  a new  medical  school  in  Tennessee.  Solving  this  problem  is  one  that 
is  going  to  take  the  best  efforts  of  all  physicians  and  their  medical  organizations. 

Sincerely, 


Tom  E.  Nesbitt 


M.D. 


President 
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EDITORAL 

CORONARY  ARTERY  DISEASE 

Advances  in  the  diagnosis  and  treatment 
of  vascular  disease  involving  the  coronary 
arteries  have  been  accelerated  tremendously 
during  the  past  few  years.  This  is  well 
illustrated  by  the  Staff  Conference  from 
St.  Thomas  Hospital  of  Nashville  appearing 
in  the  present  issue  of  the  Tennessee 
Medical  Journal. 

The  development  and  improvement  of 
methods  of  visualization  of  the  coronary 
arteries  by  coronary  arteriography  has  been 
a major  advance  in  recent  years.  This  pro- 
cedure is  invaluable,  not  only  for  determin- 
ing the  presence  or  absence  of  occlusive 
disease  in  the  coronary  arteries,  but  also  the 
extent  of  involvement  of  each  of  the  major 
blood  vessels  with  the  disease  process.  Of 
325  coronary  arteriograms  performed  at  St. 
Thomas  Hospital,  there  has  been  one  death 
during  arteriography  in  a patient  with  a 
totally  occluded  right  coronary  artery  who 
developed  an  anterior  myocardial  infarc- 
tion. There  have  also  been  significant  com- 
plications in  3 per  cent  of  the  patients  re- 
quiring entry  of  an  artery  but  most  of  these 
have  been  corrected  easily  by  surgery. 
Thus,  although  coronary  arteriography  is 


not  innocuous,  it  certainly  provides  maxi- 
mum information  with  a relatively  small 
risk. 

Whether  the  present  method  of  perform- 
ing coronary  arteriography  will  be  modified 
is  purely  conjectural;  what  is  important  is 
that  a new  diagnostic  tool  has  become 
available  for  the  clinician  in  attempting  to 
better  evaluate  his  patient.  One  might 
speculate  that  this  procedure  may  become  a 
part  of  the  diagnostic  evaluation  of  a patient 
in  the  coronary-prone  group  even  before  he 
experiences  his  first  occlusive  attack.  This 
question,  of  course,  cannot  be  answered  at 
the  present  time  but  continued  success  with 
this  procedure  may  indicate  that  in  the 
future,  routine  use  will  be  beneficial  and 
will  also  be  relatively  safe.  In  any  event,  at 
the  present  time  it  is  an  extremely  useful 
aid  in  evaluating  the  patient  with  coronary 
artery  disease. 

Another  advance  has  been  coronary 
artery  bypass  surgery  which  is  the  most 
recent  development  in  surgical  attempts  to 
correct  occlusive  disease  involving  these 
blood  vessels.  The  present  procedure  uses  a 
saphenous  vein  graft  and  those  involved  in 
the  present  Staff  Conference  have  per- 
formed 60  such  operations  with  a mortality 
of  approximately  3 per  cent.  Seven  of  these 
operations  were  triple  involving  grafts  to 
the  right,  anterior  descending,  and  circum- 
flex coronary  arteries,  while  the  remaining 
cases  were  divided  equally  between  single 
and  double  grafts.  These  procedures,  too, 
offer  possible  hope  to  the  patient  with 
severe  coronary  artery  disease  with  a mini- 
mum risk. 

There  will,  undoubtedly,  be  modifications 
of  the  surgical  procedure  presently  em- 
ployed. Although  the  coronary  artery  by- 
pass is  more  physiologic  and  does  not  de- 
pend on  theoretical  concepts  as  with 
mammary  artery  implantation,  we  do  not 
know  the  long-term  benefits  which  will  be 
achieved.  It  would  seem  logical  to  expect 
diminution  in  the  number  and  severity  of 
anginal  attacks  and  this  result  has  already 
been  noted  in  these  patients.  Whether  the 
heart,  revascularized  by  such  a bypass,  will 
be  less  prone  to  another  myocardial  infarc- 
tion can  only  be  determined  by  long-term 
observation  as  well  as  future  experiments 
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designed  to  determine  those  factors  respon- 
sible for  the  development  of  myocardial  in- 
farctions. 

There  are  many  unanswered  questions. 
Over  the  United  States  numerous  investi- 
gators are  approaching  with  enthusiasm  and 
renewed  hope  the  problem  of  coronary 
artery  disease.  These  new  advances  mean 
that  another  puzzle  in  medicine  seems  closer 
to  solution. 

A.B.S. 


In  the  Editorial  recognizing  the  death  of 
Harmon  Monroe  comment  was  made  of  a 
proposed  Memorial  Fund  in  his  honor.  The 
following  letter  publicizes  this  Fund  in  the 
hope  that  friends  of  Dr.  Monroe  will  con- 
tribute to  this  worthy  cause. — Editor. 

May  18,  1970 

R.  H.  Kampmeier,  M.D. 

Vanderbilt  University  Hospital 
Nashville,  Tennessee  37203 

Dear  Dr.  Kampmeier, 

You  have  probably  learned  of  the  passing  of 
Dr.  H.  L.  Monroe  on  April  16th.  Dr.  Monroe  was 
well  loved  and  highly  esteemed  in  our  county 
as  well  as  by  people  not  living  here. 

It  was  the  desire  of  many  people  here  to  es- 
tablish a memorial  fund  in  his  name,  therefore  a 
foundation  was  initiated  April  19th  as  part  of 
our  effort  to  obtain  Family  Physicians  for 
Unicoi  County.  The  purpose  of  the  foundation 
is  to  provide  assistance  to  medical  students 
and/or  Family  Practice  residents  who  need 
financial  aid  in  order  to  complete  their  educa- 
tion. 

Because  Dr.  Monroe  had  many  friends  resid- 
ing outside  this  area  who  would  not  be  aware 
of  the  foundation,  we  felt  you  may  be  interested 
in  knowing  about  it. 

No  funds  are  being  solicited.  This  is  simply  a 
means  of  making  the  memorial  known  to  those 
who  might  wish  to  participate  in  it. 

Should  you  desire  to  make  a contribution,  it 
should  be  sent  to: 

Dr.  H.  L.  Monroe  Memorial  Foundation 
Erwin  National  Bank 
P.  O.  Box  601 
Erwin,  Tennessee  37650 

The  bank  will  keep  a complete  record  of  the 


fund  and  a card  bearing  the  names  of  all  con- 
tributors will  be  sent  to  Mrs.  Monroe. 

If  you  wish  to  be  informed  of  the  progress  of 
the  fund,  please  write  to  me. 

Very  truly  yours, 

(Mrs.)  Barbara  Davis,  Sec.-Treas. 

Dr.  H.  L.  Monroe  Memorial  Foundation 
Unicoi  County  Memorial  Hospital 
Erwin,  Tennessee  37650 


IN  MEMORIAM 


Boehm,  Robert  J.,  Chattanooga.  Died  May  10, 
1970,  Age  53.  Graduate  of  New  York  University 
School  of  Medicine,  1942.  Member  of 
Chattanooga-Hamilton  County  Medical  Society. 
Brooks,  Louis  P.,  Chattanooga.  Died  May  24, 
1970,  Age  86.  Graduate  of  University  of  the 
South,  1907.  Member  of  Chattanooga-Hamilton 
County  Medical  Society. 

Burdette,  Benjamin  L.,  Shelbyville.  Died  May 
19,  1970,  Age  92.  Graduate  of  Vanderbilt  Uni- 
versity School  of  Medicine,  1903.  Member  of 
Bedford  County  Medical  Society. 

Canada,  E.  A.,  Memphis.  Died  April  25,  1970, 
Age  72.  Graduate  of  University  of  Tennessee, 
1925.  Member  of  Memphis-Shelby  County  Med- 
ical Society. 

Capps,  Hiram  C.,  Waverly.  Died  June  6,  1970, 
Age  70  Graduate  of  University  of  Tennessee, 
1927.  Member  of  Benton-Humphreys  County 
Medical  Society. 

Chambers,  D.  T.,  Norma.  Died  May  29,  1970, 
Age  85.  Graduate  of  Lincoln  Memorial  Univer- 
sity, 1914.  Member  of  Scott  County  Medical 
Society. 

McNelis,  Richard  P.,  Memphis.  Died  June  3,  1970, 
Age  45.  Graduate  of  Hahnemann,  Philadelphia, 
Pennsylvania,  1948.  Member  of  Memphis-Shelby 
County  Medical  Society. 

Steele,  Willard,  Sr.,  Chattanooga.  Died  May  1, 
1970,  Age  86.  Graduate  of  Jefferson  University, 
1911.  Member  of  Chattanooga-Hamilton  County 
Medical  Society. 
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Roane-Anderson  County 
Medical  Society 

“Current  Trends  in  Diagnostic  Nuclear  Medi- 
cine” was  the  topic  of  discussion  at  the  May  26 
meeting  of  the  Roane-Anderson  County  Medical 
Society.  The  discussion  was  lead  by  several  staff 
members  of  the  Medical  Division  of  the  Oak 
Ridge  Associated  Universities. 

The  meeting  was  held  in  the  Cafeteria  of  the 
Oak  Ridge  Hospital  and  was  followed  by  dinner. 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HC1— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Knoxville  Academy  of  Medicine 

At  its  June  9 meeting,  the  Knoxville  Academy 
of  Medicine  initiated  its  newly  consolidated  post- 
graduate program  by  presenting  two  scientific 
sessions  simultaneously,  one  in  Internal  Medicine 
and  the  other  in  Pediatrics.  Dr.  A.  L.  Cummins, 
Professor  in  the  Department  of  Gastroenterology 
at  the  University  of  Tennessee  in  Memphis,  was 
the  principal  speaker  in  the  internal  medicine 
session  held  in  the  Academy’s  main  auditorium. 
Dr.  Cummins’  topic  was  “Further  Techniques  in 
the  Study  of  Gastrointestinal  Mucosal  Disease — 
Suction  Biopsy.” 

In  the  Pediatric  program,  Dr.  Robert  Hall, 
Knoxville,  discussed  “Pediatric  Ophthalmologic 
Conditions.”  Dr.  Hall’s  discussion  was  held  in 
the  Academy’s  library. 


New  Members 


Tne  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  mem- 
bers. 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

James  G.  Warmbrod,  Jr.,  M.D.,  Jackson 

MEMPHIS -SHELBY  COUNTY  MEDICAL 
SOCIETY 

John  E.  Barnes,  M.D.,  Memphis 
Alan  L.  Bisno,  M.D.,  Memphis 
Jerald  M.  Duncan,  M.D.,  Memphis 
Wade  S.  Garner,  M.D.,  Memphis 
J.  L.  Guyton,  M.D.,  Memphis 
William  T.  Hayes,  M.D.,  Memphis 
Marshall  L.  Koonce,  M.D.,  Memphis 
Larry  B.  Morrison,  M.D.,  Memphis 
Walter  L.  Norton,  M.D.,  Memphis 
John  T.  Riggin,  Jr.,  M.D.,  Memphis 
Dowen  E.  Snyder,  M.D.,  Memphis 
Ralph  C.  Tierney,  M.D.,  Memphis 
Keith  D.  Vanden  Brink,  M.D.,  Memphis 
Bill  C.  Weber,  M.D.,  Memphis 

NORTHWEST  ACADEMY  OF  MEDICINE 

Marion  C.  Glasgow,  M.D.,  Union  City 

SULLIVAN- JOHNSON  COUNTY  MEDICAL 
SOCIETY 

Paul  John  Christensen,  M.D.,  Bristol 
Julio  A.  Salcedo,  M.D.,  Kingsport 
Paul  F.  White,  M.D.,  Kingsport 


Walter  W.  Wolfe,  Jr.,  M.D.,  Bristol 
Lee  H.  Miller,  M.D.,  Kingsport 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  SOCIETY 

Willard  H.  Bennett,  M.D.,  Johnson  City 


NATIONAL  NEWS 


The  Month  In  Washington 
(From  Washington  Office,  AMA) 

The  American  Medical  Association  urged 
that  Congress  appropriate  as  much  money 
as  possible  for  medical  education  to  help 
“meet  the  pressing  need  which  exists  today 
for  an  increased  number  of  physicians.” 

Testifying  before  a House  appropriations 
subcommittee,  Dr.  C.  H.  William  Ruhe,  di- 
rector of  the  AMA’s  Division  of  Medical 
Education,  said  the  association  recognized 
the  need  for  an  overall  reduction  in  federal 
spending  to  combat  inflation. 

“In  view  of  this,”  he  said,  “we  believe 
that  in  any  appropriation  priorities  estab- 
lished for  all  government  programs,  those 
which  affect  health  care  should  be  given 
primary  consideration.  Further,  because  of 
the  special  need  that  exists  at  this  period 
in  our  history  for  more  physicians,  we 
urged  that  appropriations  relevant  to  the 
production  of  physicians  be  given  first 
priority.” 

Dr.  Ruhe  pointed  out  that  funds  had 
not  been  appropriated  for  a backlog  of 
approved  applications  for  construction  of 
facilities  for  new  medical  schools  and  ex- 
pansion of  existing  schools  as  authorized 
by  the  Health  Professions  Education  As- 
sistance Act,  the  Health  Research  Facilities 
Construction  Act  and  the  Medical  Library 
Act.  He  also  said  that  full  funding  in  the 
amounts  authorized  by  the  Health  Man- 
power Act  of  1968  is  necessary  to  permit 
construction  of  new  and  expanded  facilities 
before  major  enrollment  increases  in  medi- 
cal schools  will  be  feasible. 

“The  provision  in  the  Administration 
budget  of  funds  for  the  Physician  Augmen- 
tation Program  and  for  special  improve- 
ment grants  has  been  a considerable  in- 
centive to  medical  schools  to  expand  en- 
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rollments,”  Dr.  Ruhe  said.  “But  many 
schools  have  already  increased  their  enroll- 
ments to  full  capacity  in  their  existing  fa- 
cilities. Others  have  been  in  serious  fi- 
nancial distress  and  are  in  desperate  need 
of  increased  operational  support  to  main- 
tain their  present  enrollments  or  even  to 
survive.  It  must  be  recognized  that  such 
schools  will  need  further  facilities  and  oper- 
ating funds  which  are  necessarily  tied  to 
increased  enrollments.” 

The  subcommittee’s  hearings  were  on  ap- 
propriations for  the  1971  fiscal  years  be- 
ginning this  July  1. 

Using  funds  appropriated  for  the  current 
fiscal  year,  1970,  the  Department  of  Health, 
Education  and  Welfare  recently  announced 
nearly  300  grants  to  schools  of  medicine 
and  other  health  professions  totalling  more 
than  $54  million. 

About  $7.6  million  went  to  27  schools  of 
medicine  and  osteopathy  under  the  Phy- 
sician Augmentation  Program.  A govern- 
ment spokesman  said  the  grants  would  en- 
able the  schools  to  increase  their  first  year 
enrollment  by  395  students. 

About  $46.5  million  in  institutional  grants 
was  allotted  to  260  schools  in  the  health 
professions — medicine,  dentistry,  osteopa- 
thy, podiatry,  optometry,  pharmacy  and 
veterinary  medicine.  These  funds  also  will 
enable  the  schools  to  add  more  students 
through  purchase  of  new  teaching  equip- 
ment, improvement  of  the  physical  teach- 
ing environment,  purchase  of  supplies, 
books  and  periodicals,  and  other  expendi- 
tures to  improve  the  education  of  students. 

The  American  Medical  Association  sup- 
ports extensions  of  the  Regional  Medical 
Programs  and,  with  some  reservations,  the 
program  for  Comprehensive  Health  Plan- 
ing and  Public  Health  Services. 

Testifying  before  a House  Public  Health 
and  Welfare  Subcommittee,  Dr.  Bland  W. 
Cannon,  Memphis,  Tenn.,  a member  of  the 
AMA’s  Council  on  Medical  Education,  em- 
phasized that  the  AMA  believes  that  RMP 
“should  continue  as  a program  of  continu- 
ing medical  education,  with  patient  care 
being  limited  to  demonstrations  as  an  ad- 
junct of  the  education  and  research  proces- 
ses.” 


He  said  the  AMA  opposes  legislation  that 
would  combine  the  individual  programs. 

“These  programs  are  relatively  new  and 
we  believe  should  be  evaluated,  as  well  as 
allowed  to  develop  further  evidence  of  their 
individual  strengths  and  weaknesses,”  he 
said. 

Dr.  Cannon  pointed  out  that  the  AMA 
House  of  Delegates  last  December  affirmed 
its  support  of  the  concept  of  Regional  Medi- 
cal Programs  and  urged  AMA  members  to 
participate  at  all  levels  in  giving  guidance 
to  implementing  the  programs. 

The  AMA  supports  broadening  the  scope 
of  the  programs  to  include  “other  major 
diseases,”  in  addition  to  heart  disease,  can- 
cer and  stroke,  he  said. 

He  said  a combination  of  the  programs 
would  result  in  a change  toward  emphasis 
on  patient  care  in  RMP. 

“We  would  view  with  grave  concern  any 
attempt  to  change  this  essentially  educa- 
tional program  to  a program  for  the  pro- 
vision of  health  services,”  Dr.  Cannon  said. 
“The  medical  profession  today  generally 
views  RMP  as  a means  of  aiding  the  phy- 
sician to  provide  better  care  to  his  patients. 
It  is  this  attitude  which  has  brought  about 
the  outstanding  cooperation  between  prac- 
ticing physicians  and  RMP  and  which  has 
been  a major  cause  of  success  for  the  pro- 
gram thus  far.  If  RMP  returns  to  an  earlier 
concept  of  providing  services  to  the  patient, 
rather  than  its  present  goal  of  assisting  the 
individual  physician  to  treat  the  patient 
more  effectively,  this  cooperation  will,  in 
many  cases,  be  lost.  The  program’s  bene- 
ficial accomplishments  will  then  be  dimin- 
ished.” 

$ $ 

The  American  Medical  Association  sup- 
ports in  general,  legislation  (S.  3835)  that 
would  provide  a comprehensive  federal  pro- 
gram for  the  prevention  and  treatment  of 
alcohol  abuse  and  alcoholism. 

Dr.  Marvin  A.  Block,  Buffalo,  N.Y.,  a 
member  of  the  AMA’s  Committee  on  Alco- 
holism and  Drug  Dependence,  termed  the 
measure  “a  major  landmark  in  public  poli- 
cy” in  the  field. 

“It  sets  forth  the  proposition  that  alco- 
holism is  an  illness  which  can  and  should 
be  treated,  and  it  commits  national  re- 
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sources  to  the  establishment  and  coordina- 
tion of  facilities  necessary  for  treatment 
and  rehabilitation,”  he  said  at  a hearing 
of  the  Senate  Subcommittee  on  Alcoholism 
and  Narcotics.  “We  are  in  general  agree- 
ment with  this  legislation.” 

The  bill  would  establish  a National  Insti- 
tute for  the  Prevention  and  Control  of  Alco- 
hol Abuse  and  Alcoholism.  The  Health, 
Education  and  Welfare  Secretary,  acting 
through  the  institute,  would  be  required  to 
submit  within  one  year  a detailed  federal 
program,  develop  model  programs  for 
states,  and  conduct  research  and  educational 
programs.  Federal  grants  would  be  au- 
thorized for  prevention,  treatment  and  re- 
habilitation facilities  and  programs  at  the 
state  and  local  level. 

Dr.  Block  specifically  favored  several  of 
the  bill’s  provisions,  including  one  that 
treatment  and  control  programs  should  be 
community  based,  whenever  possible. 

“Insofar  as  it  is  feasible  and  economically 
sound,  most  alcoholics  should  be  treated 
in  their  own  communities  and  not  be  rele- 
gated to  a distant  centralized  institution  for 
treatment,”  he  said. 

But  the  AMA  spokesman  questioned  some 
other  provisions.  He  saw  no  need  for  a 
new  institute.  He  said  the  present  National 
Center  for  Prevention  and  Control  of  Alco- 
holism could  perform  the  proposed  insti- 
tute’s duties  and  responsibilities. 

He  said  the  AMA  also  questions  whether 
alcoholics  should  be  made  eligible  for  wel- 
fare cash  benefits  and  for  health  care  under 
other  government  programs,  such  as  medi- 
care and  medicaid,  on  the  ground  that  they 
are  alcoholics. 

Noting  that  the  legislation  is  concerned 
mainly  with  operation  of  programs  by 
public  and  voluntary  agencies,  Dr.  Block 
said: 

“We  should  not  overlook,  however,  the 
role  that  the  private  physician  has  played, 
and  can  play,  in  this  important  area.  More 
and  more,  the  physicians  of  this  country  are 
facing  up  to  the  problem  of  alcoholism  in 
their  daily  practice.  They  are  recognizing 
that,  as  difficult  as  alcoholism  may  be,  it 
is  an  illness  which  can  be  dealt  with,  and 
that  they  can  help  their  patients  in  co- 
operation with  other  professionals  in  the 
community.” 


The  bill  was  introduced  by  Sen.  Harold 
E.  Hughes  (D.,  Iowa) , a recovered  alcoholic 
and  chairman  of  the  subcommittee,  and  37 
co-sponsoring  senators. 

^ 

L-dopa,  a new  treatment  for  Parkinson’s 
disease,  has  been  approved  for  general  pre- 
scription use  but  it  may  be  several  months 
before  it  is  available  in  ample  supply. 

“Clinical  tests  conducted  during  the  past 
several  years  by  medical  researchers  and 
two  major  drug  firms  have  demonstrated 
the  usefulness  of  L-dopa  in  the  treatment 
of  this  disease  which  now  afflicts  possibly 
a million  persons,”  FDA  Commissioner 
Charles  C.  Edwards,  M.D.,  said. 

Approvals  were  granted  to  applications 
made  by  Hoffman-LaRoche,  Inc.,  and  Eaton 
Laboratories  Division  of  the  Norwich  Phar- 
macal  Co.,  Norwich,  New  York.  Both  firms 
conducted  studies  in  animals  and  humans 
to  establish  the  drug’s  safety  and  effective- 
ness. An  analysis  of  these  studies  indicated 
that  benefits  to  the  patient  outweigh  the 
risks  involved,  the  FDA  said. 

“However,  the  Food  and  Drug  Adminis- 
tration will  require  both  drug  firms  to  con- 
tinue research  into  the  drug’s  long-term 
effects  and  make  certain  it  is  safe  and  ef- 
fective for  long-term  use,”  Dr.  Edwards 
said.  “This  is  the  first  time  that  FDA  has 
included  such  a requirement  in  a new  drug 
approval.” 

In  order  to  give  a balanced  picture,  Ed- 
wards pointed  out  that: 

— Clinical  studies  have  shown  that  ap- 
proximately one-third  of  the  patients  re- 
ceiving L-dopa  do  not  respond  favorably. 

— Side  effects  have  been  reported  in  a 
majority  of  patients,  some  of  them  quite 
unpleasant  and  others  even  dangerous. 
Whether  or  not  the  use  of  this  drug  is 
justified  in  the  very  early  stages  of  Parkin- 
son’s has  not  been  established. 

— Since  Parkinsonism  is  a chronic  disease, 
patients  will  have  to  take  L-dopa  for  long 
periods  of  time.  We  don’t  know  how  these 
patients  will  react  after  5,  10,  or  15  years 
of  treatment.  Because  of  our  limited  knowl- 
edge of  the  drug’s  long-term  toxicity,  it  is 
conceivable  that  it  could  reverse  the  bene- 
fit to  risk  ratio. 


Equipped  for  th 

thyroid 


When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  It 
is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 

In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 

But  in  an  emergency,  when 
rapid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
response  is  essential.  SYNTHROID 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


Levothyroxine  has  a high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  a thyroactive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
PBI  test.  It  is  not  unusual  to  find  PBI  levels  of 
8-10  meg.  per  100  ml.  of  serum. 

INDICATIONS:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SNYTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close,  observation.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  are  secondary  to 
increased  rates  of  body  metabolism:  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  cases,  a 
reduction  in  dosage  followed  by  a more  gradual 
adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


DOSAGE  AND  ADMINISTRATION:  In 

myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utilizing  a 
solution  containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  100  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
10  mg.  of  Mannitol,  N.F.;  a 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 
0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  bottles  of  100  and  500  tablets. 


Synthroid 

(sodium  levothyroxine, 

Injection 
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The  name  L-dopa  comes  from  the  initials 
of  an  amino  acid,  levodihydroxyphenyl- 
alanine.  Dr.  George  C.  Cotzias,  of  the  Medi- 
cal Research  Center,  Brookhaven  National 
Laboratory  in  Upton,  New  York,  was  the 
first  to  demonstrate  the  usefulness  of  L- 
dopa  at  high  dosage  levels.  Dr.  Andre 
Barbeau,  director  of  the  Department  of 
Neurobiology  at  the  Montreal  Clinical  Re- 
search Institute,  has  been  studying  the 
new  drug  for  the  past  10  years  and  is 
also  credited  with  aiding  in  its  develop- 
ment as  a treatment  for  Parkinsonism. 

$ # $ 

A marked  increase  in  syphilis  cases  in 
the  United  States  was  reported  by  the  Na- 
tional Communicable  Disease  Center  for  the 
first  four  months  of  this  year. 

The  infectious  disease  jumped  as  much 
as  50  per  cent  or  more  in  some  areas  while 
the  nation  as  a whole  experienced  an  in- 
crease to  6,861  cases  from  6,203  for  the  same 
four-month  period  last  year.  One  of  the 
biggest  increases  was  noted  in  New  York 
City  where  1,241  cases  were  reported  as 
compared  with  863  for  the  same  period 
last  year. 

* * * 

Congress  approved  legislation  extending 
the  24-year  old  Hill-Burton  federal-aid-to- 
hospitals  program  for  three  years  with  au- 
thorized expenditures  of  $2.76  billion. 

The  final  form  of  the  legislation  was  a 
compromise  agreed  to  by  House  and  Senate 
conferees  after  the  two  branches  of  Con- 
gress passed  differing  versions. 

The  authorized  expenditures  broke  down: 
$1.26  billion  for  various  state  grant-in-aid 
programs  for  construction  and  moderniza- 
tion of  hospitals,  and  $1.5  billion  for  loan 
guarantees.  The  measure  also  authorizes 
funds  to  subsidize  interest  payments  on 
loans  up  to  three  per  cent. 

The  legislation  approved  by  the  conferees 
followed  the  House  version  for  the  most 
part.  The  Senate  had  approved  a five-year 
$6.2  billion  bill.  The  conferees  eliminated 
entirely  a Senate  provision  for  $750  million 
of  direct  loans  for  public  hospitals,  which 
was  strongly  opposed  by  the  Nixon  Ad- 
ministration. 

Also  knocked  out  was  a Senate  amend- 
ment for  a new  formula  for  allocation  of 


federal  funds  in  a way  that  would  have 
benefited  large  industrial  states.  However, 
the  Health,  Education  and  Welfare  Depart- 
ment was  directed  to  make  a study  of 
possible  formula  changes  and  report  to 
Congress  in  two  years. 

❖ * * 

Two  physicians  and  a management  ex- 
pert were  appointed  Deputy  Assistant  Sec- 
retaries for  Health,  three  long-vacant  posts 
in  the  Department  of  Health,  Education  and 
Welfare. 

The  appointees  are: 

— Dr.  Thomas  C.  Points,  Oklahoma  City, 
Okla.,  for  Health  Services.  He  is  an  al- 
ternate in  the  AMA  House  of  Delegates 
and  on  the  AMA  Council  on  Health  Man- 
power. As  director  of  the  Department  of 
Preventive  Medicine  at  the  University  of 
Oklahoma  Medical  Center,  he  helped  es- 
tablish the  state’s  rural  health  project, 
“Project  Responsibility.” 

— Dr.  LeRoy  A.  Pesch,  Buffalo,  N.  Y.,  for 
Health  Manpower.  He  was  dean  of  the 
School  of  Medicine  at  the  State  University 
of  New  York  at  Buffalo. 

— Gerald  Riso,  New  York  City,  formerly 
with  Booz  Allen  and  Hamilton,  Inc.,  man- 
agement consultants,  for  Policy  Implemen- 
tation. 

Still  vacant  in  early  June  were  the  posts 
of  Deputy  Assistant  Secretary  for  Research 
and  Development  and  for  Environmental 
Health  and  Prevention  of  Disease  Problems. 

Dr.  Morris  E.  Chafetz,  director  of  Clinical 
Psychiatric  Services  of  Massachusetts  Gen- 
eral Hospital,  Boston,  was  selected  to  suc- 
ceed Dr.  Jack  Mendelson  as  chief  of  the 
National  Center  for  the  Prevention  and 
Control  of  Alcoholism.  Dr.  Mendelson  is 
returning  to  a teaching  post  at  Harvard 
Medical  School. 

Two  high-ranking  officials  left  the  HEW 
Department  with  critical  blasts  directed  at 
their  bosses. 

Dr.  Stanley  F.  Yolles  said  he  quit  as 
director  of  the  National  Institutes  of  Men- 
tal Health  because  the  Nixon  Administra- 
tion had  abandoned  the  mentally  ill.  HEW 
Secretary  Robert  H.  Finch  said  he  was  fired 
because  he  was  not  cooperative.  Dr.  Yolles 
was  succeeded  by  Dr.  Bertram  Brown  who 
had  been  deputy  director.  Despite  the  dis- 
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pute,  Dr.  Yolles  will  stay  in  HEW  until 
Nov.  1 as  an  assistant  for  mental  health 
to  Dr.  Vernon  Wilson,  new  director  of 
HEW’s  Health  Services  and  Mental  Health 
Division.  Dr.  Wilson  succeeded  Dr.  Joseph 
T.  English  who  resigned  quietly  to  take  a 
high  public  health  post  in  New  York  City. 

Robert  J.  Myers,  chief  actuary  of  the 
Social  Security  Administration  for  23  years, 
resigned  with  a charge  that  Social  Security 
Administrator  Robert  M.  Ball  had  at- 
tempted “to  muzzle  and  intimidate  me  with 
regard  to  three  speeches  that  I was  making 
in  support  of  the  Nixon  Administration’s 
position  on  social  security  legislation.”  Ball 
denied  it,  and  countered  that  Myers,  who 
was  supposed  to  be  an  objective  career 
civil  servant,  had  wanted  to  be  a policy 
spokesman. 

Myers  had  publicly  accused  Ball  and 
other  high  SSA  officials  of  being  “expan- 
sionists” in  the  social  security  field  with 
a goal  of  the  federal  government  providing 
a retirement  income  level  virtually  as  high 
as  before  retirement. 

In  a letter  of  resignation,  Myers  told 
Finch  that  these  officials  “have  not — and 
will  not — faithfully  and  vigorously  serve 
the  Nixon  Administration.” 


MEDICAL  NEWS 
IN  TENNESSEE 


Vanderbilt  University  School  of 
Medicine 

The  Vanderbilt  University  School  of 
Medicine  announces  its  plans  to  establish 
a Children’s  Regional  Medical  Center  for 
infants  and  children  in  the  Mid-South. 
The  Center  is  the  natural  outgrowth  of 
the  need  for  a regional  center,  able  to  give 
definitive  diagnostic,  consultative  and  thera- 
peutic services  in  pediatrics.  The  separate 
hospital  will  treat  diseases  of  children  and 
will  conduct  research  and  training  in  the 
treatment  of  such  diseases.  It  will  be  oper- 
ated as  a separate  unit  from  the  University 
and  will  have  its  own  Board  of  Trust,  made 
up  mostly  from  lay  people  from  the  com- 
munity. 


The  hospital  will  rely  on  sources  outside 
the  University  for  its  funds.  A Children’s 
Fund  will  be  created  for  funds  collected 
through  the  efforts  of  the  Board  and  the 
community.  The  Fund  will  provide  ad- 
ditional support  to  enhance  existing  medical 
services  for  children,  to  create  new  or 
added  services,  to  help  recruit  and  foster 
activities  of  specialized  physicians  and  sci- 
entists, to  train  pediatricians  and  to  pur- 
sue research  into  the  causes  and  treatment 
of  diseases  of  children.  The  funds  will  be 
sent  to  further  the  general  purposes  of  the 
CRMC  including  service,  education,  and 
research. 

The  present  plan  calls  for  the  Round 
Wing  of  Vanderbilt  Hospital  to  be  the  Chil- 
dren’s Regional  Medical  Center  when  the 
construction  of  the  new  University  Hos- 
pital is  complete.  However,  in  the  interim, 
a CRMC  will  be  created,  in  concept  and  in 
function,  in  present  space.  In  addition,  ap- 
proximately 9,600  square  feet  of  shell  space 
has  recently  been  made  available  to  the 
CRMC  for  the  immediate  creation  of  ad- 
ditional laboratories,  diagnostic  facilities, 
and  faculty  offices. 

Dr.  David  T.  Karzon,  Chairman  of  the 
Department  of  Pediatrics,  will  serve  as 
Chief  of  Pediatrics  of  the  CRMC.  The 
entire  Vanderbilt  Pediatrics  Department 
will  be  utilized  by  the  new  hospital  for 
faculty  and  consultative  personnel. 

$ ^ $ 

James  G.  Blakemore,  founder  of  the 
Yellow  Cab  Company  in  Nashville  and  co- 
founder of  the  Fidelity  Federal  Savings 
and  Loan  Association,  recently  notified  the 
Vanderbilt  University  officials  that  he  has 
provided  in  his  will  for  the  establishment 
of  a Chair  in  Psychiatry  at  Vanderbilt.  The 
announcement  of  Blakemore’s  action  was 
made  at  a meeting  of  the  Executive  Com- 
mittee of  the  Vanderbilt  Board  of  Trust, 
which  passed  a resolution  recognizing  the 
gift  with  grateful  appreciation. 

In  1967,  Blakemore  created  a $60,000 
living  trust  for  the  Vanderbilt  psychiatry 
department.  This  fund  will  now  be  applied 
toward  establishment  of  the  Chair,  with  the 
remainder  of  the  funds  necessary  to  come 
under  his  will.  Also,  Mr.  Blakemore  will 
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continue  to  support  a revolving  loan  fund 
which  he  started  several  years  ago  for  the 
benefit  of  young  doctors  completing  their 
training  in  psychiatry  at  Vanderbilt. 

Blakemore  became  interested  in  the  work 
of  the  Vanderbilt  Department  of  Psychiatry 
largely  because  of  his  friendship  with  Dr. 
William  Orr,  retired  Chairman  of  the  De- 
partment. 

5^  % 5jC 

Dr.  Oscar  B.  Crofford,  Associate  Professor 
of  Medicine  and  Physiology,  is  the  recipient 
of  the  1970  Lilly  Award  of  the  American 
Diabetes  Association. 

This  award,  which  is  the  highest  award 
given  by  the  American  Diabetes  Associ- 
ation, is  given  “in  recognition  of  demon- 
strated research  in  the  field  of  diabetes, 
taking  into  consideration  independence  of 
thought  and  originality”  and  is  being 
awarded  to  Dr.  Crofford  for  his  work  in 
advancing  the  field  of  mechanism  of  action 
of  insulin. 

The  University  of  Tennessee 
Medical  Units 

The  University  of  Tennessee  College  of 
Medicine  has  received  a $400,000  grant  from 
the  National  Institute  of  Health.  Effective 
July  1,  the  award  is  the  largest  yet  made  to 
UT  under  the  Health  Professions  Education 
Act  of  1966.  The  college  this  year  is  re- 
ceiving $352,000  from  the  same  source. 

Dean  Maston  K.  Callison  said  that  the 
money  will  be  used  to  hire  additional  fac- 
ulty, to  purchase  teaching  equipment  and 
to  further  develop  audiovisual  teaching  fa- 
cilities within  the  Medical  Units. 

^ ^ ^ 

Degrees  and  certificates  awarded  at  the 
June  7 commencement  ceremonies  at  the 
Medical  Units  included:  Ph.D.,  two;  M.S., 
four;  M.D.,  82;  M.S.  in  Orthodontics,  five; 
M.S.  in  Pedodontics,  three;  D.D.S.,  37; 
D.  Pharm.,  four;  B.S.  Pharm.,  62;  B.S.N., 
48;  Cytotechnology  certificates,  seven,  and 
Radiologic  Technology  certificates,  seven. 
Dr.  Andrew  D.  Holt,  retiring  president  of 
the  University  made  one  of  his  final  ap- 
pearances at  the  Medical  Units  when  he 
delivered  the  commencement  address. 


PERSONAL  NEWS 


Dr.  Glenn  P.  Schoettle,  West  Memphis,  was 
installed  as  President  of  the  Mid-South  Medical 
Association  at  the  recent  81st  Annual  Meeting. 
Dr.  Julian  K.  Welch,  Brownsville,  was  chosen 
President-Elect  for  the  Association. 

Dr.  Alfred  D.  Beasley,  Knoxville,  was  elected 
President  of  the  East  Tennessee  Heart  Associa- 
tion at  the  21st  Annual  Meeting  held  recently 
in  Gatlinburg. 

Dr.  Arthur  T.  Fort,  Memphis,  was  guest  speaker 
at  the  Annual  Meeting  of  the  Planned  Parent- 
hood Association  in  Nashville.  Dr.  Fort’s  topic 
was  “An  Antepillum  History  of  Birth  Control.” 

Dr.  Robert  Lash,  Knoxville,  was  the  principal 
speaker  at  a recent  meeting  of  the  Sertoma  Club 
in  Knoxville.  Dr.  Lash’s  topic  was  “Medical 
Aspects  of  Drug  Abuse  Among  Knoxville  Teen- 
agers.” 

Dr.  Beverly  Douglas,  Clinical  Professor  Emeri- 
tus of  Plastic  Surgery  at  Vanderbilt  University 
School  of  Medicine,  has  presented  his  entire 
surgical  library,  representing  a collection  of 
fifty  years,  to  the  medical  school’s  Department 
of  Surgery. 

Dr.  B.  C.  Smoot,  McMinnville,  is  the  1970 
recipient  of  the  coveted  VFW  Citizenship  Award. 

Dr.  John  Saffold,  TMA  President-Elect  from 
Knoxville,  has  been  elected  Chairman  of  the 
Knox  County  Health  Council. 

Dr.  Richard  L.  DeSaussure,  Memphis,  was 
elected  Parliamentarian  of  the  American  Associa- 
tion of  Neurological  Surgeons  at  the  organiza- 
tion’s recent  meeting  in  Washington. 

Dr.  James  N.  Proffitt,  Maryville,  has  been 
elected  Chairman  of  the  Board  of  Directors  of 
the  Maryville  College. 

Dr.  I.  Frank  Tullis,  is  the  1970-71  President  for 
the  Memphis  Heart  Association.  The  announce- 
ment came  at  the  Association’s  Annual  Meeting 
and  Awards  Banquet  in  May. 

Dr.  Marcus  J.  Stewart,  Memphis,  discussed  his 
six-week  trip  to  the  Republic  of  South  Africa 
before  the  Memphis  Rotary  Club. 

Dr.  Walter  P.  Griffey,  Paris,  was  installed  as 
President  of  the  West  Tennessee  Heart  Associa- 
tion at  the  group’s  12th  Annual  Meeting  held 
recently  in  Jackson.  Dr.  Harold  R.  Yarbro,  Jack- 
son,  was  named  President-Elect  of  the  Associa- 
tion. 

Dr.  Spencer  Y.  Bell,  Knoxville,  has  been  re- 
appointed by  Governor  Buford  Ellington  to  a 
four -year  term  as  a member  of  the  State  Board 
of  Medical  Examiners.  Dr.  Bell  was  appointed 
to  the  Board  in  1958  and  has  served  as  its  Presi- 
dent since  1959. 
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CATASTROPHE 


EXCESS  MILLION  DOLLAR  INSURANCE 

PROFESSIONAL  AND  PERSONAL 

APPROVED  BY:  TENNESSEE  MEDICAL  ASSOCIATION 


A.  RESIDENCES  and  farms  owned  or  occupied,  including  those  owned 
by  relatives  or  wards. 

Required  Basic  Insurance— $50,000  personal  liability. 

B.  AUTOMOBILES  owned,  hired  or  regularly  used  by  applicant  or 
residents  of  his  household.  (Include  all  land  motor  vehicles.) 

Required  Basic  Insurance — $100,000/300,000  bodily  injury  and 
$10,000  property  damage  or  $100,000  single  limit. 

C.  WATERCRAFT  under  26  feet  in  length  owned,  hired  or  used. 

Required  Basic  Insurance— $50,000. 

D.  AIRCRAFT 

Required  Basic  Insurance — $1,000,000  Single  Limit. 

E.  BUSINESS  PROPERTY  for  which  coverage  is  desired. 

Required  Basic  Insurance — $100,000/300,000  bodily  injury  and 
$10,000  property  damage  or  $100,000  single  limit. 

F.  PROFESSIONAL  LIABILITY 

Required  Basic  Insurance— $100, 000/$300, 000 
$25,000.00  Major  Medical  for  you  and  your  family— $10,000  de- 
ductible included  with  the  above— no  extra  premium. 

PROFESSIONAL  LIABILITY 

Required  Basic  Insurance— $100, 000/$300, 000 

Class  1— PHYSICIANS  doing  no  surgery. 


Basic  charge  including  initial  residence  $35. 
Each  additional  residence  and  farm  ...  $3. 

Initial  Auto  $20. 

For  each  additional  Auto  add  $11. 

Each  outboard  motorboat  25  HP  or  more  $ 9. 

Each  inboard  motorboat  over  50  HP $9. 

All  other  boats  under  26  feet  Included 

Office  Premises  $ 5. 

(SEE  LEFT  FOR  EXPLANATION) 

Class  1 $27. 

Class  2 $ 35. 

Class  3 $ 70. 

Class  4 $88. 

Class  5 $106. 


UNKNOWN  LIABILITIES  are  covered  less  a $250.00 
deductible. 

Limits  of  Liability 


Class  2— PHYSICIANS  doing  minor  surgery  or  assisting  in  major 
surgery  on  own  patients. 

Class  3— SURGEONS— General  Practitioners  who  perform  major  sur- 
gery or  assist  in  major  surgery  on  other  than  their  own 
patients  and  specialists  hereafter  indicated: 

Cardiologists  (including  catheterization,  but  not  including 
cardiac  surgery) 

Ophthalmologists 

Proctologists 

Class  4— SURGEONS— specialists 
Cardiac  Surgeons 

Otolaryngologists— No  Plastic  Surgery 
Surgeons— General  (Specialists  in  general  surgery) 

Thoracic  Surgeons 
Urologists 
Vascular  Surgeons 

Class  5 — SURGEONS — specialists 
Anesthesiologists 
Neurosurgeons 
Obstetricians — Gynecologists 
Orthopedists 

Otolaryngologists— Plastic  Surgery 
Plastic  Surgeons 


A single  limit  of  $1,000,000  applies  to  each  occur- 
rence during  the  policy  period  except  that  Profes- 
sional Liability  Coverage  provides  a total  limit  for  all 
damages  during  each  policy  year  of  $1,000,000. 

If  you  desire  limits  of  liability  higher  than  $1,000,000 
you  can  increase  coverage  in  multiples  of  $1,000,000 
up  to  a maximum  of  $10,000,000. 

Underwritten  by: 

The  Statesman 
Insurance  Group 


FARRINGER  & CO. 
Knoxville  Branch 

918  State  Street 
Knoxville,  Tenn.  37902 


Phone  524-7335 


Administrators 
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PERSONAL  NEWS— BOOK  REVIEW 


Dr.  Harry  Waggoner,  Chief  of  Staff  of  the 
Mountain  Home  Hospital  in  Johnson  City,  has 
been  named  Chairman  of  the  Upper  East  Tennes- 
see Area  Advisory  Group  to  the  Tennessee  Mid- 
South  Regional  Medical  Program. 

Dr.  William  F.  Meacham,  Nashville,  was  chosen 
President-Elect  of  the  Society  of  Neurological 
Surgeons,  the  oldest  Neurological  Society  in  the 
World,  at  the  society’s  Annual  Meeting  in 
Boston.  Dr.  Meacham  has  also  been  elected 
Secretary  of  the  American  Association  of  Neuro- 
logical Surgeons  for  a third  term. 

Dr.  Robert  B.  Clark,  III,  Chattanooga,  has  been 
elected  to  Fellowship  in  the  American  Academy 
of  Pediatrics. 

Dr.  Blair  D.  Erb,  Jackson,  assumed  the  office  of 
President  of  the  Tennessee  Heart  Association  at 
the  17th  Annual  Meeting  of  the  Association  held 
recently  in  Gatlinburg.  Dr.  Thomas  Frist,  Nash- 
ville, was  chosen  President-Elect. 

Dr.  Tom  E.  Nesbitt,  TMA  President  from  Nash- 
ville, has  been  named  President-Elect  of  the 
American  Association  of  Clinical  Urologists. 

Dr.  B.  F.  Byrd,  Jr.,  Nashville,  is  one  of  five 
physicians  whose  comments  on  breast  cancer 
treatment  are  included  in  the  May  18  issue  of 
MODERN  MEDICINE. 

Dr.  Sam  H.  Sanders,  Memphis,  recently 
received  the  1970  Distinguished  Alumni  Award 
from  Texas  A & M University  at  the  College’s 
commencement  exercises  on  May  23. 

Dr.  William  Cook,  Lawrenceburg,  was  the  fea- 
tured speaker  at  a recent  meeting  of  the  Law- 
renceburg Lions  Club.  Dr.  Cook  discussed  the 
continuing  efforts  on  the  part  of  the  Public 
Health  Department  in  the  fight  against  Tuber- 
culosis in  Lawrence  County. 

Dr.  Frank  Luton,  State  Commissioner  of  Men- 
tal Health  from  Nashville,  has  retired  as  the 
President  of  the  American  College  of  Psychia- 
trists. The  college  is  a 300-member  organization 
of  Psychiatrists,  of  which  only  three  Tennesseans 
are  members. 

Dr.  Matthew  Walker,  Nashville,  has  received 
the  Outstanding  Achievement  Award  from  the 
National  Federation  of  Settlements  and  Neigh- 
borhood Centers  in  recognition  of  his  work  in 
establishing  a comprehensive  health  center  in 
North  Nashville. 

At  the  Tenth  International  Cancer  Congress, 
held  recently  in  Houston,  Dr.  Benjamin  F.  Byrd, 
Jr.,  Nashville,  was  chairman  of  a program  on 
Cancer  of  the  Lower  Intestinal  Tract,  Diagnosis, 
Surgery  and  Other  Therapy;  Dr.  R.  H.  Kamp- 
meier,  Nashville,  was  one  of  a panel  to  discuss 
Ethical  Considerations  in  Clinical  Investigation. 

Dr.  Fred  D.  Ownby,  Nashville,  will  practice 
internal  medicine  and  cardiology  in  association 
with  Drs.  T.  F.  Frist,  A.  B.  Scoville,  O.  M. 
Kochtitzky,  J.  P.  Kinnard  and  C.  R.  Merritt. 


BOOK  REVIEW 


CURRENT  DIAGNOSIS  AND  TREATMENT.  By 
Henry  Brainerd,  M.D.,  University  of  California; 
Marcus  A.  Krupp,  M.D.,  Stanford  University 
School  of  Medicine;  Milton  J.  Chatton,  M.D., 
Stanford  University  and  Sheldon  Margen,  M.D., 
University  of  California,  Berkeley.  852  pages. 
Los  Altos,  Calif.:  Lange  Medical  Publications, 
1970. 

For  the  ninth  consecutive  year  this  “soft  back” 
book  has  appeared  as  a means  of  updating 
clinical  reference  material  for  the  office  at  a 
reasonable  price.  This  is  a reference  book  not 
to  replace  the  usual  textbooks  of  medicine,  but 
is  a more  brief  though  important  up-to-date 
compendium  for  daily  use.  Because  it  is  de- 
signed for  the  practitioner,  in  the  main  the 
family  physician,  whether  he  be  internist  or 
general  practitioner,  it  deals  with  the  diagnosis 
and  management  of  diseases  in  the  field  of  in- 
ternal medicine  particularly.  However,  diseases 
of  the  specialties  which  are  likely  to  fall  into 
the  hands  of  the  family  physician  are  also  in- 
cluded in  the  presentations. 

The  reviewer  has  used  this  book  over  the  years 
as  a quick  desk  reference  for  leads  in  diagnosis 
and  treatment.  He  recommends  it  enthusias- 
tically for  the  specific  purpose  as  indicated. 

MEDICINE  AND  STAMPS.  Edited  by  R.  A. 
Kyle,  M.D.  and  M.  A.  Shampo,  Ph.D.  206  pages. 
Chicago:  American  Medical  Association.  $1.00. 

This  little  volume  will  be  of  interest  to  every 
physician  who  is  a philatelist  One  hundred  and 
fifty  men  of  medicine  from  all  nations  of  the 
world  who  have  been  honored  by  postage  stamps 
issued  in  their  name,  are  portrayed  in  pictures. 
Each  stamp  is  accompanied  by  a biographical 
vignette  indicating  his  contributions  to  medical 
science.  It  is  a book  of  historical  interest. 

More  importantly,  however,  the  reviewer  be- 
lieves that  the  book  should  be  viewed  in  its 
potential  as  a gift.  The  AMA  suggestions  accom- 
panying the  distribution  of  the  book  include 
internes  and  residents  as  ones  for  whom  this 
little  volume  should  make  an  interesting  gift. 
To  the  reviewer,  however,  much  more  impor- 
tantly, it  would  seem  that  this  book  as  a gift 
to  teenage  sons  of  doctors  and  other  teenagers 
with  interest  in  stamps  would  be  most  appro- 
priate. Not  only  does  it  provide  interesting  read- 
ing in  regard  to  the  stamp  itself,  but  provides 
descriptions  of  the  lives  and  works  of  those  who 
have  been  creative  in  medical  science.  The 
reviewer  can  think  of  nothing  which  might  be 
more  stimulating  of  interest  in  medicine  as  a 
career  than  this  book  whose  main  thrust  may 
seem  to  be  in  the  field  of  philately. 
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Calendar  of  Meetings 

1970 

State 

Oct.  19-20  Tennessee  Valley  Medical  Assem- 
bly, 18th  Annual,  Read  House, 
Chattanooga 


Aug.  16-18 


Sept.  10-12 


Sept.  14-17 


National 

American  Academy  of  Physical 
Medicine  and  Rehabilitation,  New 
York  Hilton,  New  York 
American  Association  of  Obste- 
tricians and  Gynecologists,  Home- 
stead, Hot  Springs,  Virginia 
American  Hospital  Association, 
Houston 


Sept.  19-20  American  Association  of  Ophthal- 
mology, Las  Vegas,  Nevada 
Sept.  20-23  American  Association  of  Medical 
Clinics,  St.  Francis,  San  Francisco 
Sept.  25-Oct.  1 American  Academy  of  General 
Practice,  San  Francisco 

Sept.  30-Oct.  1 AMA  Congress  on  Occupational 
Health,  Century  Plaza  Hotel,  Los 
Angeles 

Oct.  5-9  American  Academy  of  Opthal- 

mology  and  Otolaryngology,  In- 
ternational Hotel,  Las  Vegas, 
Nevada 


Oct.  12-16  American  College  of  Surgeons, 

Conrad  Hilton  Hotel,  Chicago 
Oct.  17-22  American  Academy  of  Pediatrics, 
San  Francisco  Hilton,  San  Fran- 
cisco 

Oct.  25-29  American  Association  of  Blood 

Banks,  San  Francisco  Hilton,  San 
Francisco 


Oct.  25-30  American  College  of  Chest  Phy- 
sicians, Century  Plaza  Hotel,  Los 
Angeles 

Oct.  29-Nov.  2 Association  of  American  Medical 
Colleges,  Biltmore  Hotel,  Los 
Angeles 


ACS  Annual  Congress 
To  Be  Held  in  October 

The  world’s  largest  meeting  of  surgeons,  the 
56th  annual  Clinical  Congress  of  the  American 
College  of  Surgeons,  will  be  held  in  Chicago, 
Illinois,  October  12-16.  Some  14,000  doctors  and 
guests  from  throughout  the  world  are  expected 
to  attend.  The  headquarters  will  be  located  at 
the  Conrad  Hilton  Hotel. 

The  program  will  include: 

• 18  Postgraduate  Courses 


• More  than  260  research-in-progress  reports 

• Some  60  panel  discussions  in  general  surgery 
and  the  surgical  specialties 

• Operative  telecasts  from  a leading  Chicago 
hospital 

• Special  sessions  in  graduate  education,  cancer, 
trauma 

• “What’s  New  in  Surgery”  resume 

• Approximately  450  scientific  and  industrial 
exhibits 

• Major  addresses  by  the  incoming  President  of 
the  College  and  selected  guest  speakers 

• More  than  50  new  films  and  cine  clinics 

• Seminars  for  young  surgeons  with  leading 
professors  of  surgery 

• Convocation  ceremonies  for  Initiates  becoming 
Fellows  of  the  College 

• A new  program  feature,  “The  Surgical  En- 

vironment” will  be  offered,  with  three  dis- 
tinguished surgeons  in  the  field:  Dr.  Harold 

Laufman,  New  York;  Dr.  Carl  W.  Walter, 
Boston;  and  Dr.  James  V.  Maloney,  Los 
Angele:; 

• The  College’s  Distinguished  Service  Award 
presentation 

• Presentation  of  Honorary  Fellowships 

Fellows  of  the  College  whose  dues  are  paid 
to  December  1969  may  register  free.  Non- 
Fellows  pay  $90.00.  Doctors  in  the  Federal 
Services  pay  $50.00.  Initiates,  members  of  the 
Candidate  Group,  and  Surgical  Residents  register 
free. 

Everyone  taking  one  of  the  18  Postgraduate 
Courses  must  pay  the  fee  for  the  Course  selected. 
All  courses  are  accredited  by  the  Council  on 
Medical  Education  of  the  American  Medical 
Association. 

For  official  registration  forms,  please  contact: 
Mr.  T.  E.  McGinnis,  American  College  of  Sur- 
geons, 55  East  Erie  Street,  Chicago,  Illinois 
60611. 


Conference  on  Ethics 

The  Third  National  Congress  on  Medical  Ethics 
will  be  held  Saturday  and  Sunday,  September 
19-20,  at  the  Ambassador  West  Hotel  in  Chicago. 
Elmer  G.  Shelley,  M.D.,  Chairman  of  the  spon- 
soring AMA  Judicial  Council,  has  issued  an 
open  invitation  to  all  interested  physicians. 

One  of  the  featured  speakers  will  be  Paul 
Ramsey,  Ph.D.,  chairman  of  the  Department  of 
Religion  at  Princeton  University.  He  will  dis- 
cuss “Medicine,  Ethics,  and  the  Future.”  Other 
sessions  will  include  panels  and  discussion 
groups. 

Registration  is  free,  and  advance  announce- 
ments were  sent  this  spring  to  officers  of  state 
and  county  medical  societies.  For  additional  in- 
formation, write  AMA  Department  of  Medical 
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Ethics,  535  North  Dearborn  Street,  Chicago 
Illinois  60610. 

Viet  Nam  MD  Volunteers 
Program  Wins  PR  Award 

The  American  Medical  Association  was 
awarded  the  prestigious  “Silver  Anvil”  trophy 
for  its  Volunteer  Physicians  for  Viet  Nam  pro- 
gram. The  AMA  entry  in  the  26th  annual  com- 
petition conducted  by  the  Public  Relations  So- 
ciety of  America  won  the  top  honor  in  the 
“International  Public  Relations”  category. 

PRSA  hosted  a banquet  in  New  York  City  May 
14  at  which  the  award  was  accepted  by  Norman 
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W.  Hoover,  M.D.,  Director  of  the  AMA  Depart- 
ment of  International  Medicine. 

Since  1966,  the  AMA  has  recruited  over  700 
U.S.  physicians  to  serve  60-day  tours  in  South 
Vietnamese  civilian  hospitals  and  clinics.  Under 
an  agreement  with  the  U.S.  Agency  for  Interna- 
tional Development,  the  AMA  meets  a minimum 
quota  of  32  volunteer  physicians  every  two 
months.  Volunteers  receive  round-trip  trans- 
portation, housing,  and  $10  daily  expenses  while 
in  Viet  Nam. 

Physicians  interested  in  serving  in  this  volun- 
teer program  should  contact  the  Department  of 
Military  Medicine,  AMA,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 


❖ ^ 


INDEPENDENT  MEDICINE'S  POLITICAL  ACTION  COMMITTEE-TENNESSEE 


ilSisEfllF 


Make  it  a mutual  effort,  Doctor,  because  your  PAC  needs  you  and  you  need  your  PAC.  Both 
AMPAC  and  each  of  the  fifty  state  PAC’s  are  voluntary,  non-profit,  unincorporated,  autono- 
mous groups  whose  members  are  physicians,  their  wives,  and  others.  Every  group  is  bi-partisan, 
bound  by  no  party  label.  The  voting  record,  platform,  and  program  of  a candidate — not  his 
party — is  what  the  PAC  considers. 

The  basic  purpose  is  twofold:  To  educate  in  political  affairs  and  to  provide  a means  through 
which  the  physician-citizen  can  effectively  make  his  voice  heard  in  the  political  arena. 
IMPACT  is  medically  oriented  and  medically  directed  by  a ten  member  board  consisting  of 
nine  physicians  and  a Woman’s  Auxiliary  representative. 

IMPACT  is  looking  ahead  to  1970  when  there  will  be  a job  to  do.  Make  your  voice  count  by 
sending  your  dues  today,  $25  for  membership  in  IMPACT  and  AMPAC.  Your  wife  is  invited  to 
join  Partners  In  Politics — Annual  dues  $15. 

P.0.  Box  645  — Nashville,  Tenn.  37202 
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I Nashville  Surgical  Company 

S OFFICE  and  WAREHOUSE:  3332  POWELL  AVE.,  NASHVILLE  DISPLAY  and  SALES:  1911  CHURCH  STREET 


Since  1908 . . . 

the  South’s  most  complete  line 
of  doctors’  and  hospital  supplies 

Our  new  warehouse  stocked  with 
over  23,000  drugs  and  serums, 
including  rare  and  hard-to-obtain  drugs. 


Drugs  of  the  highest  quality  . . . 
fresh  and  properly  refrigerated. 


Subsidiaries 


T3&S 

Medical  and  Scientific  Go. 

Memphis,  Tennessee 


Wilson  - Quick 

Drug  Stores 

Nashville  Donelson  Madison 

Gallatin  Murfreesboro  Columbia 


REFER  EYE  PATIENTS 

TO  AN 

EYE  PHYSICIAN 

By  so  doing,  you  will  be  assured  of  a complete  diagnosis  of  your 
patients’  eyes. 

Guild  Opticians  complete  the  cycle  for  Professional  Service. 


If  you  are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets® 

prolonged-action  tablets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

Long  acting 

Slow,  even  release  of  the  active  principle 
usually  suppresses  appetite  continuously  for 
about  12  hours. 

Once-a-day  dosage 

One  Endurets  tablet  after  breakfast.  It  helps 
reduce  weight  and  costs,  conveniently. 

For  contraindications,  warning,  precautions, 
and  adverse  reactions,  please  see  the  full 
prescribing  information. 

It  is  summarized  on  this  page. 

Where  there’s  no  will  there’s  a therapeutic  way. 


♦Among  persons  20%  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannel,  W.B.,  ef  a/.:  Circula- 
tion 35:734,  1967. 

2.  Thomas,  H.E.,  Jr.,  ef  a/.:  Med. 
Times  95:1099,  1967. 

3.  Albrink,  M.J.,  in:  Beeson, 

P.B.  & McDermott,  W.  (eds.): 
Cecii-Loeb  Textbook  of  Medicine, 
ed.  12,  Phi  la. : W.B.  Saunders 
Co.,  1967. 

Preludin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions), or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism, severe  hypertension, 
nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation, but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.i.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day,  taken  by  mid- 
morning. 

Availability:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  of 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-560-B 

For  complete  details,  please  see 
full  prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals 


Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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The  AMA — Why  Belong? 

Hugh  H.  Hussey,  M.D. 

The  title’s  question  derives  from  the  fact 
that  the  Editor  of  Clinical  Research  has  said 
that  he  is  often  asked  by  his  peers — the 
younger  representatives  of  Academe — 
about  joining  the  AMA.  Presumably,  they 
ask  the  question  in  a negative  tone — the 
AMA,  who  should  want  it? 

The  question  is  not  a new  one.  For  years 
it  plagued  the  founders  of  the  Association 
until,  in  1847,  they  succeeded  in  its  estab- 
lishment. Their  objectives  were  clear.  They 
desired  to  promote  medical  science  (what 
there  was  of  it)  and  concurrently  to  combat 
charlatanism  and  quackery  (of  which  there 
was  plenty) . They  were  concerned  with 
the  existing  programs  of  medical  education 
(most  of  which  were  horrendous).  They 
sought  uniformity  in  the  ethics  of  their  pro- 
fession. 

It  is  reasonable  to  assume  that  during  the 
latter  half  of  the  19th  century,  the  question 
“Why  belong?”  continued  to  be  asked,  but 
for  different  reasons  than  pervail  today. 
Then  the  non- joiners  may  have  been  won- 
dering “What  will  the  Association  do  to 
me?”  Now,  I assume  the  non-joiners  are 
wondering  “What  will  the  Association  do 
for  me?”  The  question  can  be  answered 


pragmatically  by  listing  the  benefits  of 
membership  all  of  which  relate  to  the  As- 
sociation’s original  objectives.  Another  ap- 
proach is  possible. 

There  are  two  types  of  membership  in 
the  American  Medical  Association — active 
and  special.  Quoting  from  the  Bylaws  of 
the  Association,  “Active  Members  shall  be 
Regular  or  Service.”1  A regular  member  is 
one  who  holds  the  rights  of  membership  in 
his  state  association  and  has  paid  his  dues 
to  the  AMA  (unless  exempted) . Of  course, 
county  association  membership  is  a pre- 
requisite to  state  association  membership 
(except  in  places  like  the  District  of  Co- 
lumbia, where  there  are  no  counties) . Ser- 
vice members  are  physicians  in  the  uni- 
formed services  and  the  Veterans  Ad- 
ministration. Definitions  of  special  mem- 
bers are  irrelevant  to  the  purpose  of  this 
essay. 

Some  recent  accounts  have  given  the 
impression  that  the  proportion  of  physicians 
who  are  AMA  members  is  shrinking.  The 
true  story  is  that  there  are  currently 

208.000  members  of  state  medical  societies, 
of  whom  191,000  are  regular  members  of 
the  AMA  (+91%).  In  addition,  there  are 

20.000  service  members.  Thus,  total  AMA 
membership  is  217,000 — an  all-time  high. 

The  total  MD  population  in  the  United 
States  is  about  317,000,  of  whom  more  than 


TABLE  1— COMMITTEES  OF  THE  AMERICAN  MEDICAL  ASSOCIATION* 
Faculty  Status  of  Committee  Members 


Division  Number  of  Full-time  Full-time  Full-time  Part-time  None 

Committees  (Dean)  (Prof.)  (other) 

Scientific  Activities  17  3 49  14  48  40 

Health  Service  14  2 27  8 33  91 

Scientific  Publications 10  2 87  8 4 19 

Medical  Education  7 9 12  3 8 14 

Law  5 0 2 1 6 16 

Communications  1 0 2 1 6 0 

Public  Affairs 1 3 9 


Totals  55  16  179  35  108  189 


*Council,  committees,  commissions,  advisory  boards. 
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47,000  are  serving  as  interns  and  residents. 
Few  in  these  groups  are  likely  to  be  AMA 
members.  This  implies  that  about  53,000 
MDs  who  might  be  eligible  to  be  members 
of  the  AMA  do  not  hold  membership.  Of 
that  number,  how  many  are  MD  full-time 
members  of  medical  school  faculties? 

The  answer:  no  one  really  knows.  It  is 
estimated  that  about  50%  of  MDs  in  Aca- 
deme are  active  AMA  members,  with  a 
range  of  20%  to  80%  among  the  medical 
schools. 

The  estimate  of  50%  can  be  partly  sub- 
stantiated by  analysis  of  the  Association’s 
committee*  structure.  In  order  for  a phy- 
sician to  be  appointed  or  elected  to  a com- 
mittee of  the  AMA,  he  must  be  a regular 
member  of  the  Association.  At  the  time  of 
this  writing,  55  standing  committees  can  be 
identified,  with  a total  membership  of  527. 
Table  1 displays  the  extent  of  academic  par- 
ticipation on  the  committees  staffed  by 
seven  of  the  Divisions  of  the  AMA.  Thus, 
230  committee  members  are  full-time  aca- 
demicians, 108  have  a faculty  appointment 
of  some  kind,  and  189  have  no  faculty  affili- 
ation. This  activity  of  academicians  in  the 
committee  structure  of  the  Association  is 
greatly  beneficial  and  influential. 

The  foregoing  exposition  of  data  leaves 
unanswered  the  Editor’s  concern.  At  the 
last  Teaching  Institute  of  the  Association 
of  American  Medical  Colleges  (Colorado 
Springs,  1962),  I identified  two  groups  of 
physicians — nonacademic  practicing  phy- 
sicians and  academic  practicing  physicians 
— whose  different  settings  in  society  cause 
them  to  have  different  views  of  societal 
problems  and  therefore  different  value  sys- 
tems.2 At  that  time,  I was  considering  the 
potentiality  for  controversy  as  a result  of 
their  intersection  of  interest  in  medical 
practice.  However,  even  in  the  absence  of 
overt  controversy,  it  may  be  that  their  dif- 
ferent view  of  societal  problems  explains 
their  failure  to  be  involved  in  “organized 
medicine.”  Perhaps  they  consider  that  it 
has  little  to  offer  them,  or  it  may  seem 
inimical  to  their  interests  and  objectives. 

There  are  other  reasons  for  the  failure 

* Committee  is  used  generically.  The  term  in- 
cludes committees,  councils,  commissions,  ad- 
visory boards. 


of  academicians — especially  younger  acade- 
micians— to  become  “involved.”  Some  are 
ineligible  for  county  or  state  society  mem- 
bership because  of  what  I consider  ana- 
chronisms in  society  constitutions  and  by- 
laws. Lacking  “local”  membership,  phy- 
sicians are  automatically  excluded  from 
“national”  membership.  (As  a federation 
of  state,  commonwealth,  territorial,  and  in- 
sular medical  societies,  the  AMA  does  not 
provide  access  to  “direct”  active  member- 
ship except  in  the  instance  of  “service  mem- 
bers.”) 

At  one  time,  financial  considerations  may 
have  influenced  younger  academicians;  they 
may  have  been  unable  to  afford  dues  to 
county,  state,  and  national  coffers,  the  least 
of  which  is  the  “national.”  Some  may  still 
excuse  themselves  for  this  reason.  When 
they  do  so,  probably  they  are  expressing 
disinterest  more  than  lack  of  funds. 

In  some  areas,  local  societies  may  dis- 
courage or  at  least  not  encourage  academi- 
cians to  obtain  regular  membership.  How- 
ever, this  is  probably  a minor  factor. 

There  are  strong  reasons  to  recruit  full- 
time faculty  physicians  to  membership  in 
the  AMA.  They  are  needed  in  the  delibera- 
tions of  “organized  medicine”  at  all  levels — 
local  and  national.  Their  voices  may  have 
a different  ring  than  that  of  the  “in-group.” 
So  much  the  better.  As  Freymann  has 
written,  “The  genius  of  the  democratic  sys- 
tem rests  on  the  ability  of  opposite  ex- 
tremes to  modulate  each  other.  A strong 
minority  can  do  this  as  effectively  as  a ma- 
jority”3  No  better  proof  can  be  found  than 
in  the  Report  of  the  Commission  on  Re- 
search:1 For  years,  much  to  the  dismay  of 
the  academic  community,  the  AMA  had  op- 
posed direct  Federal  support  of  medical  ed- 
ucation except  in  the  nature  of  funds  for 
construction.  The  Commission  on  Research 
had  eight  members,  of  whom  six  were  phy- 
sicians, four  of  them  academicians.  Rec- 
ommendation 13  of  the  Commission’s  report 
stated  in  part,  “The  imbalance  between  bio- 
medical research  and  education,  caused  by 
the  heavy,  but  desirable,  Federal  support 
of  research,  should  be  corrected  by  support- 
ing measures  that  will  materially  increase 
both  private  and  public  funds  for  the  sup- 
port of  the  educational  programs  of  the 
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medical  schools.”  That  “minority  voice” 
prevailed;  AMA  policy  was  indeed  modu- 
lated. 

It  is  too  much  to  hope  that  anything 
printed  herein  will  influence  academicians, 
old  or  young,  to  join  the  ranks  of  “organized 
medicine.”  There  is  another,  more  effective, 
influence  available.  In  the  spring  of  1969, 
ten  Senior  medical  students  from  a Chicago 
medical  school  visited  AMA  Headquarters, 
ostensibly  to  learn  something  about  the 
AMA.  At  the  outset,  they  were  openly 
hostile.  They  rejected  the  idea  of  the  formal 
program  that  had  been  prepared.  For  sev- 
eral hours,  they  shot  questions  at  staff  mem- 
bers of  the  Divisions  of  Medical  Education, 
Scientific  Activities,  and  Communications. 
They  left  the  building  not  only  satisfied 
that  the  AMA  is  dedicated  to  the  purpose 
enunciated  by  its  founders,  but  convinced 
that  if  the  Association  has  faults,  they  have 
an  obligation  to  work  within  “organized 
medicine”  for  its  betterment. 

That  experience  permits  me  to  conclude 
with — 


You  ARE  CORDIALLY  INVITED  TO  VISIT 

535  North  Dearborn  Street, 
Chicago,  Illinois 

AT  YOUR  CONVENIENCE 
AND 

WITHOUT  DANGER  OF  BRAINWASHING 

R.S.V.P.  Hugh  H.  Hussey,  M.D. 

Director,  Division  of  Scientific 
Activities 

American  Medical  Association 
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AMA  priority  objectives: 


Solutions  to  Nation's  Major 
Health  Problem 

“We  plant  trees  today  so  that  others  may 
have  shade  tomorrow.”  Burtis  E.  Mont- 
gomery, MD,  Harrisburg,  111.,  chairman  of 
the  AMA  Board  of  Trustees,  recently 
quoted  this  Chinese  proverb  to  illustrate 
that  the  accomplishments  of  today’s  phy- 
sicians and  medical  societies  should  include 
the  solution  of  eight  of  the  most  pressing 
health  problems  now  confronting  the  na- 
tion. As  identified  by  the  American  Medi- 
cal Association,  they  are: 

The  acute  shortage  of  health  manpower — 

the  demand  for  health  care  has  created  an 
imbalance  in  the  supply-demand  equation 
of  health  professional  and  other  personnel. 
Increasing  affluence,  longer  life,  greater  ap- 
preciation of  good  health  care,  and  such 
government  programs  as  Medicare  and 
Medicaid  have  greatly  increased  the  de- 


mand. Consequently,  the  AMA,  in  co- 
operation with  the  Association  of  Ameri- 
can Medical  Colleges,  is  urging  all  medical 
schools  to  expand  their  enrollments  and 
offers  its  assistance  in  establishing  new 
schools.  Success  of  this  approach  to  date 
is  evidenced  by  24  new  medical  schools 
created  since  World  War  II,  raising  to  101 
the  total  of  schools  now  accepting  students. 
Others  are  in  the  planning  or  construction 
stage,  and  most  existing  schools  have  in- 
creased their  enrollment. 

The  AMA  Council  on  Medical  Education 
is  cooperating  with  attempts  of  medical 
schools  to  reduce  the  length  of  medical 
training  and  its  reviewing  the  time  required 
by  various  specialty  boards  for  certification 
of  specialists. 

The  AMA  Committee  on  Education  for 
Related  Health  Professions  and  the  AMA 
Council  on  Health  Manpower  are  also 
stimulating  a variety  of  programs  to  devel- 
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op  new  physician’s  assistants,  new  health 
care  roles  for  nurses,  and  innovative  steps 
to  increase  total  productivity.  The  Associ- 
ation has  adopted  essentials  of  accredited 
educational  courses  and  accredits  programs 
for  13  different  technologies.  In  addition,  it 
endorses  increased  federal  appropriations 
for  both  the  schools  and  individual  students. 

Rising  health  care  costs — the  AMA  is 
working  closely  with  the  American  Hospital 
Association  and  hospital  medical  staffs  to 
review  every  item  of  hospital  costs  in  an 
effort  to  remove  those  items  which  should 
be  supported  by  other  means.  Physicians 
are  also  being  encouraged  to  eliminate  hos- 
pital care  or  reduce  it  whenever  possible 
and  to  use  less  expensive  extended  care  fa- 
cilities and  home  health  care  services.  The 
AMA  is  now  preparing  a public  education 
program  to  illustrate  how  unrealistic  de- 
mands for  health  care  inflate  costs. 

Financing  health  care — the  AMA  supports 
a national  health  insurance  plan  based  on 
tax  credits  and  certificates  that  would  en- 
able all  Americans  to  purchase  compre- 
hensive health  insurance  coverage.  Its  pro- 
posal would  establish  a sliding  scale  of  tax 
credits  depending  on  the  individual’s  tax 
liability,  and  the  credits  would  be  applied 
to  health  insurance  provided  by  private 
carriers. 

Mental  health — the  AMA  proposed  the 
program  that  was  enacted  by  Congress  to 
establish  a network  of  nationwide  com- 
munity mental  health  centers.  The  program 
involves  close  cooperation  with  the  mental 
health  administration  and  other  experts  to 
discover  more  efficient  methods  of  treat- 
ment and  rehabilitation,  allowing  a quicker 
return  to  productive  work  by  the  patients. 

Pollution— the  AMA  Council  on  Environ- 
mental and  Public  Health  has  held  several 
national  conferences  on  the  problem  of  pol- 
lution of  the  air,  waterways  and  the  land, 
and  it  is  working  closely  with  governmental 
and  private  agencies  to  ameliorate  this 
growing  health  hazard. 

Alcoholism  and  drug  addiction — the  wide- 
spread use  of  alcohol  has  been  accom- 
panied by  millions  of  medically  identifiable 
alcoholics.  They  suffer  a type  of  drug  addic- 


tion which  requires  medical  therapy  and 
which  is  the  cause  of  50  per  cent  of  all 
fatal  accidents  and  innumerable  criminal 
acts.  Consequently,  the  AMA  Committee 
on  Alcoholism  and  Drug  Dependence  con- 
tinues to  conduct  a major  educational  pro- 
gram in  this  area,  directed  at  both  adults 
and  youths. 

Health  care  of  slum  residents — the  AMA 

Committee  on  Health  Care  of  the  Poor, 
recognizing  that  the  problem  of  health  care 
in  the  slum  is  basically  a problem  of  the 
slum  itself,  is  conducting  a series  of  studies 
and  conferences  with  civic  and  social  lead- 
ers, and  it  is  preparing  specific  recommen- 
dations to  improve  both  the  quality  and 
delivery  of  health  care  in  these  areas. 

Malnutrition — poor  nutrition  is  more  far- 
reaching  than  most  people  suspect.  It 
covers  not  only  the  underprivileged,  but 
also  the  middle-income  group  and  relates 
strongly  to  education  at  all  levels  of  so- 
ciety. The  AMA  has  adopted  an  aggressive 
program  to  fight  hunger  and  malnutrition; 
local  societies  are  being  encouraged  to  meet 
with  community  dietitians,  dentists  and 
other  health  specialists  in  resource  semi- 
nars and  to  participate  in  area  health  sur- 
veys. 

In  addition,  the  AMA  will  publicize 
guidelines  for  the  evaluation  of  malnutri- 
tion, examine  the  science  of  nutrition  as 
part  of  formal  medical  education,  seek 
development  of  a central  coordinating  agen- 
cy for  nutrition  at  a high  level  in  the  execu- 
tive branch  of  government,  urge  devel- 
opment of  urban  and  rural  programs  to 
provide  health  services  with  a nutritional 
emphasis,  and  evaluate  current  nutritional 
education  in  schools. 

Doctor  Montgomery,  speaking  in  behalf 
of  the  AMA  Board  of  Trustees,  has  asked 
each  medical  society  to  help  implement 
these  programs  at  both  the  state  and  local 
level.  “Everything  physicians  do  today  to 
help  find  solutions  to  these  eight  major 
health  problems  will  affect,  in  large  or  small 
part,  what  physicians  of  tomorrow  will  be 
able  to  accomplish,”  he  said. 

(From  the  Rocky  Mountain  Medical 

Journal,  January  1970) 


Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 
lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AchroV 
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Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining; 
enamel  hypoplasia.  Blood— anemia,  thron 
bocytopenic  purpura,  neutropenia,  eosinc 
philia.  Liver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromycinfV 

Tetracycline 
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HMD  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
EMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
axing  factor"  has  been  found  to  be  useful 
many  clinicians  in  controlling  abnormal 
jrine  activity. 

Literature  on  indications  and  dosage  avail- 
le  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


( LTR23 ) 
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The  authors  illustrate  beautifully  the  values  of  continuous  electrocardiographic  monitoring  of 

patients  during  the  activities  of  daily  living. 

Ambulatory  Electrocardiographic  Monitoring 

CRAWFORD  W.  ADAMS,  M.D.,  and  ROBERT  G.  KIGER,  M.D.,*  Nashville,  Tenn. 


The  Holter  technique1  of  dynamic  electro- 
cardiographic monitoring  continuously  re- 
cords the  process  of  depolarization  and  re- 
polarization of  the  heart  on  electromagnetic 
tape  during  daily  activities.  The  10  hour 
recording  is  then  analyzed  on  a scanning 
computer  in  10  minutes.  This  procedure 
has  the  advantage  of  observing  cardiac  per- 
formance over  a preselected  10  hour  period 
of  the  day  or  night,  while  simultaneously 
correlating  symptoms  or  events  on  a report 
card. 

The  clinical  applications  of  continuous 
electrocardiographic  monitoring  are  numer- 
ous. Cardiac  arrhythmias  and  other  inter- 
mittent electrocardiographic  abnormalities 
may  be  documented  during  work,  recrea- 
tion, sleep,  or  eating.  Intermittent  pace- 
maker failure,  arrhythmias,  competitive 
rhythms,  and  syncope  are  frequently  de- 
tected by  continuous  electrocardiographic 
monitoring.  Following  an  acute  myocardial 
infarction  or  open  heart  surgery,  a more 
successful  program  of  rehabilitation  can 
be  outlined  if  cardiac  performance  is  eval- 
uated by  dynamic  electrocardiographic 
monitoring.  Industry  encourages  this 
method  of  evaluation  before  the  patient  re- 
turns to  his  former  occupation.  Although 
an  established  procedure  in  specialized 
cardiac  care  units,  dynamic  electrocardio- 
graphic monitoring  affords  several  advan- 
tages after  discharge  from  the  coronary  or 
intensive  care  area.  Detection  of  insidious 
ventricular  irritability  during  early  ambula- 
tion before  the  development  of  a fatal  ar- 
rhythmia more  than  justifies  the  universal 
use  of  this  equipment. 

The  following  reports  demonstrate  the 


*From  the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 


advantages  of  ambulatory  electrocardio- 
graphic monitoring. 

Case  1.  A 52  year  old  male  merchant  had  a 
typical  chest  discomfort  for  6 months  prior  to 
an  episode  of  syncope.  The  electrocardiogram 
was  normal.  Continuous  tape  monitoring  24 
hours  after  admission  to  the  hospital  demon- 
strated intermittent  progressive  lengthening  of 
the  P-R  interval.  Although  atropine  reversed 
the  degree  of  block,  4 days  later  an  ECG  demon- 
strated an  acute  inferior  myocardial  infarction. 
(Fig.  1.) 


Case  2.  A 46  year  old  white  laborer  had  inter- 
mittent chest  “discomfort”  atypical  of  angina 
pectoris.  On  several  occasions  the  “discomfort” 
followed  excitement  and  anger.  Serial  resting 
and  postexercise  electrocardiograms  on  several 
occasions  were  interpreted  as  normal.  While 
sitting  quietly  and  reading,  a nodal  rhythm  was 
observed  during  continuous  monitoring.  Thirty 
minutes  later  while  watching  an  exciting  tele- 
vision program  he  had  chest  “discomfort.”  At 
this  time  the  monitoring  tape  demonstrated  T- 
wave  inversion  due  to  acute  ischemia.  (Fig.  2.) 

Case  3.  This  52  year  old  white  merchant  com- 
plained of  recurrent  palpitations,  pleuritic  chest 
pain,  intermittent  fever  and  hemoptysis  of  2 
months  duration.  There  was  a past  history  of 
chronic  pancreatitis,  but  no  history  of  cardiac 
disease.  Serial  roentgenograms  of  the  chest  sug- 
gested intermittent  pulmonary  emboli.  A 10  hour 
tape  recording  revealed  intermittent  atrial  flutter 
as  the  cause  of  palpitation.  Atrial  thrombi  were 
suspected  as  the  site  of  embolization.  Marked 
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ST-T  WAVE  CHANGES 
WITH  ANGINA  PECTORIS 

{CONSTANT  MONITORING) 


SITTING,  30  MINUTES  LATER,  WATCHING  EXCITING  TV 


PROGRAJM  DURING  ONSET  OF  ANGINA 

46  d NEGATIVE  MASTER’S  TEST, 

REPETITIVE  ST-T  WAVE  CHANGES  DURING 
CONSTANT  MONITORING  CORRELATED  WITH  ANGINA 

Fig.  2 

ST-segment  depression  suggested  ischemia.  The 
patient  died  following  a massive  pulmonary 
embolus.  The  postmortem  examination  revealed 
primary  carcinoma  of  the  pancreas  with  ab- 
dominal metastasis.  The  coronary  arteries  were 
normal.  (Fig.  3.) 

PAROXYSMAL  ATRIAL  FLUTTER  WITH 
VARYING  DEGREES  OF  A-V  SLOCK 

C CONTINUOUS  MONITORING  ) 


depression  was  given  nortriptyline  hydrochloride 
(Aventyl  Hydrochloride)  25  mg  every  6 hours. 
After  one  week,  she  complained  of  intermittent 
palpitation.  The  continuous  tape  recording 
showed  intermittent  sinus  tachycardia  with 
multiple  premature  atrial  contractions.  Four 
hours  after  administration  of  nortriptyline,  the 
continuous  electrocardiographic  recording  dem- 
onstrated a regular  sinus  rhythm.  In  this 
instance  the  maximal  effect  of  nortriptyline  on 
the  cardiovascular  system  was  less  than  4 hours. 
(Fig.  4.) 

DRUG  INDUCED  TACHYARRHYTHMIA 
( AVENTYL  ® ) 


4 HOURS  AFTER  DRUG  EFFECT 
Fig.  4 


ANGINA  DURING  PACING 
WITH  NODAL  INTERFERENCE 


sssssssss 


ANGINA  - ST  SEGMENT  DEPRESSION  OF  NODAL  BEAT 


52 

. 

- 

Post-Mortem  Examination  I NORMAL  Coronary  Circulation 

Fig.  3 


VENTRICULAR  CONDUCTION 


Case  4.  A 42  year  old  housewife  with  mental 


Fig.  5 
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Case  5.  This  72  year  old  farmer  developed 
complete  heart  block  following  an  acute  my- 
ocardial infarction.  A fixed-rate  pacemaker  was 
implanted  permanently.  One  year  later  he  devel- 
oped recurrence  of  angina  with  intermittent  ir- 
regularity of  the  pulse.  The  10-hour  continuous 
monitoring  tape  demonstrated  nodal  interference 
with  pacemaker  activity  followed  by  marked 
ST-segment  depression  and  angina  pectoris.  Re- 
placement of  the  fixed-rate  pacemaker  with  a 
demand  pacemaker  prevented  nodal  interference 
and  capture  of  ventricular  conduction.  The 
angina  disappeared.  (Fig.  5.) 

Case  6.  A 67  year  old  retired  car  salesman  had 
tightness  in  the  chest  walking  up  his  slightly  in- 
clined driveway.  The  Master’s  double  two-step 
test  showed  normal  cardiac  performance  to  exer- 
cise. Ambulatory  cardiac  monitoring  dem- 
onstrated bradycardia  and  ST-segment  and  T- 
wave  changes  consistent  with  acute  ischemia. 
At  the  time  of  the  electrocardiographic  changes 
“tightness  in  the  chest”  was  recorded  on  the 
report  card.  (Fig.  6.) 


ANGINA  DURING  WALKING 

-{ CONTINUOUS  MONITORING  ) 


PACING  AT  REST 


WALKING  UP  SLIGHT  INCLINE  - ANGINAL  PAIN,  BRADYCARDIA 


AFTER  ANGINA 


Fig.  6 


Case  7.  A 10  year  old  boy  had  complete  re- 
pair of  a tetralogy  of  Fallot.  A permanent  fixed- 
rate  pacemaker  was  implanted  with  the  leads 
inserted  into  the  ventricular  myocardium  be- 
cause of  congenital  complete  heart  block.  The 
repair  effected  normal  peripheral  arterial  satu- 
ration. Six  months  later  he  developed  an  inter- 
mittent irregular  pulse.  Ambulatory  monitoring 
demonstrated  failure  of  the  pacemaker.  (Fig.  7). 
Its  Replacement  corrected  the  difficulty. 

Case  8.  This  83  year  old  woman  with  Adams- 
Stokes  syndrome  due  to  complete  heart  block 
had  a fixed-rate  pacemaker  implanted  surgically. 


INTERMITTENT  PACEMAKER  CAPTURE 


( COWTIMUOUS  ) 


PACEMAKER  CAPTURE 


FREQUENT  FAS  LURE  TO  CAPTURE 


TETRALOGY  OF  FALLOT  mH  CONGENITAL 
COMPLETE  HEART  BLOCK  SURGICALLY  CORRECTED 


Fig.  7 


After  2 years  the  patient  developed  an  episode 
of  syncope,  and  the  routine  ECG  demonstrated 
normal  pacemaker  function.  Continuous  10-hour 
tape  monitoring  showed  ventricular  interference 
with  stimulation  of  the  pacemaker  during  the 
“vulnerable  period”  of  ventricular  repolarization, 
initiating  paroxysmal  ventricular  fibrillation  at 
the  time  of  syncope.  After  replacement  of  the 
pacemaker,  the  patient  had  no  further  difficulty. 
(Fig.  8.) 


VENTRICULAR  TACHYCARDIA  ( 24  Sec) 
INITIATED  BY  PACEMAKER 


Fig.  8 


Conclusion 

Utilizing  the  Hotter  technique  with  10- 
hour  continuous  tape  monitoring,  detection 
of  phantom  arrhythmias  and  underlying 
Ischemic  heart  disease  have  been  demon- 
strated. Several  case  reports  illustrate  the 
advantages  of  this  technique  during  ambu- 
lation. 
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Here  one  may  review  something  of  the  development  of  the  uses  for  blood  transfusion,  its  tech- 
niques, and  procurement  of  blood  stores. 

The  Surgeon  and  the  Blood  Bank 

H.  WILLIAM  SCOTT,  JR.,  M.D.,f  Nashville,  Tenn. 


My  real  reason  for  accepting  this  assign- 
ment is  to  have  the  opportunity  to  thank 
all  of  you.  You  have  provided  a life-line 
support  system  for  all  surgeons  in  this 
region  and  their  patients.  The  value  of  your 
work  has  been  and  continues  to  be  truly 
incalculable.  On  the  part  of  all  surgeons, 
especially  those  of  this  region  of  the 
country,  and  our  patients,  we  thank  you  and 
we  are  most  appreciative  of  your  excellent 
work. 

The  development  of  modern  technics  of 
blood  typing,  cross-matching,  blood  pres- 
ervation, and  blood  banking  clearly  repre- 
sents the  greatest  achievement  of  this 
century  in  the  management  of  hemorrhagic 
shock. 

Dr.  John  Flexner,  who  introduced  me  so 
smoothly,  does  not  know  how  uniquely 
qualified  I am  to  make  a few  comments 
about  surgeons  and  blood  banks. 

First  of  all,  I had  a medical  school  class- 
mate named  Landsteiner,  a name  familiar 
to  all  of  you  as  the  pioneer  research  scien- 
tist who  identified  the  A,  B,  O human  blood 
types  over  50  years  ago  and  established  the 
basis  for  the  safe  use  of  blood  transfusions 
in  general.  I hasten  to  add  that  my  class- 
mate was  the  great  Karl  Landsteiner’s  son, 
Ernie,  who  is  now  a prominent  urologist. 
However,  through  Ernie  Landsteiner  I be- 
gan my  career  as  a blood  donor,  although 
I have  ultimately  become  a consumer.  As  a 
first  year  medical  student,  Ernie  helped  me 
to  get  on  the  professional  donor  list  of  his 
father’s  friend,  the  eminent  hematologist 
and  Nobel  laureate,  Dr.  Murphy,  who 
shared  with  Dr.  George  Minot  a Nobel 
prize  for  their  work  on  pernicious  anemia. 
Thus,  I began  my  career  in  a blood  procure- 
ment program  as  a donor.  I not  only  had 
my  blood  drawn  on  many  occasions  by  a 


*Presented  at  the  Annual  Meeting  of  the 
Middle  Tennessee  Blood  Bank  Association, 
Nashville,  Tenn.,  April  10,  1970. 

tFrom  the  Department  of  Surgery,  Vanderbilt 
University  Medical  Center,  Nashville,  Tenn. 


Nobel  prize  winner  but  received  as  much 
as  $75  a pint  in  those  depression  days.  At 
the  time,  we  all  believed  that  Dr.  Murphy 
received  at  least  $500  for  giving  each  pint 
of  our  blood  to  his  patients! 

Secondly,  I started  out  in  a surgical  in- 
ternship just  before  World  War  II  and  had 
the  opportunity  to  see  the  tremendous 
changes  in  patient  care  that  came  with  the 
development  of  hospital  blood  banks,  then 
the  American  Red  Cross  national  blood 
procurement  and  distribution  program,  and 
the  subsequent  implementation  of  the  NIH 
and  National  Research  Council’s  saftey 
standards  in  blood  procurement,  preserva- 
tion, and  handling. 

Before  World  War  II  and  the  develop- 
ment of  blood  banks,  very  little  blood  was 
used  in  management  of  hemorrhagic  shock 
or  in  its  prevention  during  surgical  opera- 
tions. In  massive  surgical  cases,  donors 
were  called  in  individually  by  the  surgical 
intern  and  typed,  then  cross-matched  with 
the  patient,  and  if  compatible,  blood  was 
drawn  on  the  day  of  operation  to  correct 
shock  from  blood  loss.  The  idea  of  prophy- 
lactic blood  on  hand  for  transfusion  to  pre- 
vent the  occurrence  of  shock  or  to  correct 
traumatic  or  operative  blood  loss  was 
limited  in  our  concepts  at  the  time  to  a 
volume  of  about  500  cc  to  any  one  patient 
at  any  one  time.  The  thought  of  giving 
more  was  simply  out  of  the  question.  For 
one  reason,  it  was  not  available,  and  sec- 
ondly, there  was  a general  lack  of  apprecia- 
tion of  the  concept  of  volume  for  volume 
replacement  of  blood  loss. 

I can  recall  vividly  the  first  blood  which 
I drew  for  transfusion  of  a patient  during 
operation.  As  a fourth  year  medical  stu- 
dent, I was  substituting  as  a neurosurgical 
house  officer  at  the  Massachusetts  General 
Hospital.  The  late  Dr.  Jason  Mixter,  an 
eminent  neurosurgeon  at  the  Massachusetts 
General,  did  a laminectomy  on  a patient 
who  had  a large  vascular  hemangioma  of 
the  lumbar  spine.  I had  been  told  by  the 
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resident  (Dr.  William  Sweet)  that  we  might 
need  to  transfuse  the  patient  and  that  I 
might  have  to  drop  out  of  the  operation  to 
go  get  the  blood.  When  Dr.  Mixter  exposed 
the  tumor,  projecting  up  behind  the  termi- 
nal spinal  cord,  it  was  pulsating  and  looked 
almost  like  an  aneurysm.  Dr.  Mixter  looked 
at  all  of  us  who  were  members  of  the  team 
and  said,  “All  right,  boys,  we  are  going  to 
get  our  feet  wet,”  and  he  bit  off  a portion 
of  the  large  vascular  tumor  with  a large 
rongeur.  There  was  immediately  the  most 
massive  hemorrhage  I had  ever  seen.  The 
resident  looked  at  me  and  said,  “Scott,  go 
get  the  blood.”  I dropped  out,  ran  down 
many  flights  of  stairs  to  the  emergency 
service  where  there  was  a small  bleeding 
area.  A donor  had  been  cross-matched 
with  the  patient  and  was  available. 

A nurse  in  the  unit  told  me  what  to  do 
and  gave  me  a large  14  gauge  needle.  I 
tremblingly  stuck  it  into  the  donor’s  vein 
without  benefit  of  Novocain,  drew  the 
blood,  and  then  was  scared  to  death  that  I 
was  going  to  drop  the  bottle  as  I ran  back 
up  to  the  operating  room  where  I had  to 
put  in  an  intravenous  infusion  line  under- 
neath the  drapes  with  the  help  of  the 
anesthetist  and  give  the  transfusion. 
Surprisingly,  the  patient  survived. 

A bit  later  in  my  early  training  as  a 
surgical  intern  at  the  Boston  Children’s 
Hospital,  I ran  a blood  bank  for  the  surgical 
service,  as  did  each  intern  as  he  came  along 
through  the  program.  Our  bank  consisted 
of  the  icebox  in  the  treatment  room  on  one 
of  the  surgical  floors.  We  drew  blood,  kept 
it  in  the  icebox,  and  used  it  in  our  small 
patients  as  needed.  After  one  week,  it  was 
our  job  to  go  to  the  bacteriology  laboratory, 
borrow  its  centrifuge,  and  spin  the  blood  for 
plasma.  The  plasma  was  also  kept  in  the 
icebox  in  the  treatment  room,  and  we  gave 
a great  deal  of  it  to  our  small  patients.  This 
was  considered  strictly  an  intern’s  job,  and 
the  residents  paid  very  little  attention  to 
the  way  we  carried  it  out.  In  retrospect,  it 
is  amazing  that  any  of  our  patients  sur- 
vived. 

It  was  the  work  of  the  late  Dr.  Alfred 
Blalock,  formerly  Professor  of  Surgery  at 
Vanderbilt  and  latterly  at  Johns  Hopkins, 
work  which  was  done  in  Nashville  in  the 


Vanderbilt  Medical  School’s  former  small 
surgical  research  laboratory,  which  demon- 
strated very  clearly  the  importance  of 
volume  replacement  in  hemorrhagic  and 
hypovolemic  shock  and  the  need  for  using 
blood  in  truly  adequate  amounts  in  replace- 
ment of  volume  deficits  to  restore  circula- 
tory function.  Dr.  Blalock’s  work  in  the 
years  leading  up  to  World  War  II  led  to  the 
use  of  large  volumes  of  blood  and  plasma 
in  the  treatment  of  wounded  men  in  World 
War  II  and  to  the  large  scale  blood  pro- 
curement and  preservation  programs  of  the 
Army,  Navy,  and  Red  Cross  during  the  war, 
to  the  establishment  of  hospital  and  com- 
munity blood  banks,  and  finally  in  the  post- 
war period  to  the  national  Red  Cross  blood 
program  with  which  we  are  all  so  familiar. 

There  was  some  mistrust  of  bank  blood 
by  clinicians  in  the  early  postwar  period, 
and  it  was  thought  by  many  to  produce 
more  pyrogenic  reactions  and  more  hemoly- 
sis than  direct  donor  transfusions.  At  Johns 
Hopkins  Hospital  in  1946,  the  late  great 
neurosurgeon,  Dr.  Walter  Dandy,  a very 
frightening  man  to  students  and  residents, 
never  accepted  the  hospital’s  blood  bank. 
He  always  had  a donor  brought  in  to  the 
operating  room  for  direct  transfusion  when 
his  patients  needed  blood.  Often  the  emer- 
gency need  resulted  in  Dr.  Dandy’s  resident 
making  a quick  slash  across  the  antecubital 
space  of  the  donor  without  local  anesthetic 
so  as  to  cannulate  either  an  artery  or 
vein,  whichever  he  found  most  quickly, 
to  draw  the  blood  which  often  was  so 
desperately  needed  by  the  patient  on  the 
operating  table. 

But  all  of  this  is  behind  us.  The  tremen- 
dous growth  in  the  Red  Cross  blood  procure- 
ment and  distribution  programs  of  the  last 
20  years  is  well  known  to  all  of  you,  and 
it  has  paralleled  the  enormously  increased 
use  of  blood  and  blood  products  throughout 
the  country.  Through  the  years  we  have 
learned  to  use  blood  more  intelligently,  I 
believe,  and  more  carefully  with  stricter 
attention  to  specific  indications.  A great 
number  of  blood  substitutes  and  plasma 
expanders  have  been  developed  and  are 
available  now  in  emergency  supplies  to 
treat  hypovolemic  shock  on  an  emergent 
basis  until  blood  can  be  typed  and  cross- 
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matched  and  made  available.  The  work  of 
Shires  and  his  associates  has  emphasized 
the  importance  of  using  sodium  and  electro- 
lyte-containing solutions,  such  as  Ringer’s 
lactate,  to  replete  the  shrinking  interstitial 
fluid  volume  which  accompanies  blood  loss 
in  addition  to  volume  replacement  with 
blood.  Despite  the  pendulum  swing  which 
has  caused  an  enormous  increase  in  the  use 
of  lactated  Ringer’s  solution  in  treatment  of 
hemorrhagic  shock,  both  in  Vietnam  and  in 
civilian  practice,  blood  remains  the  funda- 
mental ingredient  which  is  needed  in  the 
ultimate  correction  of  massive  traumatic 
and  surgical  blood  loss. 

In  clinical  surgery,  we  have  learned  to 
call  on  you  to  make  blood  available  to  pro- 
tect the  patient  against  unexpected  bleed- 
ing during  elective  operations.  We  have 
learned  to  make  every  effort  during  the 
conduct  of  a surgical  procedure  to  avoid 
blood  loss  by  careful  hemostasis,  but  we 
are  no  longer  willing  to  undertake  a major 
surgical  resective  procedure  on  an  elective 
basis  without  the  availability  of  an  ade- 
quate amount  of  blood  to  provide  the 
available  protection  necessary  for  the 
patient’s  safe  conduct  through  the  opera- 
tion. The  emergency  situations  in  which 
massive  demands  on  the  blood  bank  for 
large  volumes  of  blood  to  replace  large  and 
continuing  losses  of  blood  are  well  known 
to  you.  Some  examples  of  clinical  surgical 
problems  which  cannot  be  handled  without 
massive  emergency  blood  procurement  and 
administration  are  the  familiar  problems  of 
the  traumatic  rupture  of  the  liver  from  the 
ubiquitous  automobile  accidents  of  today, 
traumatic  rupture  of  the  diaphragm  with 
laceration  of  the  inferior  vena  cava,  rup- 
tured abdominal  aortic  aneurysms,  and  the 
like.  In  these  situations,  20,  30,  or  more 
pints  of  blood  are  often  necessary,  as  you 
know,  to  pull  the  patient  through  the  repair 
of  his  injuries  or  correction  of  his  disease 
problem.  Another  familiar  and  devastating 
example  is  the  problem  of  a massive  bleed 
from  a duodenal  ulcer  in  a patient  with 
hemophilia.  These  are  problems  that  turn 
the  collective  hair  of  hematologists,  sur- 


geons, and  blood  bank  workers  rapidly 
gray. 

We  surgeons  have  come  to  depend  on  you 
people,  especially  those  of  you  who  are 
connected  with  the  Red  Cross  program,  to 
a degree  which  is  almost  analogous  to  our 
dependence  on  a sanitary  water  supply, 
and  that  analogy  bears  a closer  look.  I fear 
we  have  had  an  increasing  tendency  to  take 
you  and  your  work  for  granted  as  a part 
of  the  proper  scheme  of  things  very  much 
as  we  take  for  granted  the  availability  of 
a pure  and  totally  adequate  sanitary  water 
supply.  When  you  cannot  provide  the  needs 
which  we  think  our  patients  require  on  an 
emergency  or  on  an  elective  basis,  we  tend 
to  grumble  and  growl  at  you,  and  we 
realize  at  such  times  that  your  job  in  deal- 
ing with  a product  which  can  be  obtained 
only  from  human  beings  is  a great  deal 
more  difficult  and  less  controllable  than 
that  of  the  sanitary  engineers  who  provide 
us  with  pure  water.  And  yet,  both  you 
and  we  as  surgeons  know  that  people  still 
get  hit  by  trucks  on  holidays,  Christmas 
morning,  Thanksgiving  afternoon,  and  at 
other  times  when  we  are  prone  to  see  a 
problem  in  supply  of  blood  clearly  related 
to  the  human  factor  in  blood  procurement. 

I know  the  Christian  principle  of  “turn 
the  other  cheek”  to  be  a marvelous  guiding 
influence  on  many  lives,  and  this  pervasive 
influence  underlies  the  concept  of  the  Red 
Cross  blood  procurement  program.  How- 
ever, we  surgeons  used  to  work  regularly 
and  steadily  to  get  families  of  patients  to 
serve  as  donors  and  pay  back  in  full,  and 
at  times  overly,  blood  drawn  from  the  blood 
bank  for  the  use  of  our  patients.  The  Red 
Cross  and  the  group  of  you  have  done  such 
a good  job  in  recent  years  that  I fear  sur- 
geons have  sadly  reduced  their  efforts  to 
procure  donors  from  the  families  of  their 
patients.  As  surgeons,  we  and  our  patients 
need  your  help  continuously.  I invite  you 
to  prod  us  into  getting  our  shoulders  behind 
the  wheel  in  procurement  of  donors  and 
have  us  give  you  more  help  than  we  have 
given  you  in  the  past  and  than  we  give 
you  now! 
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CASE  REPORT 

GONADAL  DYSGENESIS: 

A Naturally  Occurring  Experiment 
In  Sexual  Organogenesis 

Arthur  T.  Fort,  M.D.,  and 

Melvin  K.  Bottorff,  M.D.,*  Memphis,  Tenn. 

Introduction 

The  phenotypic  human  female  presenting 
with  primary  amenorrhea,  infantile  internal 
genitalia,  and  streak  gonads  offers  not  only 
a diagnostic  challenge,  but  a rare  oppor- 
tunity to  confirm  certain  principles  of  sex- 
ual organogenesis  derived  from  experimen- 
tation in  laboratory  animals.  These  prin- 
ciples are  equally  useful  in  understanding 
man  or  animals,  and  since  experimentation 
is  inconceivable  in  human  embryos,  we 
must  take  advantage  of  experimental  con- 
ditions provided  by  nature  to  verify  these 
principles  in  humans.  We  will  present  a 
case  of  pure  gonadal  dysgenesis  occurring 
in  an  individual  both  phenotypically  and 
genotypically  female.  She  will  serve  as  an 
example  of  one  sub-division  of  the  gonadal 
dysgenesis  syndrome  to  help  illustrate  an 
important  principle  of  sexual  organogenesis 
applicable  to  all  gonadal  dysgenesis  and 
which  we  think  will  be  useful  to  the  clini- 
cian. 

Case  Report 

Briefly,  the  following  case  report  presents  an 
example  of  pure  gonadal  dysgenesis. 

A 23  year  old  white  female  registered  nurse 
presented  with  a chief  complaint  of  primary 
amenorrhea. 

The  patient  was  immediately  striking  by  her 
height  of  5 feet  10  inches  and  weight  of  169 
pounds.  On  examination  she  exhibited  a slightly 
eunuchoid  habitus,  undeveloped  breasts  and  a 
moderate  amount  of  pubic  hair.  The  external 
genitalia  were  female  in  character  but  slightly 
undeveloped.  The  introitus  was  virginal,  the 
vagina  supple  with  moderate  length  and  con- 
taining a hypoplastic  cervix.  On  rectovaginal 
examination,  a very  small  uterus  was  palpable. 
Ovaries  could  not  be  palpated.  A vaginal  smear 
for  maturation  index  revealed  extremely  poor 
estrogen  effect.  The  patient  did  not  have  with- 
drawal bleeding  after  administration  of  pro- 
gesterone. 


*From  the  Department  of  Obstetrics  and 
Gynecology,  The  University  of  Tennessee  College 
of  Medicine  and  the  City  of  Memphis  Hospitals, 
Memphis,  Tenn. 


A skull  film,  protein-bound  iodine  (PBI),  and 
glucose  tolerance  test  all  were  within  normal 
limits.  A buccal  smear  was  30%  sex  chromatin 
positive.  A leukocyte  culture  yielded  cells  of 
pure  XX  sex  chromosomal  constitution;  thus 
this  patient  is  a pure  genetic  female.  Urinary 
gonadotropins  were  greater  than  100  uterine 
mouse  units  indicating  a definitive  elevation.  At 
culdoscopic  examination  the  gonads  could  not 
be  visualized  satisfactorily. 

Laparotomy  revealed  the  uterus  and  fallopian 
tubes  to  be  quite  hypoplastic  but  normal  in 
contour.  The  gonads  were  represented  by  bi- 
lateral pale-white  streaks  in  the  usual  position 
of  the  ovaries.  Biopsy  of  the  streaks  showed  only 
fibrous  stroma  resembling  ovarian  stroma.  No 
primordial  follicles  or  corpus  luteum  were  seen. 

Discussion 

A brief  resume  of  the  embryology  of  sex 
differentiation  is  necessary  to  understand 
the  pathology  of  gonadal  dysgenesis.  The 
primordial  germ  cells  can  first  be  identified 
in  the  three  to  four  week  old  embryos, 
where  they  are  embedded  in  the  dorsal 
yolk  sac  epithelium.  They  migrate  by 
ameboid-like  activity  at  four  to  five  weeks 
gestation  through  the  mesentery  of  the  gut, 
to  that  part  of  the  genital  ridge  destined 
to  become  the  gonad.1  The  germ  cells  are 
the  only  sources  of  ova  and  sperm. 

Animal  experiments  show  that  destruc- 
tion of  the  area  of  origin  of  the  germ  cells, 
and  thus  the  destruction  of  the  germ  cells 
themselves,  prior  to  the  time  of  migration 
reveals  the  germ  cells  are  not  subsequently 
found  in  the  gonad  and  the  gonad  does  not 
develop  normally.  If  the  gonadal  analage 
is  transplanted  before  the  arrival  of  germ 
cells,  it  fails  to  develop.  If  the  gonadal 
analage  is  transplanted  after  the  arrival 
of  primitive  cells,  a typical  gonad  develops 
in  its  new  location.  Therefore,  the  gonad 
is  dependent  on  the  primitive  extraregional 
germ  cells  for  its  development.2 

The  testis  and  ovary  are  derived  from  the 
indifferent  gonad.  The  testis  is  chiefly  de- 
rived from  the  primary  sex  cords  of  the 
primitive  medulla,  the  cortex  being  isolated 
at  an  early  stage  by  the  tunica  albugenia. 
In  ovarian  development,  the  primary  sex 
cords  recede  toward  the  hilum  and  the 
cortex  makes  the  major  contribution  to  the 
bulk  of  the  mature  ovary.3 

The  genital  ducts  are  those  internal 
genital  structures  which  are  derived  either 
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from  the  mullerian  or  wolffian  primordia 
giving  rise,  respectively,  to  female  and  male 
reproductive  tracts. 

Figure  1 shows  the  embryonic  differenti- 
ation of  male  and  female  genital  ducts  from 
the  wolffian  and  mullerian  primordia.  The 
first  diagram  represents  the  indifferent  stage 
depicting  the  bipotential  gonad,  the  large 
mesonephros,  the  mullerian  duct  medially 
and  the  wolffian  duct  laterally.  The  third 
diagram  reveals  the  development  of  the 
mullerian  or  female  duct  system.  The  gonad 
has  differentiated  into  an  ovary  and  the 
mullerian  ducts  into  fallopian  tubes,  uterus 
and  upper  one-third  of  the  vagina.  The 
wolffian  duct  system  has  involuted  with 
the  remnants  barely  visible. 

The  second  diagram  represents  the  nor- 
mal differentiation  of  the  male  or  wolffian 
duct  system.  The  gonad  has  differentiated 
into  a testis  and  the  wolffian  body  and  ducts 


into  the  epididymis,  aberrant  ductules,  vas 
deferens  and  seminal  vesicles. 

The  external  genitalia  will  inevitably 
feminize  unless  there  is  exposure  to  andro- 
gen before  the  twelfth  fetal  week.  In  nor- 
mal male  development,  external  genital 
masculinization  results  from  androgen  de- 
rived from  the  Leydig  cells  of  the  fetal 
testes.  The  external  genitalia  of  a female 
fetus  will  likewise  exhibit  masculinization 
if  exposed  before  the  twelfth  week  to  andro- 
gen from  the  maternal  circulation,  or,  in  the 
case  of  adrenal  hyperplasia,  from  the  fetal 
adrenal  gland. 

The  classical  experiments  of  Jost4  in 
rabbit  embryos  before  and  during  the  peri- 
od of  duct  differentiation,  as  illustrated  in 
figure  1,  demonstrates  the  paramount  role 
of  the  fetal  testes  in  determining  the  di- 
rection of  genital  duct  development. 

To  reiterate,  the  first  diagram  shows  the 


Figure  I 


THE  OVARY 


MALE 

INDIFFERENT  STAGE  DIFFERENTIATION 


MALE  UNILATERAL  MALE  LATE 

EARLY  CASTRATE  CASTRATE 


FEMALE 

DIFFERENTIATION 


MALE  or  FEMALE 
BILATERAL 
EARLY  CASTRATE 


Schematic  illustration  of  Jost’s  work.  (From 
Williams’  Textbook  of  Endocrinology,  ed.  4,  1968, 


Figure  8-14  on  page  554.  Reprinted  with  per- 
mission.) 
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gonads,  mullerian  ducts  and  wolffian  ducts 
at  the  early  indifferent  stage.  In  the  pres- 
ence of  functional  fetal  testes,  as  illustrated 
in  the  second  diagram,  the  mullerian  struc- 
tures involute  while  the  wolffian  ducts  com- 
plete their  development.  In  the  absence  of 
testes,  the  wolffian  ducts  always  degenerate 
and  the  mullerian  structures  mature  into 
a normal  uterus  and  fallopian  tubes.  This 
is  illustrated  in  the  third  diagram.  Female 
development  is  not  contingent  on  the  pres- 
ence of  an  ovary,  since  equally  good  devel- 
opment of  the  uterus  and  tubes  will  take 
place  if  no  gonad  is  present.  This  was 
proven  by  Jost  by  the  removal  of  the 
gonads  of  genetic  male  and  female  rabbits 
before  the  period  of  duct  differentiation. 
This  resulted  in  the  development  of  the 
mullerian  duct  system  regardless  of  the 
genetic  sex  of  the  individual,  as  illustrated 
in  the  fourth  diagram. 

The  lower  right  diagram  reveals  the  ef- 
fects of  local  application  of  androgen  re- 
sulting in  wolffian  duct  stimulation,  but  no 
inhibitory  effect  on  the  mullerian  elements. 
The  systemic  administration  of  androgens 
to  an  early  embryo  fails  to  duplicate  the 
action  of  the  fetal  testis.  For  this  reason, 
most  authorities  believe  that  the  fetal  testis 
secretes  a “ duct  organizing  substance ” 
which  is  nonsteroidal  and  distinct  from 
ordinary  androgens. 

That  some  type  of  secretion  from  the 
fetal  testis  is  the  decisive  factor  in  the 
differentiation  of  genital  ducts  has  been 
abundantly  confirmed  in  humans  with  vari- 
ous forms  of  hermaphroditism.  In  true 
hermaphrodites  who  have  testis  on  one  side 
and  an  ovary  on  the  other,  male  ducts  are 
present  on  the  side  of  the  testis  and  female 
ducts  on  the  side  of  the  ovary.  Thus,  this 
“duct  organizing  substance ” must  exert  its 
influence  locally  and  unilaterally. 

The  principles  that  Jost  so  brilliantly 
demonstrated  in  the  rabbit  embryo  also 
applies  to  humans.  The  humans  with 
gonadal  dysgenesis  represent  this  principle 
since  in  essence  they  have  been  denied  a 
gonad.  Thus,  all  humans  with  rudimentary 
or  streak  gonads,  regardless  of  genetic  sex, 
should  be  found  to  have  a mullerian  de- 
rived genital  tract  represented  by  fallopian 
tubes  and  uterus,  and  female  external  geni- 


talia. These  patients,  since  they  have  no 
estrogen  production,  will  be  amenorrheic 
and  the  uterus,  fallopian  tubes,  and  breasts 
will  remain  undeveloped  past  puberty.  A 
review  of  the  literature  of  case  experience 
with  gonadal  dysgenesis  shows  this  to  be 
true,  and  furthermore  the  sex  chromosome 
patterns  range  from  pure  XX  to  XO 
through  various  mosaics  to  pure  XY.  There- 
fore, no  matter  what  the  genetic  sex  of  the 
human  cases  of  gonadal  dysgenesis,  the 
patients  all  had  mullerian  derived  internal 
genitalia,  female  external  genitalia  and 
streak  gonads.  No  estrogen  secretion  from 
these  streaks  results  in  primary  amenorrhea 
and  infantile  or  undeveloped  fallopian 
tubes,  uterus  and  secondary  sex  charac- 
teristics. 

The  most  common  example  of  gonadal 
dysgenesis  is  the  Turner’s  syndrome.  These 
patients  have  an  XO  sex  chromosome  con- 
stitution. They  also  have  several  associated 
classic  somatic  alterations  such  as  short 
stature,  web  neck,  cubitus  valgus  and 
others.  The  internal  genitalia  is  mullerian 
derived  and  they  are  phenotypically  female 
with  gonadal  streaks.  With  an  XO  chromo- 
some constitution,  these  individuals  are,  in 
essence,  neither  male  or  female  genetically 
and  thus,  practically  speaking,  have  been 
denied  a gonad. 

The  patients  with  “pure  gonadal  dysgen- 
esis” have  gonadal  dysgenesis  alone  with  no 
other  associated  somatic  abnormalities. 
These  individuals  are  usually  eunuchoid, 
with  undeveloped  secondary  sex  charac- 
teristics and  usually  have  sparse  pubic  and 
axillary  hair. 

As  to  the  etiology  of  gonadal  dysgenesis, 
only  theory  can  be  offered.  It  can  be  postu- 
lated that  the  germ  cells  of  the  embryo 
never  arrived  at  the  gonad,  or  if  they  ar- 
rived they  were  destroyed  before  having 
induced  the  gonad  to  differentiate  into 
ovaries  or  testes.  Whether  this  is  congenital 
or  acquired  is  also  unknown.  Obviously 
there  is  no  means  of  proving  what  destroyed 
the  germ  cells,  but  it  is  conceivable  that 
some  viral  infection  or  drug  might  be 
culpable. 

Therapy  is  directed  at  enhancing  the  pa- 
tient’s secondary  sexual  development.  Cy- 
clic sex  steroid  treatment  is  given  in  quanti- 
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ties  sufficient  to  stimulate  development  of 
the  breast.  The  majority  of  patients  will 
menstruate  as  well  on  this  therapy.  Our 
patient  is  on  a sequential  birth  control  pill 
plus  1.25  mg.  of  conjugated  equine  estro- 
gens. The  conjugated  estrogens  were  added 
to  increase  development  of  the  breasts. 
There  is  no  reason  that  these  individuals 
cannot  participate  normally  in  coitus. 

Summary 

One  additional  case  of  gonadal  dysgenesis 
is  presented  and  characterized  by  primary 
amenorrhea,  phenotype  of  a female  with 
an  infantile  mullerian  derived  genital  sys- 
tem and  streak  gonads.  This  particular 
patient  is  characterized  as  one  of  pure 
gonadal  dysgenesis  because  she  has  no 


Does  World  Whirl  Toward  Full-Scale 
Famine  By  '75? 

We  were  warned  in  1798:  “Population, 

when  unchecked,  increases  in  a geometrical 
ratio.  Subsistence  increases  only  in  an 
arithmetical  ratio.  A slight  acquaintance 
with  numbers  will  show  the  immensity  of 
the  first  power  in  comparison  of  the  sec- 
ond.” 

The  alarm,  terrifying  in  its  simplicity 
and  import,  came  from  England’s  famed 
political  economist  T.  R.  Malthus.  It  was 
little  heeded. 

Only  one  hundred  and  seventy  years 
later,  physicist-writer  C.  P.  Snow,  in  a 
lecture  at  Westminster  College,  remarked: 
“I  have  to  say  that  I have  been  nearer  to 
despair  this  year,  1968,  than  ever  in  my 
life.  We  may  be  moving — perhaps  in  ten 
years — into  large  scale  famine.  Many  mil- 
lions of  people  are  going  to  starve.  We  shall 
see  them  doing  so  upon  our  television  sets.” 

The  number  of  people  on  earth  has  grown 
with  Malthusian  speed.  There  were  only 
250  million  people  living  at  the  time  of 
Christ.  It  took  all  of  sixteen  centuries  for 
that  population  to  double  to  500  million 
people.  At  the  rate  we  are  going  now,  it 
will  take  only  about  25  years  for  our  present 


somatic  abnormalities.  The  etiology  whether 
hereditary  or  acquired  remains  obscure.  The 
proper  management  is  adequate  explana- 
tion to  the  patient  as  to  the  nature  of  her 
disease  and  adequate  estrogen  replacement. 
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population  of  3V2  billion  people  to  double 
to  7 billion. 

Food  supplies  lag  far  behind.  The  world’s 
production  of  food  today  is  not  adequate — 
in  quantity  or  quality — for  even  3%  billion 
people.  To  feed  another  3V2  billion  hungry 
mouths  only  25  years  from  now  will  require 
enormous  increases  in  food  supplies. 

Population  biologist  Dr.  Paul  Ehrlich  of 
Stanford  believes  “it  is  already  too  late  to 
prevent  a drastic  rise  in  the  death  rate 
through  starvation.”  Others  predict  full 
scale  famine  by  1975. 

In  spite  of  warnings,  the  world  seems  to 
have  been  taken  by  surprise.  People  of 
every  nationality  and  economic  circum- 
stance now  face  a common  enemy,  for  wide- 
spread famine  endangers  nothing  less  than 
civilization  itself.  As  Ehrlich  puts  it,  “.  . . 
saying  that  the  population  explosion  is  a 
problem  of  underdeveloped  countries  is  like 
telling  a fellow  passenger  ‘your  end  of  the 
boat  is  sinking.’  ” 

To  solve  the  world  food  crisis,  if  it  can 
be  solved,  extraordinary  efforts  will  have 
to  be  made  to  develop  and  implement  an 
advanced  food  technology.  ( Syntex  Corpo- 
ration— Annual  Report  from  the  Journal 
of  the  Medical  Association  of  the  State  of 
Alabama.) 
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OSTEOPETROSIS* 

Phillip  M.  Utley,  M.D. 

Jonesboro,  Arkansas 

Osteopetrosis  is  characterized  by  Walsh1 
as  an  exceedingly  rare  disease  with  the 
clinical  features  of  spontaneous  fractures, 
anemia,  and  blindness.  The  name  of  Albers- 
Schonberg  has  been  associated  with  this 
unusual  disorder  of  bone  formation  since 
he  made  a radiologic  diagnosis  of  what  he 
termed  “marble-bone  disease”  in  1904.  This 
was  the  first  demonstration  of  the  disease  in 
a living  person.2  The  recent  occurrence  of 
a case  of  osteopetrosis  in  which  the  pro- 
gressive loss  of  vision  could  be  documented, 
a probable  cause  demonstrated,  and  opera- 
tive intervention  carried  out  has  prompted 
this  report. 

Case  Report 

A 16  year  old  white  boy  presented  to  the 
Mid-South  Lions  Eye  Institute  requesting  cos- 
metic surgery  to  correct  a marked  ocular  devia- 
tion. There  was  a past  history  of  poor  vision  in 
the  right  eye  for  many  years,  and  a long  stand- 
ing exotropia  which  had  become  more  pro- 
nounced over  the  preceding  12  to  14  months.  The 
patient  further  stated  that  he  had  had  several 
fractures,  including  one  of  the  humerus  at  age 
10,  assorted  rib  fractures,  and  a recurrent  hip 
fracture  which  had  led  to  an  open  reduction 
3 years  before.  The  fracture  of  the  arm  was 
the  result  of  throwing  a baseball,  while  the  rib 
fractures  and  the  original  hip  fracture  were  foot- 
ball injuries.  He  had  been  told  that  he  had 
“chalky  bones.” 

An  ophthalmologic  examination  had  been  done 
6 years  before  by  another  examiner.  The  right 
eye,  although  amblyopic  at  that  time,  had  20/60 
vision,  the  left  eye  had  20/20  vision,  and  there 
was  no  evidence  of  optic  atrophy  in  either  eye.3 

The  patient’s  mother  stated  that  an  older  son, 
a half-brother  to  our  patient,  had  a similar 
problem,  had  also  sustained  numerous  fractures, 
but  was  gainfully  employed  and  well  at  that 
time.  The  mother  had  been  told  that  the  bones 
of  her  lower  extremities  showed  evidence  of 
the  same  disease  process,  though  she  had  never 
had  a fracture. 

Physical  examination  of  the  patient  showed  an 
alert,  cooperative,  and  apparently  healthy  young 
boy  with  best  corrected  visual  acuity  of  light 
perception  only  O.D.  and  20/20  O.S.  On  the 

*Read  at  the  meeting  of  the  Tennessee 
Academy  of  Ophthalmology  and  Otolaryngology, 
April  10,  1970,  Memphis,  Tenn. 


right  side  there  was  exotropia  of  35  prism 
diopters  in  all  positions  of  gaze.  The  pupils  were 
6 mm  in  diameter,  round  and  regular.  The  right 
pupil  reacted  poorly  to  light  but  normally  to 
accommodation  and  exhibited  a normal  consen- 
sual reflex.  There  was  a paradoxic  response 
to  light  when  the  eyes  were  illuminated  alter- 
nately, with  the  right  pupil  dilating  momentarily 
on  light  stimulation.  The  left  pupil  was  normal. 
The  ocular  media  were  clear.  The  fundus  of 
the  right  eye  showed  total  primary  optic  atrophy 
and  nothing  more.  The  fundus  of  the  left  eye 
showed  definite  optic  atrophy  with  a pale  disc 
and  paucity  of  small  nutrient  vessels.  Central 
and  peripheral  fields  of  the  left  eye  were  within 
norma]  limits. 

Radiographic  examination  of  the  skull,  thorax, 
and  lower  extremities  revealed  findings  con- 
sistent with  the  diagnosis  of  osteopetrosis.  The 
optic  foramina  showed  bilateral  encroachment 
with  the  greatest  diameter  of  the  right  3 mm 
and  that  of  the  left  4 mm. 

With  documented  evidence  of  progressive 
visual  loss  and  the  demonstration  of  bony  en- 
croachment on  the  optic  nerves  at  the  foramina, 
consideration  was  given  toward  neurosurgical 
intervention.  After  neurosurgical  evaluation  was 
completed,  it  was  thought  that  operative  inter- 
vention on  the  side  with  total  optic  atrophy 
would  be  futile,  but  that  a surgical  attack  on 
the  better  side  was  indicated. 

In  June  of  1969,  a left  foramenotomy  was 
carried  out  under  general  anesthesia  and  with 
the  aid  of  an  operating  microscope.  There  was 
some  focal  seizure  activity  in  the  early  post- 
operative period  and  the  patient  was  discharged 
within  10  days  on  diphenylhydantoin  (Dilan- 
tin) . There  was  no  seizure  activity  after  one 
month,  and  the  Dilantin  was  discontinued  after 
3 months. 

Ophthalmologic  evaluation  6 weeks  after 
operation  showed  no  change  in  visual  acuity  and 
a small  generalized  constriction  of  the  field.  This 
finding  was  not  present  at  the  time  of  examina- 
tion one  month  later.  Eight  months  after  opera- 
tion the  central  and  peripheral  fields  were  full, 
and  the  visual  acuity  remained  at  the  preopera- 
tive level. 

Discussion 

Less  than  250  cases  of  osteopetrosis  had 
been  reported  by  1964.  There  is  no  racial  or 
sex  predilection,  and  the  diagnosis  may  be 
made  in  utero  by  radiographs  or  go  unnoted 
until  late  in  life.  The  mode  of  transmission 
is  not  entirely  clear.  There  may  be  a reces- 
sive form  associated  with  the  severe  or 
malignant  type  and  a dominant  form  asso- 
ciated with  the  mild  or  benign  variety.4’5 
Characteristics  of  this  syndrome  other  than 
optic  atrophy,  fractures,  and  anemia  include 
dental  caries  with  secondary  osteomyelitis 
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of  the  mandible,  facial  paralysis,  and  deaf- 
ness. The  latter  two  manifestations  are 
apparently  due  to  encroachment  of  bone  on 
the  7th  and  8th  cranial  nerves  at  their 
foramina.  However,  the  neuroforamen 
which  is  most  frequently  involved  is  ap- 
parently the  optic  one.6  Anemia  is  due  to 
the  exclusion  of  marrow  by  abnormal  bone, 
and  extramedullary  hematopoiesis  associ- 
ated with  hepatosplenomegaly  is  often 
seen.4  Mild  to  moderate  exophthalmos 
secondary  to  encroachment  of  orbital  space 
by  abnormal  bone  is  encountered.5  Severe 
exophthalmos  in  a neonate  with  osteope- 
trosis was  reported  in  1964.  Tarsorrhaphy 
was  necessary,  and  optic  atrophy  was  de- 
tected at  4 weeks  of  age  in  this  infant.7 

The  diagnosis  of  this  disease  is  usually 
made  on  the  clinical  picture  plus  the 
radiographic  characteristics  or  by  a chance 
finding  on  x-ray  films  alone  in  asymptomatic 
cases.  The  term  “marble-bone”  was  chosen 
because  of  the  x-ray  appearance  rather  than 
the  consistency  of  the  osseous  structures. 
Karshner  in  1926  suggested  the  term  osteo- 
petrosis or  “brittle  bones”  to  better  char- 
acterize the  clinical  picture.  The  main 
radiographic  feature  is  a loss  of  distinction 
between  cortical  and  cancellous  bone  with 
the  long  bones  casting  a dense  and  homog- 
enous shadow.  The  medullary  cavity  is 
obliterated.  Metaphyseal  ends  show  club- 
bing as  well  as  longitudinal  streaks  and 
transverse  areas  of  rarefaction.  X-ray  evi- 
dence of  osteopetrosis  is  frequently  wide- 
spread even  in  the  benign  form,  and  changes 
can  be  found  in  the  ribs,  pelvis,  vertebrae, 
and  femur.  There  is  frequently  a loss  of 
diploic  space  and  thickening  of  the  base  of 
the  skull,  secondary  to  which  the  neurofora- 
mina are  comprised.4’8 

The  etiology  of  osteopetrosis  is  unknown. 
There  is  general  agreement  that  modeling 
of  bone  is  abnormal.  It  was  shown  by 
Zawisch9  that  osteoclasts  were  indeed  pres- 
ent, contrary  to  the  opinion  of  some  other 
observers.  Her  feeling  was  that  damage  to 
the  bone-forming  blastema  at  the  second 
stage  of  development  prevents  resorption  of 
embryonic  bone  and  indirectly  impairs 
hematopoiesis.  Rubin4  has  suggested  a fail- 
ure to  absorb  primary  spongiosa  and  the 
consequent  changes  in  the  modeling  of  bone 
to  be  the  responsible  factor. 


The  first  mention  of  decompression  of  the 
optic  canal  as  a method  of  treating  pro- 
gressive optic  atrophy  in  osteopetrosis 
seems  to  have  been  by  Ellis  and  Jackson6 
in  1962.  They  reported  a patient  who  had 
been  operated  upon  8 years  before  with  a 
satisfactory  result  in  that  visual  loss  was 
halted.  Hill  and  Charlton,2  in  1965,  reported 
2 cases  in  which  an  operation  had  been 
done.  In  one  the  visual  results  were  un- 
certain due  to  advanced  disease  and  the 
young  age  of  the  patient  at  the  time  of 
operation.  Their  other  patient,  also  a child, 
had  useful  vision  3 years  after  craniotomy. 
These  authors  point  out  that  the  presence 
of  an  atrophic  nerve  head  is  not  a contrain- 
dication to  operation  if  vision  can  be  de- 
monstrated. The  result  in  our  case  would 
seem  to  substantiate  the  validity  of  this 
statement. 

Summary 

A case  of  the  so-called  benign  type  of 
osteopetrosis  with  late  ocular  involvement 
has  been  presented.  Optic  atrophy  due  to 
bony  encroachment  at  the  optic  foramen 
was  the  apparent  cause  of  visual  loss,  and 
operative  intervention  was  carried  out.  No 
progression  of  the  optic  atrophy  on  the 
side  operated  upon  has  been  noted  for  8 
months.  The  signs,  symptoms,  and  theories 
of  etiology  have  been  briefly  discussed.  The 
patient  is  one  of  a very  few  with  osteope- 
trosis who  has  had  surgical  intervention  in 
an  attempt  to  preserve  vision. 
Acknowledgement. — The  author  wishes  to  thank 
Harold  Cotton  Ray,  M.D.  of  Huntsville,  Alabama 
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Intractable  Pain 

DR.  WILLIAM  MEACHAM:  The  case 

for  discussion  today  concerns  the  problem 
of  intractable  pain  due  to  inoperable  malig- 
nant disease  and  the  neurosurgical  manage- 
ment of  such  a problem.  The  case  history 
will  be  given  by  Dr.  Fruin. 

DR.  ALAN  FRUIN:  The  patient  is  a 33  year 
old  woman  who  was  found  to  have  carcinoma  of 
the  cervix  about  one  year  ago.  Pelvic  explora- 
tion revealed  extension  of  the  tumor  into  the 
lateral  pelvic  walls.  In  spite  of  adequate  irradia- 
tion to  the  area,  she  has  developed  severe  back 
and  pelvic  pain  and  has  been  found  to  have 
further  regional  extension  of  the  tumor.  Persis- 
tent edema  of  both  lower  extremities  has  oc- 
curred due  to  thrombosis  of  the  inferior  vena 
cava  as  disclosed  by  venocavagram.  Lymphan- 
giogram  revealed  metastatic  involvement  of  the 
para-aortic  and  pelvic  lymph  glands.  The  re- 
mainder of  her  examination  including  the 
routine  laboratory  studies  was  negative. 

The  patient  was  considered  an  excellent  can- 
didate for  a neurosurgical  procedure  for  relief 
of  pain  since  frequent  large  doses  of  morphine 
did  not  adequately  control  her  discomfort. 

A percutaneous  cordotomy  using  a radio- 
frequency lesion  generator  was  performed  un- 
eventfully. A level  of  analgesia  was  established 
up  to  the  6th  thoracic  dermatome  on  the  left 
side.  One  week  later  a similar  lesion  was  made 
on  the  opposite  side  of  the  spinal  cord  at  the 
Co  segment  with  an  analgesic  level  extending  to 
the  first  thoracic  level.  She  has  had  complete 
relief  of  pain,  and  except  for  a transient  period 
of  difficulties  in  voiding,  there  have  been  no 
complications.  Respirations  have  not  been  im- 
paired at  any  time. 

DR.  MEACHAM:  The  development  of 

this  ingenious  operation  for  relief  of  pain 
has  had  an  interesting  history  beginning 
with  the  traditional  “open”  operation  which 
has  stood  the  test  of  time  and  has  been  a 
boon  to  many  hundreds  of  victims  of  in- 
tractable, unrelenting  pain.  Dr.  Meirowsky 
has  reviewed  the  historical  background  of 
this  operative  procedure  which  has  excited 
neurological  interest  for  over  a hundred 
years. 

DR.  ARNOLD  MEIROWSKY:  The  first 

*From  the  Division  of  Neurological  Surgery, 
Department  of  Surgery,  Vanderbilt  Medical 
Center,  Nashville,  Tenn. 


cordotomy  on  man  was  performed  by 
E.  Martin  at  the  instigation  of  W.  G.  Spiller 
in  1911,  and  was  reported  in  the  JAMA  in 
1912.  In  the  middle  of  the  last  century 
(1858) , J.  M.  Schiff  observed  that  by  sparing 
the  posterior  columns  of  the  spinal  cord  of 
rabbits  but  dividing  the  remainder  of  the 
cord  the  animals  would  respond  to  touch 
but  would  ignore  painful  stimuli.  Schiff 
recognized  the  similarity  between  this  state 
and  the  clinical  condition  of  analgesia  which 
had  been  described  in  man  by  Beau  and 
Vieusseux  in  the  early  part  of  the  19th 
century.  Clinical  observation  by  W.  Mueller 
in  1871  and  by  W.  R.  Gowers  in  1878  estab- 
lished the  production  of  contralateral  anal- 
gesia by  hemisection  of  the  cord.  Mueller 
had  studied  a patient  with  a stab  wound 
whose  lesion  had  completely  divided  one- 
half  of  the  spinal  cord  and  the  posterior 
column  on  the  other  side;  he  observed  the 
presence  of  anesthesia  on  both  sides,  but 
analgesia  only  on  the  side  opposite  the 
hemisection.  Gowers  described  a penetrat- 
ing wound  of  the  lateral  column  of  the 
spinal  cord  produced  by  an  indriven  bone 
fragment  resulting  in  contralateral  anal- 
gesia without  impairment  of  touch  percep- 
tion. L.  Edinger  demons  trated  the 
existence  of  the  spinothalamic  tract  in  1889 
in  newborn  cats.  On  the  basis  of  an  analysis 
of  175  cases  reported  in  the  literature, 
K.  Petren  came  to  the  conclusion  that  the 
pathways  for  cutaneous  pain  and  tempera- 
ture cross  to  the  opposite  side  of  the  cord 
and  ascend  somewhere  in  the  lateral  column 
of  the  white  matter.  In  1905,  W.  G.  Spiller 
reported  a case  with  loss  of  pain  and 
temperature  appreciation  over  the  lower 
part  of  the  body.  At  autopsy,  tuberculomas 
were  found  involving  the  anterolateral 
columns  of  the  caudad  portion  of  the 
thoracic  cord.  A.  Schueller  was  the  first  to 
section  the  anterolateral  tracts  in  monkeys 
with  the  idea  of  employing  this  operation, 
which  he  named  “chordotomie,”  in  man  for 
the  relief  of  pain.  It  was  E.  Martin  who,  in 
collaboration  with  Spiller,  performed  the 
first  cordotomy  in  man  in  1911.  The  patient 
was  not  fully  relieved  of  pain  resulting  from 
a low  cord  tumor  but  did  have  analgesia 
in  the  lower  extremities.  Nine  years  later, 
in  1920,  C.  H.  Frazier  demonstrated  that  a 
3 mm  cut,  dividing  the  anterolateral  column 
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at  the  5th  thoracic  segment,  would  produce 
analgesia  over  the  entire  contralateral  sur- 
face of  the  body  caudad  to  the  tractotomy, 
resulting  in  relief  of  pain  in  the  correspond- 
ing area. 

DR.  MEACHAM:  As  you  have  heard,  the 
operation  of  cordotomy  is  a beautiful 
example  of  how  astute  clinical  observations 
and  an  understanding  of  the  essentials  of 
neuroanatomy  can  lead  o a beneficial  prac- 
tical application.  I am  certain  we  all 
admire  the  courage  and  the  conviction  of 
the  surgeon  who  first  dared  to  sever  por- 
tions of  the  intact  human  spinal  cord. 

Even  though  our  patient  for  today  was 
treated  by  a newer  method  of  tractotomy, 
there  are  still  valid  and  useful  reasons  for 
utilizing  the  open  operation  in  some  situa- 
tions. Dr.  Bond  will  discuss  the  usefulness 
and  limitations  of  the  traditional  “open” 
surgical  method  of  cordotomy. 

DR.  ARTHUR  BOND:  The  classical 

cordotomy  which  has  come  to  be  known  as 
“open”  cordotomy  became  a standard  sur- 
gical procedure  and  has  offered  great 
benefit  to  patients  suffering  from  a wide 
variety  of  painful  disorders.  For  the  most 
part,  these  disorders  have  been  malignant 
diseases  with  pain  that  has  been  difficult  or 
impossible  to  control  with  the  use  of  heavy 
doses  of  narcotics.  One  of  the  major  disad- 
vantages of  open  cordotomy  is  the  fact  that 
it  represents  a major  surgical  procedure 
requiring  exposure  of  the  spinal  cord.  The 
procedure  can  be  done  either  in  the  upper 
thoracic  area  or  in  the  upper  cervical  area. 
Cordotomy  incisions  have  been  made  else- 
where, but  classically  these  are  the  two 
areas  that  lend  themselves  best  to  the 
surgical  procedure.  We  have  been  accus- 
tomed to  doing  the  cordotomy  under  gen 
eral  anesthesia,  although  in  many  instances 
it  is  possible  and  perhaps  preferable  to  do 
the  procedure  under  local  anesthesia.  The 
mortality  rate  will  vary  with  the  type 
patients  undergoing  the  procedure.  Statis- 
tical reports  of  various  series  of  patients 
have  reported  mortality  rates  ranging  from 
4 to  25%.  If  one  has  a large  number  of 
chronically  ill  patients  with  far  advanced 
malignancy,  the  mortality  rate,  of  course,  is 
going  to  be  much  higher.  One  of  the  dis- 
tressing experiences  with  cordotomy  has 
been  the  tendency  for  the  sensory  level  to 


drop  or  partially  disappear.  This  may  be 
due  to  technical  factors  with  incomplete 
severance  of  the  fibers  of  the  spinothalamic 
tract,  or  in  other  cases  it  may  be  due  to 
the  anatomic  arrangement  of  the  spinal  cord 
which  allows  fibers  to  ascend  uncrossed  or 
even  out  of  the  usual  anatomic  distribution 
of  the  spinothalamic  tract.  In  these  individ- 
uals there  may  be  a slow  but  progressive 
diminution  of  the  sensory  loss  until  pain 
recurs  in  the  original  sites.  It  takes  time  for 
this  to  happen,  and  in  most  cases  where 
malignant  disease  is  being  treated,  the 
patient’s  life  expectancy  is  short  and  the 
dropping  cordotomy  level  is  not  a grave 
problem.  However,  in  those  cases  where 
cordotomy  is  done  for  benign  disease,  this 
condition  may  readily  develop  and  may 
lead  to  failure  of  the  procedure  to  control 
pain. 

An  effective  cordotomy  requires  an  inci- 
sion in  the  anterior  quadrant  of  the  spinal 
cord  that  severs  or  damages  many  of  the 
tracts  in  that  anterior  quadrant.  This  in 
itself  leads  to  the  development  of  some 
side  effects  which  are  of  importance  and 
must  be  taken  into  account  in  the  considera- 
tion of  this  surgical  procedure. 

This  corticospinal  tract  classically  is 
limited  to  the  posterolateral  aspect  of  the 
spinal  cord,  but  an  incision  beginning  at 
the  dentate  ligament  may  very  well  sever 
some  fibers  of  the  corticospinal  tract 
extending  more  anterior  than  this.  Careful 
study  of  patients  who  have  undergone 
cordotomy  will  usually  reveal  a mild  degree 
of  muscular  weakness.  Very  few  persons 
notice  any  weakness  themselves  and  it  is 
only  a small  number  who  will  be  handi- 
capped by  the  minimal  degree  of  paresis. 
More  severe  paralysis  is  probably  due  to 
interference  of  vascular  supply  to  the  cord. 
Injury  to  the  spinocerebellar  tracts  may 
produce  temporary  ataxia  which  usually  is 
compensated  for  rather  quickly  once  the 
patient  becomes  ambulatory.  Of  a more 
distressing  nature  is  the  involvement  of 
bladder  and  sexual  function.  The  cor- 
dotomy that  is  performed  on  one  side  of  the 
spinal  cord  will  usually  leave  the  patient’s 
bladder  function  intact.  Although  tem- 
porary involvement  of  bladder  function  is 
not  at  all  unusual,  some  patients  may  need 
several  months  to  recover  complete  bladder 
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function.  The  same  can  be  said  for  sexual 
function,  although  this  is  a difficult  'matter 
to  evaluate.  The  bilateral  cordotomy  has  a 
much  more  profound  influence  on  bladder 
function,  and  most  patients  who  have  bilat- 
eral cordotomy  will  have  some  permanent 
impairment  of  function.  This  may  be  mani- 
fest by  retention,  by  failure  to  empty  the 
bladder  completely,  or  in  some  cases  by 
incontinence.  Sexual  function  is  lost  fol- 
lowing bilateral  cordotomy. 

Impairment  of  respiratory  function  is 
another  major  disadvantage  in  performing 
cordotomies  in  the  cervical  region.  Minimal 
loss  of  tidal  volume  accompanies  unilateral 
cordotomy,  but  with  bilateral  cordotomy  a 
significant  reduction  in  tidal  volume  usually 
will  follow.  If  the  patient  already  has  a 
borderline  respiratory  reserve,  he  may  de- 
velop serious  respiratory  difficulty  during 
the  early  postoperative  period.  Another 
peculiar  phenomenon  associated  with  the 
cordotomy  has  been  reported.  This  is  the 
loss  of  involuntary  control  of  respiratory 
function  so  a patient  is  unable  to  maintain 
adequate  respiratory  function  during  sleep 
and  must,  therefore,  be  assisted  by  a 
mechanical  respirator. 

DR.  MEACHAM:  In  an  effort  to  avoid 
some  of  the  risks  of  open  surgery  with  a 
general  anesthetic  and  to  apply  the  princi- 
ples of  pain  relief  to  persons  who  could  not 
be  considered  candidates  for  operation  be- 
cause of  high  risk  factors,  the  newer 
methods  of  transecting  the  lateral  spinothal- 
amic pathways  were  developed.  Dr.  Cobb 
has  obtained  a very  excellent  result  in 
this  patient,  and  he  will  now  describe  the 
procedure  in  more  detail  for  us. 

DR.  CULLY  COBB:  Percutaneous  or 

“needle”  cordotomy  has  been  developed  in 
the  past  5 years  and  has  been  accorded  wide 
acceptance.  Through  the  work  of  Mullan, 
Rosomoff,  Lin,  and  others,  a technic  has 
evolved  that  has  proven  to  be  quite  accurate 
and  can  be  employed  wherever  certain  basic 
equipment  is  available.  I think  the  way  that 
we  do  the  operation  requires  the  considera- 
tion of  several  important  technical  factors. 
For  example,  it  is  important  to  have  bi- 
plane fluoroscopic  equipment  at  hand  and 
to  use  the  impedance  monitor  which  reveals 
a sharp  change  in  impedance  response  when 
the  electrode  tip  leaves  the  fluid-filled  suba- 


rachnoid space  and  enters  the  tissues  of  the 
spinal  cord.  The  production  of  the  destruc- 
tive lesion  is  made  with  a radiofrequency 
lesion  generator,  now  used  by  most  of  those 
who  perform  this  operation. 

Our  operations  have  all  been  done  at  the 
level  of  the  atlanto-axial  interspace  (Cl- 
C2),  and  generally  the  operation  is  per- 
formed as  follows:  With  the  patient  in  the 
supine  position  for  cervical  fluoroscopy,  a 
short  bevelled  18  gauge  lumbar  puncture 
needle  is  inserted  just  below  the  tip  of  the 
mastoid  process,  and  under  fluoroscopic  ob- 
servation it  is  passed  into  position  approach- 
ing the  dura  and  subarachnoid  space.  When 
the  correct  position  is  obtained,  the  needle 
is  passed  through  the  dura  into  the  sub- 
arachnoid space  and  a small  amount  of 
cerebrospinal  fluid  removed  and  emulsified 
with  a few  drops  of  Pantopaque.  This 
mixture  then  is  injected  with  some  force 
into  the  spinal  canal  so  the  radioopaque 
material  will  layer  on  the  dentate  ligament, 
the  anterior  surface  of  the  cord,  and  the 
posterior  wall  of  the  spinal  canal.  The 
needle  tip  is  then  advanced  so  it  will  enter 
the  cord  about  1 mm  anterior  to  the 
dentate  ligament,  and  at  this  point  the  elec- 
trode is  inserted  through  the  needle,  enter- 
ing the  cord  substance  and  causing  a marked 
change  in  the  impedance  monitor,  indicat- 
ing that  the  electrode  was  indeed  within  the 
substance  of  the  cord.  (Fig.  1 and  Fig.  2.) 
If  all  of  these  criteria  for  localization  are 


Fig.  1.  Lateral  view  of  cervical  spine  showing 
the  needle  electrode  in  the  final  position  for 
producting  the  lesion.  (Note  the  layering  of 
Pantopaque  on  the  dentate  ligament.) 
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Fig.  2.  Anterio-posterior  view  of  cervical  spine 
showing  final  position  of  electrode  placement. 


met,  a 2V2  second  radiofrequency  current  is 
passed  through  the  electrode  using  the 
parameters  recommended  by  Rosomoff. 

Our  experience  indicates  that  the  best 
results  are  obtained  when  a complete  cor- 
dotomy effect  is  gained  by  this  first  exposure 
of  2.5-5  seconds  of  radiofrequency  current. 
When  a satisfactory  effect  is  not  obtained 
at  first,  we  have  found  that  it  is  best  to 
readjust  the  position  of  the  needle  rather 
than  to  enlarge  progressively  the  lesion  in 
the  hope  of  getting  a better  result.  Because 
of  this  we  have  sometimes  made  as  many  as 
three  small  lesions  before  a satisfactory 
cordotomy  was  obtained.  In  some  30  cor- 
dotomies in  about  20  patients,  we  have  ob- 
served very  few  complications.  None  of 
the  patients  has  had  lasting  respiratory  dif- 
ficulty or  required  a permanent  catheter, 
although  several  have  required  catheteriza- 
tion transiently,  and  several  had  had 
transient  weakness  and  ataxia  of  the  lower 
extremities.  It  has  been  our  impression 
that  motor  weakness  seemed  to  follow 
placement  of  the  electrode  too  close  to  the 
dentate  ligament.  Consequently  we  have 
made  an  effort  to  keep  the  electrode  very 
slightly  ventral  to  the  position  of  the  den- 
tate ligament.  By  careful  positioning  of  the 
electrode,  it  is  possible  to  get  segmental 
analgesia  for  either  the  upper  extremities  or 
the  shoulder  girdle  or  for  the  lumbosacral 
areas  of  the  opposite  side  or  for  a complete 


cordotomy  for  the  entire  side  up  to  the  C3- 
C4  level. 

STUDENT:  What  is  your  opinion  con- 

cerning the  dropping  level  of  analgesia  after 
this  type  of  cordotomy? 

DR.  COBB:  The  high  level  of  analgesia 
obtained  with  this  method  is  maintained 
better  than  that  with  the  open  method  in 
my  opinion.  The  tendency  for  the  level  to 
fall  has  appeared  to  be  less  as  time  has 
passed,  although  this  is  not  true  in  all 
patients.  Obviously,  as  our  appreciation  of 
the  minor  technical  points  of  the  procedure 
has  improved,  our  results  have  improved 
proportionately  as  well  as  our  confidence 
in  the  result. 

STUDENT:  Is  this  operation  applicable 
to  intractable  pain  of  nonmalignant  origin? 

DR.  COBB:  Whereas  I originally  thought 
that  it  would  be  an  operation  indicated 
mainly  in  people  with  advanced  cancer,  I 
now  have  the  feeling  that  it  is  a better 
procedure  than  an  open  cardotomy  for  a 
benign  condition.  Only  2 of  our  patients 
had  the  operation  done  for  benign  condi- 
tions. Both  had  postherpetic  neuralgia  in 
the  intercostal  dermatomes  and  both  have 
had  excellent  relief  of  pain  now  for  several 
months  in  this  notoriously  difficult  problem 
of  pain. 

DR.  FRUIN:  Is  it  contraindicated  to  per- 
form a bilateral  percutaneous  cordotomy  at 
the  same  sitting? 

DR.  COBB:  We  have  had  some  trepida- 
tion about  doing  bilateral  operations  at  the 
same  time,  and  thus  far  our  bilateral  opera- 
tions have  been  separated  by  at  least  2 
days.  Others  have  reported  doing  bilateral 
simultaneous  operations  without  mishap, 
but  this  should  probably  be  reserved  only 
for  individuals  who  have  no  respiratory 
disease  or  impairment.  Otherwise,  sleep 
apnea  may  occur  and  prove  to  be  a trouble- 
some if  not  fatal  complication.  It  is  im- 
portant in  all  bilateral  cordotomies  to  keep 
such  patients  under  constant  respiratory 
monitoring  for  at  least  48  hours.  We  have 
observed  some  shallowness  of  respirations 
but  no  other  important  complications.  It 
has  been  determined  that  there  is  some 
diminution  of  vital  capacity  in  all  patients 
who  have  had  cervical  cordotomy,  whether 
unilateral  or  bilateral.  This  may  be  due 
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to  partial  interruption  of  the  reticulospinal 
pathways  by  the  lesion. 

DR.  MEACHAM:  One  of  my  patients 

developed  respiratory  arrest  following  a 
unilateral  cordotomy,  and  periodically 
whether  asleep  or  awake  would  cease  all 
respiratory  efforts  until  a period  of 
mechanical  assistance  had  been  given,  after 
which  he  would  breathe  normally  for 
several  days  only  to  have  the  apnea  occur 
again.  In  all  likelihood,  he  had  been 
damaged  by  a cord  lesion  which  was  too 
large,  crossing  the  midline  and  acting  in 
effect  as  a bilateral  lesion. 

STUDENT:  With  further  perfection  in 

the  percutaneous  technic,  will  there  be  any 
indication  in  the  future  for  recommending 
the  open  operation? 

DR.  MEACHAM:  It  is  likely  that  a bi- 
lateral cordotomy  at  the  upper  thoracic 
level  by  the  open  method  will  continue  to 


be  performed  in  certain  pain  conditions. 
For  example,  a patient  with  midline  pain 
from  a malignancy  of  the  bladder  could 
have  simultaneous  bilateral  cordotomy 
carried  out  as  a single  operative  procedure 
without  risk  to  respiratory  function  if  per- 
formed at  the  high  thoracic  level.  While  he 
may  lose  sphincter  control,  this  is  likely  to 
have  already  ensued  from  the  neoplasm 
itself  or  would  soon  be  impaired  as  his 
disease  progressed. 

There  are  other  similar  examples  of  pain- 
ful conditions  which  might  be  managed  by 
this  method  rather  than  by  the  percu- 
taneous technic.  However,  it  is  now  obvious 
that  with  the  percutaneous  method  we  have 
at  our  disposal  a method  of  pain  relief  that 
is  of  particular  value  to  the  cancer-ridden, 
cachectic,  debilitated  patient  who  is  such 
a poor  surgical  risk  that  an  open  operation 
under  general  anesthesia  is  prohibited. 


* 


* 


Wolfe-Parkinson-White  Syndrome 

Researchers  think  they  have  finally  found  a 
cause  as  well  as  a way  of  correcting  a heart 
beat  irregularity  that  has  long  puzzled  medical 
men.  Called  Wolfe-Parkinson-White  Syndrome 
(WPW),  this  electrocardiographic  abnormality 
affects  about  one  percent  of  the  population. 

In  some  patients,  WPW  is  mild  and  does  not 
produce  any  serious  effects.  In  others,  however, 
it  can  bring  on  very  fast  contractions  of  the 
ventricles.  These  out-of-step  rhythms  may  be 
sufficiently  severe  to  produce  life-threatening 
heart  failure. 

Dr.  E.  Neil  Moore  of  the  University  of  Penn- 
sylvania School  of  Veterinary  Medicine,  and  Dr. 
John  Boineau  of  Duke  University  Medical  Cen- 
ter in  Durham,  North  Carolina,  found  that  some 
extra  heart  fibers  were  at  fault  in  WPW,  and 
that  the  condition,  when  it  is  severe  enough  to 
warrant  it,  is  correctable  by  surgery. 

In  an  interview,  Dr.  Moore,  an  Established 
Investigator  of  the  American  Heart  Association, 
explained  that  WPW  appears  to  be  brought  about 
by  a “short  circuit”  in  the  electrical  network 


that  carries  the  muscle-contracting  signal 
through  the  heart.  (The  EKG  is  a record  of 
this  signal.) 

Normally,  the  signal,  which  originates  in  a 
group  of  specialized  muscle  cells  in  the  upper 
right  atrium,  is  delayed  by  the  atrio-ventricular 
(A-V)  node  before  it  is  allowed  to  pass  to  the 
ventricles. 

Dr.  Moore  and  Dr.  Boineau  discovered  a dog 
with  naturally  occurring  WPW.  Their  studies 
turned  up  the  first  direct  evidence  of  the  exis- 
tence of  accessory  fibers  that  by-passed  or 
“shorted”  the  A-V  node.  Thus,  the  signal  traveled 
into  the  ventricle  before  time,  thereby  disturbing 
the  regular  electrical  patterns  that  govern  the 
normal  heart  beat. 

Dr.  Moore  said  that  such  fibers  subsequently 
were  found  in  3 human  patients  with  serious 
WPW.  When  these  fibers  were  removed  sur- 
gically, the  patients  reverted  to  a normal  heart 
rhythm. 

A full  report  of  the  doctors’  studies  appeared 
in  the  March  issue  of  Circulation.  ( Release  by 
the  Middle  Tennessee  Heart  Association.) 
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Necrotizing  Papillitis* 

JGH  138402. 1 This  62  year  old  Negro  was 
admitted  to  the  hospital  with  a 5 day  history 
of  dysuria,  frequency,  chills,  fever,  and  back 
pain. 

The  patient  had  a 20  year  history  of  diabetes, 
controlled  with  insulin  and  carried  additional 
diagnoses  of  bronchial  asthma  (25  yrs.),  cor 
pulmonale  with  RBBB  on  old  EKG’s  and  ASHD 
with  angina.  The  patient  had  been  hospitalized 
one  month  before  this  admission  with  a urinary 
tract  infection.  Urine  cultures  revealed  Serratia 
and  S',  faecalis.  The  patient  responded  to  kana- 
mycin  and  penicillin,  but  had  a rise  in  BUN  from 
22  to  86  mg%  with  therapy  with  a serum 
creatinine  of  3.2  and  creatinine  clearance  of  34 
ml/min.  During  this  admission  the  patient  gave 
a history  of  increasing  nocturia,  dribbling, 
straining  to  void  and  decrease  in  urinary  stream, 
but  signed  out  AMA  on  the  10th  hospital  day 
before  urologic  study  could  be  done. 

After  discharge,  the  patient  was  seen  in 
Medicine  Clinic  one  week  before  the  current 
admission  because  of  continued  symptoms  of 
prostatism  and  the  recent  return  of  dysuria; 
treatment  was  begun  with  tetracycline.  Four 
days  prior  to  admission,  he  was  seen  in  the 
Emergency  Room  complaining  of  left  flank  pain, 
nausea  and  vomiting.  He  had  a WBC  count  of 
17,250  and  the  urine  contained  75-100  WBC.  Chest 
and  abdominal  x-rays  were  interpreted  as  nor- 
mal, and  the  patient  was  discharged  on  ampicil- 
lin.  However,  pain  increased  in  severity, 
accompanied  by  anorexia,  nausea,  vomiting, 
chills,  fever,  dysuria  and  frequency,  and  he  was 
subsequently  admitted  to  the  hospital. 

Past  history  revealed  admission  for  obstruction 
of  the  left  ureter  of  undertermined  cause  in 
1948:  gastric  ulcer  with  bleeding  and  a subtotal 
gastrectomy  and  gastroduodenostomy  in  1962; 
possible  cholecystitis  in  1965;  bronchopneumonia 
in  1967;  and  a recent  cataract  extraction  O.D. 

Physical  examination.  The  BP  was  110/60, 
P 120  and  regular,  R 32,  T 100°R.  The  patient 
was  slightly  obese  and  in  mild  respiratory  dis- 
tress. Other  than  for  evidence  of  recent  cataract 
extraction  O.D.,  and  grade  II  arteriosclerotic 
retinal  changes,  the  eyes  were  negative.  Diffuse 
inspiratory  and  expiratory  wheezes  and  coarse 
rhonchi  were  heard  over  the  chest,  but  without 
rales.  Heart  sounds  were  inaudible  because  of 
wheezing.  The  abdomen  showed  slight  obesity 


*From  Departments  of  Medicine  & Pathology, 
University  of  Tennessee  College  of  Medicine, 
Memphis,  Tenn.  January  29,  1970. 


and  several  incisional  hernias  along  midline 
surgical  scars.  Bowel  sounds  were  somewhat 
decreased  but  present.  There  was  bilateral  CVA 
tenderness,  more  marked  on  the  left,  and  also 
LUQ  tenderness  without  rebound.  The  prostate 
was  of  normal  size  and  consistency.  A trace  of 
pedal  edema  was  present. 

Laboratory  Data.  On  admission  the  Hct  was 
28,  WBC  count  15,000  with  87%  segs,  2%  bands, 
6%  lymphs,  5%  monos,  and  adequate  platelets. 
There  was  marked  toxic  granulation  of  the 
polys.  Catheterized  urine  gave  2+  protein,  1+ 
glucose,  pH  5,  Sp.  Gr.  1.012,  WBC  were  with 
many  clumps,  75-100  RBC/hpF.,  and  occasional 
coarsely  granular  and  hyaline  casts.  A Gram 
stain  revealed  few  grams,  negative  rods.  The 
BUN  was  117  mg,  serum  creatinine  7.0  mg  per 
100  ml.,  Na  was  125,  K 4.5,  Cl  102  and  bicarbonate 
14  mEq/L.  Stool  was  guaiac  negative.  Chest 
x-rays  showed  cardiomegaly  with  left  ventricular 
predominance.  Plain  film  of  abdomen  was  non- 
specific. EKG  was  unchanged,  showing  right 
bundle  branch  block.  Blood  gases  revealed  pH 
7.395  with  a p02  of  67,  pC0025,  and  a 
02  sat.  of  92%. 

Hospital  Course.  Treatment  was  initiated  with 
IV  fluids  with  CVP  monitoring,  nasal  00A, 
bronchial  hygiene  program,  NPH  insulin  with 
sliding  scale  coverage,  and  the  patient  was 
started  (after  cultures)  on  IV  cephalothin 
(Keflin)  and  given  one  dose  of  500  mg  kana- 
mycin  IM.  On  the  evening  of  admission  he 
had  a spike  of  T to  104°  and  became  confused 
and  combative.  Blood  sugar  was  308  and  serum 
acetone  negative.  The  patient’s  mental  status 
cleared  somewhat  with  lowering  of  his  tempera- 
ture, and  on  the  2nd  hospital  day  had  become 
afebrile,  but  the  BUN  had  risen  to  138  mg. 
The  patient  again  spiked  a T to  103°  on  the 
evening  of  the  2nd  hospital  day,  and  again  be- 
came confused  and  disoriented.  Initial  urine 
and  blood  cultures  were  sterile.  Lumbar  punc- 
ture was  done  with  some  difficulty  with  1,500 
RBC,  WBC,  and  normal  protein  with  nega- 
tive cultures  (supernatant  clear). 

The  patient  continued  to  maintain  temperature 
in  102° -103°  range  and  on  the  3rd  hospital  day, 
urologic  consultation  was  obtained  with  the 
impression  that  the  patient  did  not  have  perine- 
phritic  abscess  or  ureteral  obstruction,  but  was 
too  ill  to  undergo  any  urological  diagnostic 
procedures,  such  as  retrograde  pyelography. 
Abdominal  film  was  again  thought  to  be  non- 
diagnostic with  both  psoas  muscles  visualized 
and  without  evidence  of  scoliosis  or  spasm.  A 
Foley  catheter  was  inserted,  a residual  urine 
of  125  ml  obtained,  and  the  patient  was  main- 
tained on  catheter  drainage.  The  WBC  count  was 
27,000  with  a marked  left  shift  and  adequate 
platelets.  The  BUN  remained  approximately  at 
130  mg. 

On  the  4th  hospital  day,  the  patient  con- 
tinued to  spike.  T to  103°  with  mental  status 
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unchanged.  Urine  and  blood  cultures  were  re- 
ported as  growing  Serratia  and  Pseudomonas 
and  the  patient  was  begun  on  gentamicin  IM, 
and  IV  chloramphenicol  (Chloromycetin).  Ab- 
dominal examination  revealed  markedly  de- 
creased bowel  sounds  and  plain  film  of  the 
abdomen  revealed  gas  in  his  small  and  large 
bowel.  He  was,  therefore,  begun  on  nasogastric 
suction.  The  BUN  remained  at  130  mg.  Serum 
amylase  was  normal.  He  continued  to  have  a 
septic  course  with  fever  of  104°-105°,  and  on  one 
occasion  passed  material  resembling  tissue  in  his 
urine.  On  the  morning  of  the  6th  hospital  day 
the  patient  had  cardiorespiratory  arrest  and 
resuscitation  attempts  were  unsuccessful. 

DR.  DAVID  E.  WADE:  Dr.  Wruble  has 
asked  that  I limit  my  analysis  of  this  case 
to  approximately  25  minutes.  Therefore, 
without  further  ado,  I wish  to  point  out 
that  the  diagnosis  is  fairly  obvious  from 
the  information  given  to  us  in  the  first  two 
sentences  of  the  protocol.  This  information 
describes  a 62-year  old  man  who  had  a 20- 
year  history  of  diabetes  mellitus  and  who 
was  suffering  from  symptoms  and  signs  of 
upper  urinary  tract  infection.  This,  plus 
the  fact  that  we  are  discussing  his  case  at 
a clinical  pathologic  conference,  strongly 
suggest  a disease  entity  which  I will  de- 
scribe later. 

We  are  told  that  the  patient  had  a right 
bundle  branch  block  and  cor  pulmonale. 
To  save  time,  Dr.  Wruble,  would  you  tell 
me  if  the  bundle  branch  block  was  complete 
or  incomplete? 

DR.  LAWRENCE  D.  WRUBLE:  It  was 
complete. 

DR.  WADE:  This  leads  me  to  suspect  a 
cardiac  abnormality  not  necessarily  caused 
by  a pulmonary  hypertension,  since  the 
latter  ordinarily  causes  (if  anything)  an 
incomplete  but  not  a complete  right  bundle 
branch  block.  The  completeness  of  the 
block,  therefore,  suggests  a cause  other  than 
pulmonary  hypertension,  such  as  congenital 
defect,  coronary  sclerosis,  or  indeed,  it  may 
not  be  of  any  particular  significance  at  all. 

We  also  are  told  that  the  patient  had 
been  diagnosed  as  having  arteriosclerotic 
cardiovascular  disease  and  angina.  I sus- 
pect that  he  did  have  coronary  diabetes 
mellitus  for  20  years.  The  impression  that 
he  had  angina  does  not  necessarily  mean 
that  he  had  an  inadequate  perfusion  of  the 
left  myocardium,  since  angina  can  also 
originate  from  an  inadequately  oxygenated 


right  ventricular  muscle.  The  cor  pulmonale 
and  bundle  branch  block  make  the  latter 
interpretation  more  likely. 

It  was  during  his  initial  hospitalization 
that  a urine  culture  grew  out  Serratia  and 
Streptococcus  faecalis.  This  Streptococcus 
is  not  common  initial  pathogen  of  the  uri- 
nary tract,  which  leads  me  to  suspect  that 
the  patient  had  suffered  from  previous, 
probably  recurrent,  infections  of  the  uri- 
nary tract  in  the  past.  Additional  evidence 
to  support  a chronic  recurrent  type  of  infec- 
tion is  the  presence  of  the  extremely  rare 
organism,  Serratia.  According  to  Dr.  Claude 
P.  Ledes  of  the  Department  of  Medicine,  a 
bacteriologist,  whom  I consulted  regarding 
this  organism,  Serratia  is  usually  considered 
a nonpathogen,  a saprophyte,  is  quite  rare 
and  occurs  only  in  cachectic,  malnourished 
and/or  chronically  diseased  individuals, 
where  it  rarely  may  prove  to  be  considered 
a pathogen  and  contribute  significantly  to 
a disease  process.  I will  return  to  this  organ- 
ism later. 

We  see  that  the  patient’s  BUN  was  22  mg 
on  admission  and  increased  to  86  mg  during 
hospitalization.  A fasting  BUN  of  22  mg 
suggests  significant  renal  insufficiency,  and 
the  rise  to  86  mg  not  only  supports  this 
contention  but  also  suggests  progressive 
renal  destruction. 

If  the  patient  had  remained  in  the  hos- 
pital and  permitted  continued  antibiotic 
therapy  and  urologic  relief  of  the  obstruc- 
tive uropathy  (which  I believe  he  had  at 
that  time) , he  probably  would  be  alive 
today.  But  in  spite  of  the  increasing  symp- 
toms and  signs  of  infection  and  obstruction 
in  the  urinary  tract,  he  signed  out  against 
medical  advice. 

After  having  received  tetracycline  as  an 
outpatient,  he  returned  to  the  emergency 
room  complaining  of  left  flank  pain,  nausea 
and  vomiting.  The  complete  blood  count 
and  urine  analysis  agaih  supported  the 
diagnosis  of  urinary  tract  infection.  How- 
ever, in  view  of  the  flank  pain,  we  should 
consider  the  following  differential  diag- 
noses: splenic  and/or  adrenal  abscess  and/ 
or  infarction,  pyelonephritis,  nephric  or 
perinephric  abscess,  nephric  infarction, 
pyelophlebitis,  necrotizing  papillitis,  ure- 
teral obstruction,  renal  vessel  occlusion, 
pancreatitis,  retroperitoneal  hemorrhage, 
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dissecting  aortic  aneurysm,  psoas  abscess, 
renal  tumor,  prostatitis  and  seminal  vesicu- 
litis. Pancreatitis  is  unlikely  since  it  usually 
causes  deep  epigastric  or  perigastric  pain, 
and,  we  are  told  later,  the  serum  amylase 
was  normal.  Retroperitoneal  hemorrhage, 
dissecting  aneurysm  and  psoas  abscess  are 
unlikely,  since  a mass  was  not  palpable,  the 
kidneys  were  in  their  normal  location,  the 
aorta  was  not  calcified,  the  patient  did  not 
have  a history  of  significant  hypertension, 
the  hematocrit  was  stable  and  the  psoas 
shadows  were  normal.  Nothing  in  this  case 
suggests  renal  tumor  except  for  the  flank 
pain,  so  I think  we  can  eliminate  its  con- 
sideration. Prostatitis  and  seminal  vesicu- 
litis usually  cause  pain  more  localized  to 
the  low  back  and/or  pelvic  areas.  In  addi- 
tion, the  rectal  examination  was  negative. 
The  other  disorders  are  distinct  possibilities. 
The  nausea  and  vomiting  are  rather  non- 
specific manifestations  which  can  occur 
with  any  of  the  possibilities  listed,  and,  in 
addition,  certainly  can  be  caused  by  the 
patient’s  sepsis  and  uremia.  Ampicillin  was 
prescribed,  but  the  patient’s  toxicity  pro- 
gressed relentlessly  and  he  was  hospitalized 
for  the  last  time. 

The  past  history  of  ureteral  obstruction 
was  possibly  of  great  significance.  For  some 
unrecorded  reason,  investigation  of  this 
block  was  not  accomplished  and  the  cause  is 
therefore  unknown  to  us.  However,  sev- 
eral disorders  at  least  should  be  considered. 
One  remote  consideration  is  retroperitoneal 
fibrosis,  which,  in  the  idiopathic  type,  is 
possibly  an  autoimmune  phenomenon.  Dia- 
betes mellitus  also  shares  some  charac- 
teristics of  autoimmune  disease.  But  retro- 
peritoneal fibrosis  is  usually  bilateral,  and 
only  one  side  was  involved  in  our  patient. 
In  addition,  retroperitoneal  fibrosis  cer- 
tainly would  have  become  apparent  long 
before  now. 

Other  considerations  would  be:  uro- 

lithiasis, aberrant  vessel,  ureterocele  and 
tumor.  Of  these,  only  ureteral  calculus 
seems  most  plausible.  To  speculate  further 
without  additional  information  would  be 
fruitless. 

On  physical  examination  we  are  told  that 
there  was  grade  II  (presumably  Keith- 
Wagner  classification)  retinal  changes 
which,  in  my  opinion,  only  occur  when 


hypertension  has  been  present.  Therefore, 
the  blood  pressure  of  only  110/60  mm  of 
mercury,  pulse  of  120  beats  per  minute  and 
respirations  of  32  per  minute  in  view  of  a 
rectal  temperature  of  only  100°  F may  re- 
flect incipient  shock,  and  I again  consider 
adrenal  insufficiency  and/or  septicemia.  In- 
deed, I would  not  have  hesitated  to  ad- 
minister corticosteroids  at  this  time. 

DR.  WRUBLE:  You  would  have  given 

steroids  in  the  face  of  infection? 

DR.  WADE:  Yes,  provided  appropriate 

bacteriocidal  drugs  also  were  being  given. 
Administration  of  corticosteroids  during  a 
bacterial  infection  is  not  contraindicated 
under  these  circumstances. 

The  chest  findings  of  wheezes  and  rhonchi 
are  consistent  with  tracheitis,  bronchitis 
and  bronchiolar  spasm,  but  the  absence  of 
rales  (which  originate  in  wet  alveolae) 
tends  to  eliminate  any  significant  alveolar 
fluid  (e.g.  pneumonia,  left  heart  failure) . 
The  diffuse  point  of  maximal  cardiac  im- 
pulse is  consistent  with  right  ventricular 
hypertrophy  (an  enlarged  right  ventricle 
is  substernal  in  location,  and  during  systole 
causes  a diffuse  lifting  or  heaving  sensation 
to  the  palpating  hand,  whereas  in  left  ven- 
tricular hypertrophy  systole  causes  the  tip 
of  the  apex  to  hit  against  the  chest  wall 
resulting  in  a tapping  sensation).  It  may 
be  of  great  significance  that  the  bilateral 
pain  in  the  costovertebral  angle  was  more 
marked  on  the  left,  and  that  left  upper 
quadrant  palpation  also  caused  pain.  I was 
surprised  that  the  prostate  was  not  en- 
larged. However,  median  bar  hypertrophy 
could  have  been  present  and  account,  in 
part,  for  his  “prostatism.” 

The  laboratory  data  again  support  a diag- 
nosis of  bacterial  urinary  tract  infection. 
The  clumping  of  white  blood  cells  plus  the 
systemic  signs  and  symptoms  of  toxicity 
strongly  suggest  that  the  infection  is  in  the 
upper  tract  (isolated  systitis  rarely,  if  ever, 
causes  fever) . Hematuria  can  be  due  to  a 
number  of  disorders  (e.g.,  tumor,  coagula- 
tion defects,  glomerulonephritis,  sickle  cell 
disease,  etc.),  but  in  this  case,  suggests 
severe  inflammation  and  possibly  calculous 
disease.  The  BUN,  creatinine  and  elec- 
trolytes are  consistent  with  uremia.  The 
blood  gases  revealed  a normal  pH  (the 
patient  was  able  to  compensate  for  the  ac- 
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cumulated  hydrogen  ions) ; a low  p02  (con- 
sistent with  a mild  defect  in  pulmonary 
oxygenation  of  blood) ; a low  pC02  (con- 
sistent with  the  decreased  carbonic  acid 
concentration  incident  to  the  removal  of 
C02  via  the  lungs,  a homeostatic  mechanism 
designed  to  maintain  a normal  bicarbonate- 
carbonic  acid  ratio  as  stated  in  the  Hender- 
son-Hasselbalch  equation) ; and  a normal 
02  saturation  (if  the  p02  decreased  a little 
more,  the  02  saturation  would  enter  the 
steep  slope  of  the  oxygen  dissociation  curve 
and  oxygen  saturation  would  rapidly  fall) . 

The  choice  of  cephalothin  and  kanamycin 
seems  appropriate  in  view  of  the  mixed 
organisms  noted  on  the  urine  Gram  stain. 
Only  500  mg  of  kanamycin  were  given, 
since,  in  uremia,  the  half  life  of  this  drug 
is  greatly  prolonged,  and  the  usual  dose 
may  have  resulted  in  toxicity  (e.g.  shock) . 

One  the  third  day,  a urologic  consultant 
gave  the  opinion  that  the  patient  did  not 
have  a perinephric  abscess  or  ureteral  ob- 
struction. I find  it  quite  difficult  to  under- 
stand how  the  urologist  could  possibly  have 
arrived  at  the  conclusion  and  would  like  to 
hear  more  about  this  matter  if  possible. 

DR.  WRUBLE:  Unfortunately  the  urol- 
ogist are  not  present,  but  Dr.  Sutton,  a resi- 
dent on  Medicine,  who  was  in  charge  of 
the  patient,  might  elucidate  this  point  for 
us. 

DR.  FRANK  SUTTON:  I think  the  urol- 
ogists thought  that  the  two  disorders  men- 
tioned were  possible,  but  that  the  answer 
was  academic  since  the  patient  was  ex- 
tremely ill,  thrashing  about  in  bed,  and 
was  not  considered  a candidate  for  urologic 
diagnostic  procedures. 

DR.  WADE:  Thank  you  for  the  clarifica- 
tion. I suggest,  however,  that  investigation 
was  not  academic  and  that  further  evalua- 
tion could  possibly  have  been  life  saving. 
What  was  the  urinary  output  during  this 
hospitalization, 

DR.  SUTTON:  Urinary  output  was  good 
until  the  last  few  days  when  the  patient 
gradually  became  oliguric  and  then  anuric. 

DR.  WADE:  This  information  is  extreme- 
ly important.  If  only  unilateral  renal  in- 
sufficiency exists,  urinary  output  remains 
satisfactory.  If  significant  bilateral  upper 
tract  disease  is  present,  urinary  output  will 


fall.  Could  we  speculate  that  the  right 
upper  urinary  tract  was  not  too  damaged 
until  the  last  several  days  of  the  patient’s 
life? 

On  the  4th  hospital  day  urine  and  blood 
cultures  grew  out  Serratia  and  Pseudo- 
monas. The  presence  of  Serratia  takes 
on  more  significance,  since  it  was  also 
present  in  the  urine  one  month  prior  to 
this  last  hospitalization.  This  suggests  that 
it  had  been  present  during  the  entire  peri- 
od, had  caused  or  contributed  to  progres- 
sive destruction  of  renal  function  and  later 
extended  into  the  blood  stream. 

The  next  2 days  the  patient  remained 
extremely  septic  and  he  died  in  so-called 
cardiorespiratory  arrest.  However,  a piece 
of  tissue  was  found  in  the  urine.  This  may 
have  been  the  diagnostic  finding  of  what 
I believe  to  be  this  man’s  basic  disease 
process.  The  disease  is  acute  necrotizing 
papillitis.  I suspect  the  tissue,  when  ex- 
amined microscopically,  had  the  appearance 
of  a renal  papilla.  But  one  should  consider 
other  possibilities  too,  such  as  tumor  frag- 
ment. 

The  cause  of  acute  necrotizing  papillitis 
seems  to  be  any  one  or  a combination  of 
the  following:  analgesic  abuse,  sickle  cell 
anemia,  diabetes  mellitus  and  obstructive 
uropathy.  I submit  that  this  patient  did 
have  left  ureteral  obstruction  (the  cause 
of  which  is  not  clear  at  this  time) . The 
past  history  of  left  ureteral  obstruction,  the 
presence  of  diabetes,  and  the  lateralization 
of  the  obvious  bacterial  infection  of  upper 
urinary  tract  to  the  left  side  strongly  sug- 
gest that  there  was  acute  necrotizing  papil- 
litis of  the  left  kidney  instead  of  its  being 
bilateral  as  is  usually  the  case. 

I would  like  to  bring  out  one  more  point. 
Acute  necrotizing  papillitis  is  almost  in- 
variably fatal.  The  only  plausible  treat- 
ment, if  the  disease  is  unilateral,  is  to  re- 
move the  involved  kidney.  Since  there  was 
a good  chance  that  this  patient’s  papillitis 
was  only  in  the  left  kidney,  and  since  the 
urinary  flow  was  initially  good  (right 
kidney  functioning) , and  considering  the 
poor  prognosis  without  surgery,  I submit 
that  left  nephrectomy  possibly  might  have 
saved  this  patient’s  life. 

The  final  cause  of  death  most  likely  was 
sepsis,  but  pulmonary  embolism  acute 
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myocardial  infarction  or  adrenal  insufficien- 
cy with  shock  are  additional  considerations. 

Final  Diagnosis. 

1)  Acute  necrotizing  papillitis 

2)  Chronic,  subacute  and  acute  pyelone- 
phritis, bilateral 

3)  Ureteral  obstruction,  left,  possibly  from 
stone,  papillary  fragment  or  retroperito- 
neal fibrosis 

4)  Uremia 

5)  Septicemia,  with  possible  septic  infarcts  to 
kidney,  spleen,  lung,  adrenal  gland,  etc. 

6)  Tracheobronchitis 

7)  Median  bar  hypertrophy,  prostate 

8)  Cor  pulmonale 

9)  Possible  congenital  anomaly  as  cause  for 
complete  right  bundle  branch  block 

10)  Arteriosclerotic  cardiovascular  disease, 
with  possible  acute  myocardial  infarction 

11)  Islet  cell  fibrosis 

Pathologic  Findings 

DR.  JERRY  T.  FRANCISCO:  The  autop- 
sy findings  support  in  almost  every  detail 
the  diagnosis  given  by  Dr.  Wade.  It  re- 
mains only  to  comment  upon  the  mecha- 
nism of  this  disease  and  the  terminal  phase. 

The  left  kidney  was  most  severely  dis- 
eased but  evidences  of  chronic  renal  in- 
fection were  present  bilaterally.  The  left 
ureter  was  obstructed  with  3 small,  black, 
friable  stones,  which  were  at  the  uretero- 
pelvic  junction.  The  papillae  of  the  left 
kidney  were  blackened  and  possessed  a 
rim  of  very  pale  renal  tissue.  (Fig.  1) . 


Fig.  1 


This  area  was  necrotic.  The  finding  of 
Serratia  clinically  was  of  considerable 
interest  for  this  organism  was  recovered 
from  the  urine  and  kidney  at  postmortem 
examination.  The  Pseudomonas  which  was 
recovered  less  consistently  clinically  was 
not  identified  at  autopsy.  Because  Serratia 
was  recovered  on  a number  of  occasions 
it  would  lead  me  to  conclude  that  this 
organism  could  have  been  significant  in 
this  case.  This  organism  was  recovered 
from  the  blood  and  urine  before  death,  and 
also  was  recovered  from  blood,  urine  and 
the  kidney  postmortem. 

The  anatomic  findings  of  diabetes  mellitus 
are  typically  vague  or  nonexistent  but  there 
was  a moderate  degree  of  pancreatic  islet 
fibrosis  present. 

The  presence  of  the  sepsis  was  supported 
by  the  finding  of  an  organism  in  the  blood 
at  postmortem,  by  the  finding  of  small  fi- 
brin thrombi  in  the  pulmonary  vessels,1 
and  the  finding  of  a recent  small  cerebral 
cortical  infarction  in  the  right  parietal  area 
of  the  cerebral  hemisphere. 

The  lungs  revealed  a filling  of  many 
bronchioles  with  acute  inflammatory  cells. 
There  was  little  inflammatory  reaction  in 
the  surrounding  alveolar  areas.  This  was 
not  a widespread  involvement  and  did  show 
some  evidences  of  clearing.  In  some  areas 
there  were  macrophages  as  well  as  a mix- 
ture of  chronic  inflammatory  cells. 


Fig.  2 
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The  prostate  was  not  increased  in  size  or 
had  evidence  of  obstruction.  There  was 
some  chronic  inflammatory  change  of  the 
urinary  bladder. 

The  right  bundle  branch  block  was  re- 
lated to  a very  anomalous  right  coronary 
ostium  (Fig.  2)  and  the  associated  fibrosis 
along  the  right  side  of  the  interventricular 


Fig.  3 


septum  (Fig.  3).  This  was  simply  an  inci- 
dental finding  and  is  not  believed  to  have 
participated  in  the  death  of  this  individual. 
In  summary,  this  was  a patient  with  long 


standing  diabetes  and  the  commonly  associ- 
ated renal  infection.  This  renal  infection 
was  further  complicated  by  obstructive 
uropathy  due  to  stones.  The  presence  of 
infection  and  obstruction  resulted  in  necro- 
tizing papillitis  probably  due  to  Serratia. 
This  infection  produced  progressive  renal 
failure  with  terminal  sepsis  and  attendant 
occlusive  disease  of  small  vessels  which  is 
associated.  The  anomalous  coronary  was 
probably  the  cause  of  the  right  bundle 
branch  block  but  did  not  appear  to  be  re- 
lated to  death. 

DR.  WRUBLE:  Dr.  Wade,  would  you 

comment  more  on  whether  or  not  operation 
should  have  been  performed? 

DR.  WADE:  If  the  urologist  were  fairly 
certain  that  necrotizing  papillitis  was  pres- 
ent, and  if  he  were  certain  that  only  the 
left  kidney  was  involved,  and  if  the  right 
kidney  had  adequate  function,  and  if  the 
patient  could  have  survived  operation,  I 
say  an  operation  should  have  been  per- 
formed. As  you  can  see  there  are  a lot  of 
“ifs.”  The  urologist  probably  should  have 
seen  the  patient  earlier.  Maybe  the  consul- 
tation was  not  submitted  early  enough. 

DR.  WRUBLE:  As  it  turned  out,  the 

tissue  found  in  the  urine,  when  examined 
microscopically,  was  merely  a fibrin  clot. 
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SPECIAL-RE:  MEDICAID 

NURSING  HOME  POINT  SYSTEM  CREATED  . . . The  Tennessee  Medicaid  Program 
has  originated  a new  system  for  evaluating  skilled  nursing  homes  which 
is  designed  to  bring  about  a saving  to  taxpayers  . • . "It  is  antici- 
pated that  the  point  system  of  evaluation  would  increase  participation 
of  skilled  nursing  homes  in  the  statewide  Medicaid  program,"  , , . 
Under  the  system  nursing  homes  will  be  given  points  for  services  pro- 
vided . • . The  system  will  be  set  up  and  based  on  an  evaluation  of 
basic  points  given  for  those  services  which  should  be  performed  by  a 
registered  nurse.  Two  basic  point  evaluations  will  be  given  for  those 
services  that  should  be  performed  under  the  direct  supervision  of  a 
registered  nurse.  Other  points  would  be  designated  for  daily  service, 
service  required  only  two  or  three  times  a week,  weekly  service  and 
bi-weekly  service.  An  average  of  ten  points  per  patient  would  be 
required  under  the  new  system. 


SUMMARY  OF  KEY  ACTIONS  OF  THE  AMA  HOUSE  OF  DELEGATES 

AMA'S  ANNUAL  MEETING— CHICAGO  . . . Physician  registration  was  8,104 
with  total  registration  being  20,911  . . . Key  actions  were  dues 
increase,  abortion,  long-range  planning,  national  health  insurance, 
public  relations  and  internal  politics  . • . The  House  passed  a hotly 
debated  statement  on  abortion,  and  raised  membership  dues  to  help 
finance  needy  programs.  Wesley  W.  Hall,  M.D.,  Reno,  Nevada,  was  named 
President-Elect.  Walter  C.  Bornemeier,  M.D.,  Chicago,  Illinois,  assumed 
the  office  of  President.  Bland  W.  Cannon,  M.D. , Memphis,  Tennessee, 
was  re-elected  to  the  Council  on  Medical  Education. 

AMA  HOUSE  ACTIONS  . . . Business  sessions  lasted  for  17  hours  and  15 
minutes,  during  which  time  the  House  considered  a record  201  items  of 
business.  Included  were  61  reports-31  from  the  Board;  3 from  the 
Judicial  Council;  6 from  the  Council  on  Constitution  and  By-Laws;  10 
from  the  Council  on  Medical  Education;  5 from  the  Council  on  Medical 
Service;  and  6 special  reports.  The  House  dealt  with  a total  of  140 
Resolutions. 

ABORTION  . . . After  long  debate  before  the  Reference  Committee  and  on 
the  floor  of  the  House,  delegates  adopted  the  following  statement  on 
abortion: 

"Resolved,  that  abortion  is  a medical  procedure  and  it  should  be 
performed  only  by  a duly  licensed  physician  and  surgeon  in  an  accredited 
hospital  acting  only  in  conformance  with  standards  of  good  medical 
practice,  and  after  consultation  with  two  other  physicians  chosen 
because  of  their  professional  competence,  and  within  the  medical 
practice  act  of  his  state;  and  be  it  further 

"Resolved,  that  no  physician  or  other  professional  personnel  shall  be 
compelled  to  perform  any  act  which  violates  his  good  medical  judgment. 


Neither  physician,  hospital,  nor  hospital  personnel  shall  be  required  to 
perform  any  act  violative  of  personally  held  moral  principles.  In  these 
circumstances,  good  medical  practice  requires  only  that  the  physician  or 
other  professional  personnel  withdraw  from  the  case  so  long  as  the 
withdrawal  is  consistent  with  good  medical  practice." 

DUES  INCREASE  . . . The  House  voted  to  increase  annual  AMA  dues  by  $40, 
to  $110  yearly.  At  the  same  time,  the  House  directed  that  "basic  and 
explicit  information  supporting  the  need  for  this  increase,  and 
future  dues  increases,  be  promptly  disseminated  by  the  AMA  to  individual 
members  by  every  reasonable  and  available  means  possible  ; and  that  the 
aid  of  state  medical  associations  be  enlisted  in  this  effort."  The  new 
dues  will  become  effective  with  the  next  fiscal  year,  beginning  December 
1,  1970  . • • Some  delegates  sharply  criticized  the  AMA  for  not  dis- 
seminating to  members  details  on  why  increase  was  needed.  The  original 
recommendation  was  for  $80,  but  the  House  approved  only  the  $40  dues 
increase . 

# sfc  s}:  # 

PROFESSIONAL  LIABILITY  . . . The  House  approved  a Board  of  Trustees’  report 
stating  that  liability  insurance  protection  is  essential  so  that 
physicians  may  continue  to  provide  needed  medical  care  to  the  public. 

"It  has  been  concluded,"  the  report  said,  "that  the  best  way  to  provide 
such  assurance  is  on  a collective,  rather  than  an  individual  basis, 
under  programs  jointly  sponsored  by  the  American  Medical  Association 
and  the  respective  state  medical  association  ...  Minimum  standards 
for  an  effective  sponsored  insurance  program  are  being  developed"  and 
the  Professional  Liability  Committee  of  the  Board  "is  seeking  with  the 
insurance  industry  a means  for  instituting  qualified  insurance  programs 
under  such  joint  sponsorship  with  state  associations  which  elect  to 
participate. " 

MISCELLANEOUS  ACTIONS  . . . The  House  approved  an  extensive  and  expensive 
public  relations  program,  including  TV  documentaries  and  institutional 
advertising.  Estimated  cost:  $10  million  over  the  next  five  years  . . . 
The  House  supported  the  Board  of  Trustees'  plan  to  establish  a wholly- 
owned,  separate  subsidiary  corporation  to  engage  in  publication  and  pos- 
sibly other  related  activity  now  carried  on  by  the  AMA  in  order  to  gain 
various  economies,  lower  cost  and  better  administrative  and  accounting 
procedures  . • . Approval  was  given  to  a report  of  the  Judicial  Council, 
stating,  that  "it  is  not  in  itself  unethical  for  a physician  to  own  a 
for-profit  hospital  or  interest  therein.  The  use  the  physician  makes 
of  this  ownership  or  interest  may,  however,  be  definitely  unethical. 

For  example,  for  a physician  to  send  a patient  to  such  a hospital  or  to 
prolong  a patient's  stay  in  the  hospital  for  his  financial  benefit  would 
be  unethical."  • . . The  House  resolved  to  support  continuing  efforts  by 
the  American  Medical  Association  to  inform  the  medical  profession  of  the 
value  and  benefit  to  be  realized  from  the  implementation  of  adequate 
peer  review  programs  . . . Mindful  of  its  obligation  to  protect  public 
health,  the  House  called  on  state  associations  to  take  necessary  steps 
to  inform  state  legislators  about  the  health  hazards  posed  by  the 
cult  of  chiropractic. 

^ ^ ^ ^ 

PLANNING  AND  DEVELOPMENT  . . . One  of  the  longest  debates  of  the  meeting 
involved  creating  a body  for  long-range  planning  and  development. 

A permanent  committee  was  approved  and  numerous  recommendations  were 
adopted.  (See  Page  683  for  the  recommendations  on  long-range  planning 
and  development  as  adopted  by  the  AMA  House  of  Delegates.) 


Hadley  Williams,  Public  Service  Director 

PROFESSIONAL  LIABILITY  SURVEY  REVEALING  ...  An  extensive  survey  has  been 
completed  by  AMA  on  the  subject  of  professional  liability  and  as  a 
result,  the  AMA  House  of  Delegates  voted  to  establish  a nationwide  pro- 
gram under  the  auspices  of  the  AMA  and  state  associations  that  desire  to 
participate.  Among  the  findings  of  the  survey;  (1)  More  than  half  of 
the  MDs  interviewed  said  an  increase  in  malpractice  claims  is  noticeable 
but  not  alarming  and  that  premium  rates  are  high  but  not  excessive 
under  existing  circumstances;  (2)  Three-fifths  of  the  MDs  interviewed 
thought  that  increases  in  diagnostic  procedures  was  a result  of  patient 
demands  for  optimum  care  plus  the  physician's  desire  to  be  more  "cer- 
tain" of  diagnoses,  and  not  because  of  the  threat  of  malpractice 
claims;  (3)  Two-thirds  of  those  interviewed  felt  the  lack  of  good  MD- 
patient  rapport  is  a significant  factor  in  producing  claims  and  most 
felt  that  careless  comments  by  colleagues  was  also  an  important  factor; 

(4)  The  same  percentage  felt  foreign  interns  and  residents  contributed 
no  more  than  other  interns  and  residents  to  the  malpractice  problem; 

(5)  Effective  peer  review  was  endorsed  but  reactions  to  outside  peer 
review  were  mixed,  while  most  agreed  peer  review  effectiveness  would 
depend  upon  qualifications  and  diplomacy  of  peers  and  the  cooperation 
of  the  medical  staff;  (6)  Four  of  five  MDs  interviewed  said  if 
negligence  caused  injury  to  a member  of  their  own  family,  they  would 
sue;  (7)  Half  of  the  physicians  felt  offering  medical  accident  insurance 
to  patients  was  a good  idea  and  two-thirds  felt  that  Federal  partici- 
pation in  malpractice  problems  would  be  undesirable  ; (8)  Four  out 

of  five  MDs  expressed  interest  in  participating  in  a program  if 
sponsored  by  the  AMA  and  it  offered  comparable  coverage  that  was  now 
available. 

% % :{:  sj: 

REIMBURSEMENT  UNDER  MEDICARE  PART  "B"  ...  The  Social  Security  Adminis- 
tration has  instructed  fiscal  intermediaries  for  Part  "B"  under  Medi- 
care to  continue  reimbursing  physicians  on  the  83rd  percentile  formula. 
Previously,  SSA  had  indicated  that  beginning  July  1 the  75th  percentile 
would  be  utilized.  The  House  adopted  Social  Security  and  Medicare 
amendments  May  21st  which  provides  for  this  reduction  but  the  bill  has 
not  seen  Senate  action  to  date. 

RMP  SETS  CUT-OFF  DATE  FOR  NEW  PROPOSALS  ...  The  next  cut-off  date  for 
new  proposals  submitted  to  Tennessee  Mid-South  Regional  Medical  Program 
(TMS/RMP)  is  January  1,  1971.  Projects  submitted  by  this  date  will  be 
reviewed  during  1971  for  possible  funding  in  January,  1972.  Projects 
must  be  in  final  form  by  the  cut-off  date.  Proposers  should  develop 
a letter  of  intent  and  a summary  of  the  intended  activities  and  file 
this  with  TMS/RMP,  1100  Baker  Building,  110-21st  Avenue,  South,  Nash- 
ville, Tennessee  by  early  September.  Based  on  this  summary  the  proposer 
should  obtain  approval  in  principle  from  the  Regional  Medical  Program's 


Area  Advisory  Group,  appropriate  professional  agencies,  and  staff  of  RMP 
before  January  1.  Core  Staff  and  the  Area  Coordinators  are  available  to 
assist  proposers  in  getting  their  application  in  final  form.  All 
proposals  must  pertain  to  the  categories  of  Heart  Disease,  Cancer, 

Stroke,  and  related  diseases,  continuing  education  of  health  profes- 
sionals and  innovative  plans  to  deliver  health  care  or  to  give  assis- 
tance to  physicians  caught  in  the  manpower  crisis. 
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MEMPHIS  OEO  PROJECT  FUNDED  . . . The  Office  of  Economic  Opportunity  has 
awarded  a grant  of  $94,866  to  the  Memphis  Health  Center,  Inc.  for  the 
development  of  a prepaid  group  practice  in  Memphis.  The  non-profit 
corporation  plans  to  provide  medical  care  to  predominantly  black  resi- 
dents in  a low-income  area  of  South  Memphis  with  a nucleus  of  about 
30  MDs  who  are  members  of  the  Bluff  City  Medical  Society,  an  affiliate 
of  the  National  Medical  Association.  The  corporation  will  be  headed  by 
Chauncey  0.  Daugherty,  M.D.  Milwaukee,  Wisconsin  received  a grant  of 
$432,898  from  OEO  for  the  establishment  of  a prepaid  group  to  provide 
care  to  approximately  20,000  inter-city  poor  in  Milwaukee. 

sjc 

DRUGS  TOP  MEDICAID  SERVICES  . . . After  eight  months  of  experience  with  the 
Tennessee  Medicaid  program,  drug  costs  topped  the  list  of  expenditures. 
Just  over  $3.8  million  was  expended  for  drugs  while  inpatient  hospital 
services  totaled  almost  $3.4  million.  Physician  services  amounted  to 
$1.2  million  while  the  combined  amount  for  all  other  services  (outpatient 
care,  extended  care  facilities,  home  health  services,  x-ray  and  labora- 
tory services)  amounted  to  just  under  one  million.  The  total  program 
cost  for  the  first  year  of  operation  (9  months)  is  expected  to  range 
between  18  and  19  million  dollars. 

❖ ❖ 

LABOR  LISTS  LEGISLATIVE  GOALS  . . . Political  objectives  of  organized  labor 
have  been  outlined  by  COPE  (Committee  on  Political  Education)  and  labor 
campaign  funds  will  support  those  candidates  who  agree  with  the 
following:  repeal  of  Section  14b;  a $2  minimum  wage,  to  be  raised  to 
$2.50  if  cost-of-living  increases;  extension  of  minimum  wage  to  13 
million  farm,  local  retail  and  service  employees,  domestic  workers, 
etc.;  a 35-hour  work  week  with  double  time  for  overtime;  collective 
bargaining  rights  for  farm,  hospital  and  Federal,  State  and  local  gov- 
ernment employees  ; expansion  of  unemployment  compensation  programs  ; 
a 50%  increase  in  Social  Security  payments  ; and  a comprehensive 
National  Health  Insurance  program.  AFL-CI0  represents  13,000,000  work- 
ers with  an  annual  income  close  to  $11,000,000.  (IMPACT  needs  your 
dues  now  !) 

$ $ $ $ $ 

COMMITTEE  OF  TOO  ANNOUNCES  PLAN  . . . Representatives  of  the  Committee 
for  National  Health  Insurance,  usually  referred  to  as  the  Committee  of 
100,  held  a press  conference  in  Washington  recently  to  announce 
their  proposed  system  of  compulsory  national  health  insurance.  The  plan 
would  provide  for  all  necessary  physicians*  services;  hospital  services 
and  nursing  home  care  up  to  120  days  ; home  health  services,  mental 
health  services  with  some  limitations  ; dental  care  for  children  up  to  15 
years  of  age  ; certain  drugs  and  some  therapeutic  devices  such  as 
eyeglasses.  The  program  would  be  financed  through  a health  security 
trust  fund  which  would  be  raised  from  Federal  general  tax  revenues  and 
an  employer-employee  payroll  tax.  Taking  part  in  the  press  conference 
were:  Senator  Kennedy  (D)  Mass.  ; Senator  John  Cooper  (R)  Ky. ; Dr. 

Michael  DeBakey ; Mrs.  Albert  D.  Lasker;  and  Whitney  Young,  Jr., 

Director  of  the  National  Urban  League.  The  bill  is  expected  to  be 
introduced  immediately  and  hearings  may  be  held  this  Fall. 
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AMERICAN  MEDICAL  ASSOCIATION  LONG- 
RANGE  PLANNING  AND  DEVELOPMENT 

One  of  the  longest  debates  of  AMA’s 
recent  meeting  in  Chicago  (June  20-25) 
involved  creating  a body  for  long-range 
planning  and  development.  When  the 
matter  was  settled,  a standing  committee 
of  the  House — the  Council  on  Long-Range 
Planning  and  Development — had  been  cre- 
ated and  the  By-Laws  had  been  changed 
appropriately  to  accommodate  it. 

The  Council  will  have  nine  members. 
Four  will  be  appointed  by  the  Speaker  (two 
from  the  House  and  two  from  AMA  mem- 
bership at  large)  and  four  will  be  ap- 
pointed by  the  Board  of  Trustees  (two 
members  of  the  Board  and  two  from  AMA 
membership  at  large) . The  ninth  member 
will  be  appointed  by  the  President  of  the 
Student  American  Medical  Association. 
The  Council  is  required  to  submit  reports 
to  the  House  at  each  regularly  scheduled 
convention  of  the  AMA. 

The  House  also  acted  on  the  recommen- 
dations of  the  earlier  Committee  on  Plan- 
ning and  Development  (Himler  Commit- 
tee) . Here  are  those  recommendations  as 
adopted  by  the  House,  sometimes  after  ex- 
tensive revision: 

Recommendations 

That  the  AMA  reaffirm,  as  a statement 
of  the  primary  purpose  and  responsibility 
of  the  Association  and  the  medical  profes- 
sion, “the  promotion  of  the  art  and  science 
of  medicine  and  the  betterment  of  public 
health,”  and,  as  part  of  this  purpose,  apply 
all  possible  effort  to  make  medical  services 
of  high  quality  available  to  all  individuals. 

That  the  Association  has  the  duty  to  guide 
and  assist  the  medical  profession  in  the 
attainment  of  this  objective. 

That  the  American  Medical  Association 
recognize  the  need  for  multiple  methods  of 
delivering  medical  services,  and  that  it  en- 
courage and  participate  in  efforts  to  develop 
them. 

That,  in  the  interest  of  attracting  the 


most  highly  qualified  candidates  to  the  field 
of  medicine,  it  simultaneously  make  every 
effort  to  maintain  and  create  incentives  in 
medical  practice.  Among  these  incentives 
are  a multiplicity  of  practice  options,  maxi- 
mum professional  independence  and  free- 
dom of  choice  for  both  physicians  and  pa- 
tients. 

Health  is  a state  of  physical  and  mental 
well-being. 

That  the  AMA  expand  its  active  role  in 
planning  and  developing  programs  for  medi- 
cal care  in  all  of  its  ramifications  and  that 
it  encourage  and  assist  state  and  county 
medical  societies  to  do  the  same  at  their 
respective  levels. 

That,  clearly  recognizing  the  health  of 
individuals  has  many  aspects  other  than 
medical  care,  such  as  education,  housing, 
environmental  control,  transportation,  civil 
rights,  and  the  alleviation  of  poverty,  the 
American  Medical  Association  continue  to 
show  an  active,  innovative  and  constructive 
interest  in  these  non-medical  components 
of  health  services. 

That  the  AMA  and  the  constituent  and 
component  medical  societies  seek  the  active 
cooperation  of  all  physicians,  both  as  indi- 
viduals and  as  members  of  medical  staffs, 
in  medical  service  projects  for  areas  in  need 
of  medical  services. 

That  the  AMA,  through  its  Council  on 
Health  Manpower,  in  conjunction  with 
county  and  state  medical  societies  and  other 
professional,  education,  and  lay  associations, 
continue  to  explore  and  develop  expedients 
to  overcome  health  manpower  shortages. 

That  the  Association,  in  its  future  decla- 
rations and  activities  directed  toward  the 
alleviation  of  shortages  in  health  services 
and  personnel,  underscore  the  fact  that 
these  shortages  are  not  due  merely  to  an 
insufficient  number  of  health  professionals 
across-the-board,  and  emphasize  that  mal- 
distribution of  practitioners  geographically 
by  profession,  and  by  specialty  is  an  equally 
important  factor  in  depriving  communities 
of  an  adequate  supply  and  spectrum  of 
health  services. 
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That  the  Association  publicize  the  reasons 
for  the  maldistribution,  as  outlined  in  this 
section,  and  stress  that  the  voluntary  cor- 
rection of  these  deficiencies  requires  public 
cooperation  and  community  action  in  addi- 
tion to  the  measures  taken  by  the  health 
professions. 

That  an  appropriate  Committee  of  the 
AMA  immediately  begin  to  formulate  a 
policy  on  physicians’  assistants,  particularly 
with  regard  to  their  responsibilities,  limita- 
tions on  their  services,  and  supervision  of 
their  services  by  qualified  physicians. 

That  the  AMA  reaffirm  the  principle  that 
the  basic  responsibility  for  the  medical  care 
of  patients  lies  with  their  physicians  of 
record  and  that  that  responsibility  cannot 
be  legally  or  morally  delegated. 

That  the  AMA  approve  in  principle  cer- 
tification of  educational  programs  for  phy- 
sicians’ assistants  but  oppose  licensing  of 
these  individuals  by  any  state  agency. 

That  the  Association’s  Law  Division,  upon 
request,  assist  the  state  medical  societies  in 
identifying  and  avoiding  any  legal  hazards 
that  may  accompany  the  employment  of 
physicians’  assistants. 

In  seeking  as  its  goal  the  highest  quality 
and  availability  of  patient  care,  the  Ameri- 
can Medical  Association  advocates  factual 
investigation  and  objective  experimentation 
in  new  methods  of  delivery  of  health  care, 
while  still  maintaining  faith  and  trust  in 
the  private  practice  of  medicine  and  pride 
in  its  accomplishments. 

That  the  Association,  in  appropriate 
public  statements,  emphasize  the  concept 
that  differences  in  education,  state  laws, 
culture  and  income  levels  create  problems 
that  may  necessitate  different  systems  of 
delivering  medical  care  for  different  popu- 
lation groups  and  different  geographic 
areas. 

Urge  state  medical  associations  to  es- 
tablish bureaus  or  departments  of  economic 
research,  development  and  planning  to 
study,  develop  and  disseminate  data  con- 
cerning the  economic  aspects  of  medical 
practice. 

Through  the  AMA’s  Departments  of  Sur- 
vey Research  and  Economic  Research,  con- 
tinue to  assist  state  associations  in  collect- 
ing such  data  and  to  act  as  a clearinghouse 
for  data  so  gathered. 


Encourage  state  medical  associations  to 
designate  representatives  to  deal  energeti- 
cally with  third  party  agencies  and  pro- 
grams, utilizing  the  concept  of  usual,  custo- 
mary or  reasonable  charges. 

That  the  AMA  reiterate  its  support  of 
sound,  existing  mechanisms,  such  as  public 
grievance  and  adjudication  committees,  and 
utilization  and  peer  review  committees, 
which  state  and  county  medical  societies 
have  found  to  be  most  appropriate  and  ef- 
fective for  the  consideration  of  fees  and 
the  costs  of  medical  and  related  care. 

Endorse  the  principle  of  voluntary,  life- 
long postgraduate  study  for  all  physicians 
and  continue  and  accelerate  the  develop- 
ment of  programs  and  incentives  for  such 
study. 

That  the  AMA  encourage  and  assist  all 
state  medical  associations  to  devise  pro- 
grams for  voluntary  post-graduate  study 
designed  to  maintain  medical  education  at 
the  optimum  level  with  the  primary  ob- 
jective of  assisting  the  physician  in  render- 
ing professional  services  to  his  patients. 
These  programs  of  post-graduate  study 
should  be  mindful  of  the  many  demands  on 
the  time  of  the  busy  physician,  and  his  re- 
sponsibilities to  his  patients  and  his  prac- 
tice, and  should  be  least  disruptive  to  the 
provision  of  medical  services. 

That  the  Association  obtain  information 
from  each  state  medical  society  as  to 
whether  special  requirements  have  been 
imposed  on  physicians  who  render  services 
to  patients  under  the  provisions  of  tax- 
supported  programs  and  obtain  the  spe- 
cifics of  what  those  requirements  are. 

That  in  those  states  where  the  health  or 
welfare  departments  have  imposed  special 
requirements  on  physicians  to  participate 
in  their  programs,  the  medical  society  re- 
ject those  requirements  and  that,  if  the  need 
for  such  regulation  can  be  demonstrated, 
the  state  medical  society,  education  depart- 
ment, and  health  department  cooperatively 
develop  standards  to  be  incorporated  into 
the  education  law  and  enforced  on  all  phy- 
sicians of  that  state,  thereby  eliminating 
double  standards  for  medical  practice  and 
restoring  the  licensing  authority  to  the 
proper  agency. 

The  AMA,  on  the  basis  of  the  data  re- 
ceived from  the  state  medical  societies,  (1) 


August,  1970 


SPECIAL  ITEM 


685 


continue  to  identify  the  services  that  com- 
prise good  medical  care;  (2)  develop  guide- 
lines that  state  and  county  medical  societies 
may  use  in  evaluating  needs  and  priorities 
of  medical  services  in  their  respective  areas, 
and  (3)  ensure  that  these  data  and  guide- 
lines are  widely  distributed  and  publicized. 

That  the  present  structure  of  the  Associ- 
ation be  retained  and  that  it  be  strength- 


ened by  improvements  and  modifications  in 
its  function. 

That  on  implementation  of  the  program 
for  organization  and  reorganization,  a plan- 
ning council  with  appropriate  subcommit- 
tees be  formed  for  the  purpose  of  processing 
data  and  formulating  policy  recommenda- 
tions for  the  consideration  of  the  Board  of 
Trustees  and  the  House  of  Delegates. 


An  increasing  number  of  questions  concerning  physicians’  fees  are  ap- 
pearing from  a variety  of  sources.  The  determination  of  any  individual 
fee  remains  the  sole  prerogative  and  responsibility  of  the  physician,  so 
long  as  he  continues  to  practice  under  a “fee-for-service”  system.  The  fee 
determined  becomes  a contract  between  the  physician  and  his  patient.  As 
physicians,  it  is  our  responsibility  to  make  certain  that  our  patients  under- 
stand this  relationship  and  in  turn  clarify  for  them  the  role  of  a third 
party  (as  an  insurance  company  or  an  agency  of  the  Federal  Government) 
in  satisfying  the  contractural  agreement  between  the  doctor  and  his  patient. 
All  too  often  our  patients  have  no  real  understanding  of  precisely  what 
these  relationships  are  that  exist  between  patient,  doctor,  and  government 
or  insurance  carriers. 

Major  changes  in  physician  reimbursement  under  Medicaid  and  Medicare  are  currently  being 
made.  As  of  July  1,  1970,  the  Department  of  Public  Health  of  the  State  of  Tennessee  began 
paying  physicians  their  usual  and  customary  charges  on  behalf  of  welfare  patients  who  received 
services  as  recipients  of  Title  XIX  benefits.  We  applaud  this  decision  by  the  Policy  Review  Com- 
mittee of  the  State  of  Tennessee.  Their  action  acknowledges  the  cooperative  effort  of  Tennessee 
physicians  in  making  the  Medicaid  program  function  in  a manner  consistent  with  good  medical 
practice  while  simultaneously  exercising  concern  for  the  proper  containment  of  medical  care  costs. 
Under  existing  Federal  regulations,  however,  the  State  is  not  allowed  to  pay  more  than  the  75th 
percentile  of  “usual  and  customary”  under  the  Title  XIX  program.  It  is  also  illegal  for  a phy- 
sician to  collect  any  additional  sum  from  a patient  for  whom  he  has  been  paid  by  the  State 
under  the  Medicaid  program. 

The  Department  of  HEW  has  also  issued  recent  guidelines  regarding  physician  payments  under 
Medicare.  At  present,  payments  are  being  made  to  physicians  on  the  basis  of  charge  profiles  ob- 
tained prior  to  January  1,  1969.  The  Part  “B”  carriers  are  required  to  pay  80%  of  the  83rd  per- 
centile of  such  charges  on  this  basis.  The  patient  is  expected  to  pay  the  remaining  20%  of  what 
the  carrier  determines  to  be  the  83rd  percentile  of  the  usual  and  customary  fee  of  that  physician. 
If  pending  changes  in  the  Social  Security  Act  do  become  law  (already  passed  the  House  and  being 
considered  in  Senate),  the  guidelines  will  be  changed  to  require  the  carrier  for  Medicare  to  pay  no 
more  than  80%  of  the  75th  percentile  of  “usual  and  customary.”  However,  the  individual  charge 
profile  screens  will  be  updated  to  include  the  entire  year  1969,  to  allow  some  increase  in  charges 
as  a reflection  of  increased  expenses.  It  can  be  anticipated  that  these  guideline  changes  will  very 
likely  result  in  a significant  change  in  the  payment  for  physician’s  services  under  the  Medicare 
program. 

Undoubtedly,  many  more  doctors  will  be  less  inclined  to  take  assignment  of  benefits  under 
Medicare  with  these  new  guidelines.  The  “assignment  route”  makes  it  illegal  for  a doctor  to 
collect  more  than  what  is  determined  to  be  the  “allowable  charge”  as  determined  by  the  Part 
“B”  carrier  (80%  from  Medicare,  20%  from  patient).  When  the  patient’s  direct  assignment  of 
benefits  to  the  doctor  is  not  accepted,  then  the  doctor  is  free  to  recover  his  “usual,  customary 
and  reasonable”  fee  without  being  instructed  as  to  his  “allowable  charge.”  Experience  has  proven 
this  latter  choice  to  be  imminently  superior  to  the  “assignment  route.”  It  requires  an  under- 
standing secretary  to  explain  details  to  families  and  patients,  and  assist  in  the  filing  of  a properly 
documented  (itemized  statement)  claim  form.  Its  dividends  are  not  only  monetary,  but  more  re- 
warding in  the  creation  of  a sense  of  responsibility  and  dignity  among  our  older  patients  who 
appreciate  an  opportunity  to  discharge  their  obligations  in  a traditional  manner. 


Tom  E.  Nesbitt 


Sincerely, 


President 
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EDITORIAL 

THE  TOLBUTAMIDE  CONTROVERSY 

During  the  past  several  months  much 
newspaper  space,  radio  and  television 
time  has  been  devoted  to  the  merits  and 
risks  of  tolbutamide  therapy  in  the  treat- 
ment of  adult  onset  diabetes.  The  study 
which  prompted  the  controversy  was  one 
recently  presented  by  The  University 
Group  Diabetes  Program  on  the  effects  of 
hypoglycemic  agents  on  vascular  compli- 
cations in  patients  with  adult  onset  dia- 
betes. Approximately  1000  patients  with 
adult  onset  diabetes  were  assigned  to  one 
of  five  treatment  groups  and  followed  for 
five  years.  The  treatment  groups  included 
placebo,  tolbutamide,  insulin  standard,  in- 
sulin variable  and  phenformin  groups. 
Since  the  phenformin  group  had  not  been 
followed  for  the  full  five  years,  the  results 
of  this  treatment  group  were  not  evalu- 
ated in  this  original  report.  The  group 
receiving  the  placebo  were  actually  on  diet 
alone.  Those  taking  tolbutamide  were  on 
diet  and  500  mgm  of  tolbutamide  before 
each  meal  irrespective  of  the  levels  of  blood 
sugars.  Those  in  the  insulin  standard  group 
were  given  a constant  number  of  units  of 


NPH  insulin  before  breakfast  regardless 
of  blood  sugar  levels  and  the  insulin  vari- 
able group  had  a varying  NPH  insulin  dose 
depending  on  the  levels  of  blood  sugar 
control.  It  was  of  interest  to  note  that  al- 
though the  fasting  blood  sugars  in  each 
treatment  group  dropped  initially,  at  the 
end  of  five  years  the  fasting  blood  sugars 
in  each  group,  with  the  exception  of  the 
insulin  variable  group,  had  returned  to  pre- 
treatment levels. 

In  the  group  of  823  patients  in  the  four 
treatment  groups  which  had  completed  the 
five  year  period  of  observation,  89  deaths 
were  reported.  The  mortality  percentages 
were  10.2,  14.7,  9.5  and  8.8  for  the  placebo, 
tolbutamide,  insulin  standard  and  insulin 
variable  groups. 

Sixty-nine  deaths  were  attributed  to 
cardiovascular  causes,  comprising  4.9,  12.7, 
6.2  and  5.9  per  cent  of  patients  in  the 
placebo,  tolbutamide,  insulin  standard  and 
insulin  variable  groups.  No  cause  for  the 
excessive  cardiovascular  mortality  in  the 
tolbutamide-treated  group  could  be  identi- 
fied. 

These  studies  although  they  are  impres- 
sive, need  confirmation  by  other  workers 
and  emphasize  the  desirability  of  control- 
ling patients  on  diet  alone  where  effective 
control  can  be  achieved  without  hypo- 
glycemic agents.  Before  the  advent  of  oral 
hypoglycemics  for  adult  onset  diabetes,  diet 
alone  was  usually  tried  at  the  onset  of 
therapy  and  insulin  added  only  if  control 
with  diet  alone  proved  ineffective.  With  the 
advent  of  the  pill,  less  emphasis  was  placed 
on  a strict  dietary  regime  because  the  con- 
venience of  oral  hypoglycemics  lulled  the 
physician  who  then  depended  on  the  tablet, 
rather  than  diet  for  control,  into  a false 
sense  of  security.  The  study  now  suggests 
that  possibly  this  attitude  on  the  part  of 
the  physician  may  have  been  responsible 
for  an  additional  increase  in  patient  mor- 
tality. Emphasis  on  the  importance  of  die- 
tary control  is  one  of  the  more  important 
portions  of  the  study  which  was  not  re- 
ported in  the  public  press. 

It  should  also  be  noted  that  in  this  study 
the  incidence  of  death  was  less  in  those 
whose  blood  sugars  were  kept  closer  to 
normal  (insulin  variable  group)  than  in 
those  in  the  other  groups  where  blood  sugar 
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levels  tended  to  be  elevated  over  the  five 
year  period.  This  portion  of  the  study  has 
also  not  been  emphasized  and  yet  confirms 
what  many  diabeticians  have  believed,  yet 
found  difficult  to  prove.  In  other  words, 
good  control  seems  to  promote  better  long- 
term health  in  the  diabetic. 

Finally,  it  should  be  noted  that  this  study 
does  not  duplicate  the  treatment  regime 
in  the  physician’s  office  where  personal  at- 
tention to  details,  the  one-to-one  physician- 
patient  relationship  and  maintenance  of 
good  blood  sugar  control  in  each  patient  re- 
gardless of  treatment  regime  employed  are 
lacking  in  the  UGDP  study  reported.  On 
the  basis  of  present  evidence,  it  seems  wise 
for  the  private  physician  to  maintain  his 
patient  on  that  regime — diet  alone,  oral 
sulfonylureas,  or  insulin — which  has  been 
shown  to  be  most  effective  for  his  par- 
ticular patient;  to  re-imphasize  the  neces- 
sity for  meticulous  dietary  control  and 
shift  those  patients  now  employing  tablets 
or  insulin  to  diet  alone  if  good  control  can 
be  maintained  by  this  regime;  and  to  watch 
with  interest  other  reports  for  further  evi- 
dence which  may  confirm  or  negate  these 
impressive  UGDP  findings  which  have  pre- 
cipitated the  present  controversy. 

A.B.S. 


IN  MEMORIAM 


Caldwell,  Turner  A.,  Jefferson  City.  Died  June 
12,  1970,  Age  78.  Graduate  of  Vanderbilt  Uni- 
versity School  of  Medicine,  1918.  Member  of 
Knoxville  Academy  of  Medicine. 

Ekvall,  Leslie  D.,  Dunlap.  Died  June  11,  1970, 
Age  68.  Graduate  of  Loma  Linda  University 
School  of  Medicine,  1932.  Member  of  Chatta- 
nooga-Hamilton  County  Medical  Society. 

Goltman,  David  W.,  Memphis.  Died  June  28, 
1970,  Age  66.  Graduate  of  University  of  Pennsyl- 
vania, 1929.  Member  of  Memphis-Shelby  County 
Medical  Society. 

Lewis,  Milton  S.,  Nashville.  Died  June  26, 
1970,  Age  77.  Graduate  of  Vanderbilt  University 
School  of  Medicine,  1916.  Member  of  Nashville 
Academy  of  Medicine. 

Swanay,  Ottie  Milburn,  Rogersville.  Died  June 
18,  1970,  Age  88.  Graduate  of  Louisville  Medical 
College,  1907.  Member  of  Hawkins  County  Med- 
ical Society. 

Wright,  J.  Leo,  Memphis.  Died  June  18,  1970, 
Age  50.  Graduate  of  New  York  College  of 


Medicine,  1950.  Member  of  Memphis-Shelby 
County  Medical  Society. 
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New  Members 

The  Journal  takes  the  opportunity  to  welcome 
these  new  members  into  the  Tennessee  Medical 
Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 
Robert  W.  Seaton,  M.D.,  Maryville 

CHATTANOOGA-HAMILTON  COUNTY 

MEDICAL  SOCIETY 

Cauley  Wilbur  Hayes,  Jr.,  M.D.,  Chattanooga 
Charles  E.  Richardson,  M.D.,  Chattanooga 
CONSOLIDATED  MEDICAL  ASSEMBLY  OF 

WEST  TENNESSEE 
Fred  Looper,  M.D.,  Jackson 
Donald  S.  LaFont,  M.D.,  Jackson 
Barnett  Scott,  M.D.,  Jackson 
DICKSON  COUNTY  MEDICAL  SOCIETY 
Daniel  B.  Drinnen,  M.D.,  Dickson 
GREENE  COUNTY  MEDICAL  SOCIETY 
Ramon  Azaret,  M.D.,  Greeneville 
KNOXVILLE  ACADEMY  OF  MEDICINE 
Robert  E.  Hall,  M.D.,  Knoxville 
Thomas  Findley,  M.D.,  Knoxville 
Fred  W.  Hodge,  M.D.,  Knoxville 
Ronald  Perry,  M.D.,  Knoxville 
Roland  F.  Regester,  M.D.,  Knoxville 
MAURY  COUNTY  MEDICAL  SOCIETY 
Roy  F.  Harmon,  Jr.,  M.D.,  Columbia 
MEMPHIS-SHELBY  COUNTY 

MEDICAL  SOCIETY 
William  M.  Adams,  Jr.,  M.D.,  Memphis 
Charles  R.  Arkin,  M.D.,  Memphis 
Jose  Luis  Castillo,  M.D.,  Memphis 
Charles  E.  Couch,  M.D.,  Memphis 
Jackie  Jackson  Cox,  M.D.,  Memphis 
Robert  I.  Lerman,  M.D.,  Memphis 
David  F.  Mobley,  M.D.,  Memphis 
Victor  R.  Scarano,  M.D.,  Memphis 
James  A.  Yarrow,  M.D.,  Memphis 
NASHVILLE  ACADEMY  OF  MEDICINE 
Clyde  W.  Alexander,  M.D.,  Nashville 
Richard  L.  Callaway,  M.D.,  Nashville 
Paul  S.  Crane,  M.D.,  Nashville 
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Thomas  J.  Davis,  M.D.,  Nashville 
William  L.  Downey,  M.D.,  Nashville 
Laury  M.  Fisher,  M.D.,  Nashville 
John  R.  Furman,  M.D.,  Madison 
Norman  D.  Hasty,  M.D.,  Nashville 
Marc  H.  Hollender,  M.D.,  Nashville 
Charles  G.  Norton,  M.D.,  Nashville 
Bradley  E.  Smith,  M.D.,  Nashville 
Murray  W.  Smith,  M.D.,  Nashville 
Clarence  S.  Thomas,  Jr.,  M.D.,  Nashville 
Shannon  W.  Turney,  M.D.,  Nashville 
ROANE-ANDERSON  COUNTY 

MEDICAL  SOCIETY 
Donald  Hartman,  M.D.,  Oak  Ridge 
RUTHERFORD  COUNTY  MEDICAL  SOCIETY 
George  S.  Hester,  M.D.,  Murfreesboro 
Elizabeth  Rhea,  M.D.,  Murfreesboro 
H.  Millard  Smith,  M.D.,  Woodbury 
Tom  A.  Turner,  M.D.,  Murfreesboro 
SULLIVAN- JOHNSON  COUNTY 

MEDICAL  SOCIETY 
Donald  B.  Aspley,  M.D.,  Kingsport 
WASHINGTON-CARTER-UNICOI  COUNTY 

MEDICAL  SOCIETY 
Norman  M.  Sawyer,  M.D.,  Johnson  City 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  of  Medicine, 
along  with  physicians  from  St.  Mary’s, 
Presbyterian,  and  University  Hospitals,  is 
sponsoring  an  advanced  course  on  Emergen- 
cy Medical  Care  of  the  Sick  and  Injured. 
The  course  began  on  June  29  and  will  be 
conducted  through  October  5 at  St.  Mary’s 
Hospital,  whose  administration  has  offered 
its  entire  teaching  facilities  at  no  cost. 
Dr.  A.  L.  Jenkins,  Director  of  the  Knox- 
ville Emergency  Physicians  Group  and 
Chairman  of  the  Academy’s  Emergency 
Medical  Technician  Training  Committee  is 
directing  the  course. 

The  purpose  of  the  course  is  to  train 
medically  those  persons  who  are  officially 
responsible  for  giving  immediate  care  to 
the  injured  and  acutely  ill  and  transport- 
ing them  to  a medical  department.  Ap- 
proximately 100  men  are  participating  in 
the  course,  representing  ambulance  work- 
ers, law  enforcement  officers,  and  fire  fight- 
ers. Written  and  oral  examinations  will  be 
given  and  those  passing  will  receive  a cer- 
tificate for  completing  the  course. 

Physicians  who  will  teach  the  course  in- 
clude: Dr.  C.  Harwell  Dabbs,  Chairman  of 
the  Medical  Service  Committee  of  the  Knox- 
ville Academy  of  Medicine;  Drs.  Richard 
R.  Jost,  Herschel  King,  Jerry  Rogers  and 


Robert  Lash,  University  Hospital;  Dr.  Jo- 
seph I.  Garcia,  Presbyterian;  and  Drs. 
James  C.  Prose,  Henry  S.  Nelson,  Thomas 
L.  Ray,  Thomas  Stevens,  Fred  Brown,  and 
Jenkins,  St.  Mary’s. 

Northwest  Tennessee  Academy 
of  Medicine 

The  Northwest  Tennessee  Academy  of 
Medicine,  which  represents  the  counties 
of  Dyer,  Lake,  Lauderdale,  and  Obion,  has 
contributed  two  $500  Nursing  Scholarships 
to  the  University  of  Tennessee  at  Martin. 

Dr.  Robert  E.  Clendenin,  Union  City,  is 
President  of  the  Academy  and  Dr.  Robert 
L.  Harrington,  Dyersburg,  is  Secretary. 
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The  Month  In  Washington 
(From  Washington  Office,  AMA) 

An  American  Medical  Association  pro- 
posal for  peer  review  for  the  medicare  and 
medicaid  programs  drew  favorable  reaction 
from  members  of  the  Senate  Finance  Com- 
mittee. 

Peer  review  was  one  part  of  a three- 
point  program  which  Dr.  Gerald  D.  Dor- 
man, the  outgoing  president  of  the  AMA, 
offered  in  testimony  at  a Senate  Finance 
Committee  hearing  on  medicare  and  medic- 
aid. 

Dr.  Dorman  and  Dr.  Julius  W.  Hill,  presi- 
dent of  the  National  Medical  Association, 
testified  together.  They  jointly  urged  on 
behalf  of  their  organizations  that  Congress 
replace  medicaid  with  a national  health 
insurance  program  subsidized  by  the  fed- 
eral government. 

The  AMA  health  insurance  proposal, 
which  initially  was  approved  by  the  AMA 
House  of  Delegates  in  1968,  was  similar 
to  the  plan  President  Nixon  included  re- 
cently in  his  proposed  revised  new  national 
welfare  program.  He  said  he  would  send 
such  legislation  to  Congress  early  next 
year. 

Congress  is  not  expected  to  take  up  this 
year  proposals  for  national  health  insur- 
ance. But  reaction  to  the  peer  review  pro- 
posal was  highly  encouraging,  and  pros- 


Equipped  for  the 
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When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your  - 
hospital  suitably  equipped?  It 
is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 

In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 

But  in  an  emergency,  when 
rapid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
response  is  essential.  SYNTHROID 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


Levothyroxine  has  a high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  a thyroactive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
PBI  test.  It  is  not  unusual  to  find  PBI  levels  of 
8-10  meg.  per  100  ml.  of  serum. 

INDICATIONS:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SNYTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close  observation.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  are  secondary  to 
increased  rates  of  body  metabolism:  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  cases,  a 
reduction  in  dosage  followed  by  a more  gradual 
adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


DOSAGE  AND  ADMINISTRATION:  in 

myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utilizing  a 
solution  containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  100  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
10  mg.  of  Mannitol,  N.F.;  a 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 
0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  bottles  of  100  and  500  tablets. 
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pects  for  Congressional  approval  this  year 
appeared  good.  Senator  Wallace  F.  Bennett 
(R.,  Utah) , a finance  committee  member, 
directed  the  committee’s  staff  to  work  with 
AMA  staff  representatives  in  drafting  such 
legislation  as  an  amendment  to  a bill  re- 
vising medicare  and  medicaid. 

The  presidents  of  the  AMA,  with  223,000 
members,  and  the  predominantly  negro 
NMA  gave  assurances  at  the  finance  com- 
mittee hearing  of  the  medical  profession’s 
cooperation  in  solving  the  nation’s  health 
care  problems.  It  was  the  first  time  that 
spokesmen  for  the  two  leading  medical  as- 
sociations had  testified  together  before  a 
Congressional  committee. 

Dr.  Doman  said,  “the  medical  profession 
hopes  to  see  the  nation  pursue”  the  three- 
point  program  in  efforts  to  provide  quality 
health  care  for  everyone  as  economically 
as  possible. 

Dr.  Hill  said  the  insurance  plan  would 
work  better  than  medicaid  in  the  ghettoes. 
He  also  defended  physicians  against  accusa- 
tions that  they  have  been  profiteering  under 
medicaid  and  medicare. 

The  first  two  parts  of  the  AMA  program 
comprised  the  association’s  “medicredit” 
health  insurance  plan.  The  third,  peer  re- 
view, “is  a way  to  assure  both  scientific 
quality  and  economic  reasonableness  in  the 
medical  and  health  care  people  get,”  Dr. 
Dorman  said. 

“Our  first  program  would  meet  the  prob- 
lems of  the  Title  XIX  medicaid  program,” 
Dr.  Dorman  said.  “Under  our  plan,  each 
low  income  person  or  family  would  re- 
ceive a certificate  for  the  purchase  of  a 
qualified  and  comprehensive  health  insur- 
ance plan.  The  protection  would  be  theirs 
without  expense  or  contribution  since  the 
cost  of  the  program  would  be  borne  en- 
tirely by  the  federal  government. 

“The  second  offers  tax  credits,  on  a slid- 
ing scale  based  on  the  tax  liability  of  a 
family,  for  the  purchase  of  qualified  health 
benefits  coverage.  For  those  with  moderate 
or  higher  levels  of  income,  the  program 
would  provide  cash  incentives,  through  in- 
come tax  credits,  to  encourage  them  to  pro- 
tect themselves  against  major  health  care 
costs. 

“The  third  part  of  our  program  calls  for 
a structured  peer  review  mechanism  to  in- 


sure high  quality  of  care  and  to  prevent 
abuses  of  the  medicare  and  medicaid  pro- 
grams.” 

Dr.  Dorman  noted  that  the  committee’s 
staff  in  a report  last  February  on  medicare- 
medicaid  suggested  that  organized  medicine 
regulate  itself. 

“We  agree,  and  propose  a program  pro- 
viding for  professional  review  of  matters 
bearing  on  reasonableness  of  charges  for, 
need  for,  and  the  quality  of  services  rend- 
ered by,  the  provider  of  medical  or  other 
health  services,”  he  said. 

In  a speech  on  the  Senate  floor,  Bennett 
said  there  is  deep  concern  over  the  high 
costs  of  medicare  and  medicaid.  He  compli- 
mented the  AMA  on  advancing  peer  review 
as  a means  of  curbing  these  costs.  He  said: 

“I  believe  the  American  people  are  justi- 
fiably concerned  over  the  tremendous  costs 
of  health  care.  Much  of  that  concern,  it 
seems  to  me,  is  a product  of  a very  real 
feeling  that  we  are  not  getting  what  we 
are  paying  for.  I believe,  equally,  that 
much  of  the  apprehension,  anxiety,  and 
suspicion  now  prevalent — for  better  or 
worse — with  respect  to  those  responsible 
for  health  care  would  disappear  if  profes- 
sional standards  review  organizations  were 
established  and  functioned  effectively.  It 
seems  to  me  that  the  American  people  are 
entitled  to  know  that  American  medicine 
shares  their  concern — and  more  important- 
ly— proposes  to  do  something  substantial 
about  it  through  means  of  professional 
standards  review  organizations.  . . 

“I  believe  that  physicians,  properly  organ- 
ized and  with  a proper  mandate,  are  capa- 
ble of  conducting  an  ongoing  effective  re- 
view program  which  would  eliminate  much 
of  the  present  criticism  of  the  profession 
and  help  enhance  their  stature  as  honorable 
men  in  an  honorable  vocation  willing  to 
undertake  necessary  and  broad  responsi- 
bility for  overseeing  professional  functions. 
If  medicine  accepts  this  role  and  fulfills 
its  responsibility,  then  the  Government 
would  not  need  to  devote  its  energies  and 
resources  to  this  area  of  concern.  Make  no 
mistake:  the  direction  of  the  House-passed 
social  security  bill  is  toward  more — not  less 
— review  of  the  need  for  and  quality  of 
health  care.  I believe  my  amendment  would 
provide  the  necessary  means  by  which 
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organized  medicine  could  assume  responsi- 
bility for  that  review.” 

Bennett  said  that,  under  his  amendment, 
review  groups  would  have  responsibility 
for  reviewing  “the  totality  of  care  provided 
patients — including  all  institutional  care.” 
That  responsibility  he  said,  would  be 
lodged,  “wherever  possible  and  wherever 
feasible,”  at  the  local  community  level. 
He  said: 

“Local  emphasis  is  necessary  because  the 
practice  of  medicine  may  vary,  within  rea- 
sonable limits,  from  area  to  area,  and  local 
review  assures  greater  familiarity  with  the 
physicians  involved  and  ready  access  to 
necessary  data.  Priority  should  be  given 
to  arrangements  with  local  medical  societies 
— of  suitable  size — which  are  willing  and 
capable  of  understanding  comprehensive 
professional  standards  review.  . . 

“Under  the  amendment,  the  Secretary 
(of  Health,  Education  and  Welfare)  could 
use  state  or  local  health  departments  or 
employ  other  suitable  means  of  undertaking 
professional  standards  review  only  where 
the  medical  societies  were  unwilling  or 
unable  to  do  the  necessary  work,  or  where 
their  efforts  were  only  pro  forma  or  token. 
Let  me  emphasize  as  strongly  as  possible 
that  the  thrust  of  this  proposal  is  to  have 
physicians,  as  a group,  evaluate  physicians 
and  the  services  they  provide  and  order 
as  individuals.” 

Bennett  said  that  the  review  committees 
should  determine  that  only  medically  neces- 
sary services  are  provided  by  physicians, 
hospitals,  nursing  homes  and  pharmacies, 
and  that  these  services  meet  proper  profes- 
sional standards. 

Disciplinary  measures,  he  said,  would  be 
in  proportion  to  the  offense  and  could  in- 
clude: 1)  monetary  penalties,  2)  suspen- 

sion from  federal  programs,  3)  exclusion 
from  federal  programs,  4)  civil  or  criminal 
prosecution,  and  5)  steps  leading  to  the 
suspension  or  revocation  of  professional 
licensure. 

Dr.  Hill  directed  his  testimony  before 
the  finance  committee  mainly  to  medical 
care  of  the  blacks  and  other  poor  people, 
particularly  in  ghettoes.  He  took  issue  with 
the  committee  staff  report  which,  he  said, 
“by  implication  attacked  the  very  phy- 
sicians working  closest  to  the  poor  and 


treating  them.”  He  said  restrictions  upon 
physicians’  fees,  as  advocated  in  the  re- 
port, would  make  more  acute  the  already 
critical  shortage  of  physicians  in  ghettoes. 

“To  those  who  read  the  entire  report, 
there  were  a number  of  very  complimen- 
tary things  said  about  all  physicians,”  Dr. 
Hill  said.  “But  the  primary  message,  the 
one  seized  upon  by  the  press  and  broad- 
cast across  the  country,  appeared  to  be 
that  any  doctor  earning  a substantial 
amount  of  money  from  medicare-medicaid 
was  somehow  cheating  both  the  govern- 
ment and  his  patients. 

“It  was  bitterly  ironic.  To  work  60  and 
more  hours  a week  in  the  ghetto,  and  to 
be  fairly  paid,  was  suddenly  prima  facie 
evidence  of  wrong-doing. 

“The  report  was  also  interpreted  so  that 
the  blame  for  the  rising  cost  of  medicare- 
medicaid  was  directed  at  the  physician — 
and  particularly  those  caring  for  the  poor. 

“Therefore,  we  of  the  National  Medical 
Association  take  strong  exception.  The 
implications  and  accusations  of  that  report 
were  grossly  unfair.  It  is  difficult  enough 
to  get  physicians  to  practice  among  the 
poor.  . . If  these  men,  professionals  com- 
mitted to  providing  care,  are  to  be  sub- 
jected to  irresponsible  accusations  for  the 
size  and  success  of  their  ghetto  practices, 
it  will  very  soon  be  impossible  to  find  a 
doctor  among  the  American  poor.” 

The  associations  showed  the  senators  a 
brief  movie  of  physicians  practicing  in  a 
Chicago  ghetto  health  center  and  in  an 
Appalachian  community  clinic. 

The  National  Communicable  Disease  Cen- 
ter of  the  U.  S.  Public  Health  Service  said 
that  not  a single  death  from  polio  was 
reported  in  the  nation  last  year. 

It  was  the  first  time  no  death  from  the 
disease  was  reported  since  1955  when  reg- 
ular polio  surveillance  was  started.  In  addi- 
tion to  the  absence  of  a death,  the  total 
number  of  cases  of  paralytic  polio  was  only 
19. 

Before  the  introduction  of  polio  vaccine 
during  the  mid-1950’s,  annual  paralytic 
cases  went  as  high  as  21,300  with  1,400 
deaths.  The  number  of  cases  began  to 
dwindle  after  use  of  the  vaccine  became 
widespread  and  1960,  with  230  cases,  was 
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the  last  year  when  the  number  of  deaths 
exceeded  100.  In  recent  years,  the  death 
toll  usually  has  been  between  10  and  20. 

Among  the  19  paralytic  cases  last  year, 
only  one  occurred  in  a person  who  had 
received  a full  series  of  anti-polio  doses. 
The  exception  was  a two-year  old  suffering 
from  an  inborn  inability  to  form  protective 
antibodies  against  bacteria  and  viruses. 

An  estimated  26.5  million  doses  of  vac- 
cine, most  of  it  the  oral  type,  was  adminis- 
tered nationwide  last  year. 

A federal  health  official  warned  that 
small  outbreaks  of  polio  still  are  possible 
in  city  slums  and  other  areas  where  it  is 
difficult  to  achieve  100  per  cent  immuniza- 
tion. There  already  have  been  11  known 
cases  and  one  death  in  the  Rio  Grande 
Valley  citrus  growing  region  of  Texas 
where  there  was  a problem  of  convincing 
parents  of  the  need  for  immunizing. 


MEDICAL  NEWS 
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Dr.  W.  W.  Hubbard  Honored 

Dr.  W.  W.  Hubbard,  who  retired  in  April 
after  28  years  as  medical  director  of  the 
Middle  Tennessee  Chest  Disease  Hospital, 
was  honored  on  June  26  when  a portrait  of 
him  was  dedicated  at  the  Nashville  hospital. 
The  portrait  was  given  to  the  hospital  by 
friends  of  Dr.  Hubbard  from  all  areas  of 
the  state.  Principal  speaker  for  the  occasion 
was  Dr.  R.  H.  Hutcheson,  former  Tennessee 
Commissioner  of  Public  Health  for  26  years. 
Dr.  Arthur  J.  Viehman,  who  received  his 
degree  from  the  Vanderbilt  School  of  Medi- 
cine in  1941,  succeeded  Dr.  Hubbard  as 
Medical  Director  of  the  hospital.  He  was 
previously  Medical  Director  and  Superin- 
tendent of  the  Jefferson  Tuberculosis  Sani- 
torium  at  Birmingham,  Alabama. 

A native  of  Birmingham,  Alabama,  Dr. 
Hubbard  was  graduated  from  the  Vander- 
bilt University  School  of  Medicine  in  1926. 
When  he  joined  the  Tennessee  Health  De- 
partment in  1935,  there  were  no  state  tu- 
berculosis hospitals  and  the  few  county  hos- 
pitals able  to  care  for  tuberculosis  patients 
accepted  only  local  residents.  Dr.  Hubbard 
accepted  the  challenge,  and  was  a pioneer 


in  developing  tuberculosis  facilities  and 
control  in  Tennessee.  He  was  responsible 
for  planning  and  directing  construction  of 
the  four  present  chest  disease  hospitals  in 
this  state,  located  at  Nashville,  Memphis, 
Chattanooga  and  Knoxville.  He  helped  es- 
tablish a tuberculosis  outpatient  clinic  at 
Vanderbilt  Hospital,  and  was  on  the  Van- 
derbilt School  of  Medicine  faculty  for  many 
years. 

In  1941,  Dr.  Hubbard  became  the  director 
of  the  Nashville  facility  when  the  Middle 
Tennessee  Tuberculosis  Hospital  was 
opened.  The  present  building  was  con- 
structed in  1953,  serving  mid-state  patients 
primarily.  During  its  early  years,  between 
500  and  600  patients  were  admitted  an- 
nually. Now,  with  tuberculosis  under  better 
control,  an  average  of  360  patients  are  re- 
ceived each  year,  including  those  having 
other  chronic  pulmonary  diseases.  A total 
of  8,137  patients  have  been  admitted  to 
the  hospital  since  1941. 

5-C  ^ 

The  Upper  Cumberland  Medical  Society 
held  its  annual  two-day  scientific  program 
on  June  16  and  17  at  the  Cloyd  Hotel  in 
Red  Boiling  Springs.  The  meeting  was 
held  in  an  informal  atmosphere  and  was 
opened  to  the  public. 

The  highlight  of  the  meeting  was  a panel 
on  “Youth  and  Psychedelics — What  Next.” 
Participants  on  the  panel  were  Lee-Alien 
Ford,  Director  of  the  Alcoholism  and  Drug 
Abuse  Program  for  the  Tennessee  Depart- 
ment of  Mental  Health,  Federal  narcotics 
officer  Arthur  Small,  and  a group  of  former 
drug  addicts.  Other  topics  discussed  at  the 
meeting  were  education  and  research  in 
cancer,  transplant  rejection,  surgical  and 
medical  procedures  in  Vietnam,  and  other 
recent  advances  in  surgical  techniques.  All 
of  the  speakers  were  from  the  Middle  Ten- 
nessee area,  primarily  from  Nashville. 

Newly  elected  officers  for  the  society  are: 
Dr.  Fred  Goldner,  Nashville,  President;  Dr. 
Jack  Batson,  Nashville,  President-Elect;  Dr. 
L.  M.  Freeman,  Granville,  Secretary-Trea- 
surer; and  Dr.  Kirkland  Todd,  Nashville, 
Assistant  Secretary-Treasurer. 

Next  year,  the  Society  will  hold  its  meet- 
ing on  June  15-16,  again  at  Red  Boiling 
Springs. 
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University  of  Tennessee  Medical  Unit 

Dr.  Richard  R.  Overman  has  been  named 
acting  dean  of  the  College  of  Medicine, 
effective  July  1.  Associate  Dean  of  the 
college  for  the  past  four  years,  Dr.  Over- 
man will  serve  as  acting  dean  until  a 
permanent  replacement  for  Dean  Maston 
K.  Callison  is  named.  Dr.  Callison  disclosed, 
several  months  ago,  his  plans  to  resign  at 
the  end  of  the  fiscal  year  to  enter  the  pri- 
vate practice  of  medicine. 

A permanent  replacement  for  Dr.  Calli- 
son will  not  be  chosen  until  a new  Chan- 
cellor for  the  medical  units  is  named.  Dr. 
Jack  Williams,  a vice  president  in  the  Uni- 
versity of  Tennessee  system,  has  been 
chancellor  pro  tern  since  the  resignation 
of  Dr.  Homer  Marsh  in  January. 

Dr.  Overman  has  been  a member  of  the 
Medical  Units  faculty  since  1945,  when  he 
came  to  Memphis  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  did  his  undergraduate  study  at  DePauw 
University  and  his  graduate  training  at 
both  Harvard  University  and  Princeton 
University. 

% 

Dr.  Barry  E.  Gerald  has  been  named  act- 
ing Chairman  of  the  Department  of  Radi- 
ology, succeeding  Dr.  George  Cooper,  who 
joins  the  University  of  Virginia  faculty  on 
September  1.  Dr.  Gerald  graduated  from 
the  University  of  Tennessee  College  of 
Medicine  and  has  previously  served  as  head 
of  the  section  of  diagnostic  radiology  at 
the  medical  units. 

5jC  5jC 

Vanderbilt  University  School  of  Medicine 

The  Vanderbilt  University  School  of 
Medicine  has  received  a $505,340  five-year 
grant  from  the  Ford  Foundation  to  its  De- 
partment of  Obstetrics  and  Gynecology  for 
a study  in  reproductive  physiology.  Dr. 
Bert  W.  O’Malley,  who  holds  the  Vander- 
bilt chair  of  reproductive  biology  and 
family  planning,  will  direct  the  study  into 
the  basic  research  of  reproductive  biology. 

^ ^ 

Dr.  Edward  V.  Staab,  Assistant  Professor 
of  Radiology  has  received  a grant  from  the 
James  Picker  Foundation  in  support  of  re- 
search and  training  in  radiology.  Dr.  Staab 


is  studying  the  problems  of  radioisotope 
cisternography,  or  the  flow  patterns  of 
cerebral  spinal  fluid  through  the  brain.  This 
is  his  second  year  to  receive  the  Picker 
grant. 

^ ^ ^ 

Dr.  John  B.  Youmans,  accepted  the  Out- 
standing Civilian  Service  Medal  from 
Lieutenant  General  Hal  B.  Jennings,  Jr., 
during  a ceremony  in  Washington,  D.  C. 
He  was  praised  for  his  contributions  to 
military  nutrition,  and  especially  to  the 
Army’s  Medical  Research  and  Nutrition 
Laboratory  at  Fitzsimons  General  Hospital 
in  Denver,  Colo.,  a unit  of  the  Medical 
Research  and  Development  Command. 

Dr.  Youmans  received  both  a bachelor’s 
and  a master’s  degree  from  the  University 
of  Wisconsin,  his  native  state,  and  in  1919 
earned  a medical  degree  from  Johns  Hop- 
kins Medical  School.  He  has  spent  the  ma- 
jority of  his  career  as  an  instructor  and 
professor  of  medicine  at  various  times  at 
the  Universities  of  Michigan,  Vanderbilt 
and  Illinois.  In  1950  he  became  the  Dean, 
Professor  of  Medicine  and  Director  of  Medi- 
cal Affairs  at  Vanderbilt  University. 

From  1916  to  1917  he  was  an  enlisted  man 
in  the  Army  assigned  to  a hospital  train. 
During  World  War  II,  he  was  back  on 
active  duty  as  a colonel  in  the  Army  Med- 
ical Corps,  assigned  to  the  Office  of  the 
Surgeon  General  as  Director  of  the  Nutri- 
tion Division.  While  in  that  position,  he 
traveled  to  the  southwest  Pacific  to  investi- 
gate the  nutrition  among  U.S.  troops  there. 
He  also  evaluated  the  nutritional  problems 
of  Chinese  troops  in  the  China-Burma-India 
Theater  of  Operations  in  1944.  The  next 
year  he  was  in  Europe  assisting  in  nutrition 
surveys  of  civilian  populations  after  the 
war’s  end. 

Dr.  Youmans  helped  persuade  the  Army’s 
Surgeon  General  to  begin  a separate  unit 
concerned  with  nutrition  training  and  re- 
search. In  1946  he  was  released  from  the 
Army  and  became  a consultant  in  nutrition 
to  the  Surgeon  General. 

While  a consultant  to  the  Interdepart- 
mental Committee  on  Nutrition  for  Na- 
tional Defense,  Dr.  Youmans  directed  nutri- 
tion surveys  in  1956  of  the  Armed  Forces  of 
Iran  and  Pakistan,  and  in  1958  surveyed  2 
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battalions  of  the  Alaska  National  Guard  and 
10  native  Eskimo  villages. 

He  is  a member  of  numerous  scientific 
and  professional  societies  and  a noted 
author,  particularly  in  the  field  of  nutrition. 


Mrs.  William  F.  Mackey,  president  of  the 
Woman’s  Auxiliary  to  the  Tennessee  Medical 
Association,  displays  an  American  Medical  Asso- 
ciation Education  and  Research  Foundation 
(AMA-ERF)  picture  award  presented  to  her 
during  the  national  Auxiliary’s  recent  conven- 
tion in  Chicago.  The  Tennessee  Auxiliary 
received  recognition  for  having  the  largest  per 
capita  donation  per  member. 


PERSONAL  NEWS 


Dr.  R.  C.  Kimbrough,  Madisonville,  recently 
named  TMA’s  Physician-of-the-Year,  has  been 
named  Alumnus  of  the  Year  by  Hiwassee  Col- 
lege. Dr.  Kimbrough  has  practiced  medicine 
in  Monroe  County  for  62  years. 

Dr.  C.  B.  Roberts,  Sparta,  addressed  the  50th 
Anniversary  Meeting  of  the  Sparta  Civitan  Club 
recently. 

Dr.  C.  Robert  Clark,  Chattanooga,  presented 
a “Disaster  Nursing”  program  to  the  District  4 
meeting  of  the  Tennessee  Nurses  Association. 
Dr.  Clark  is  Director  of  the  Chattanooga- 
Hamilton  County  Rescue  Service  and  Chairman 
of  TMA’s  Committee  on  Emergency  Medical 
Services. 

Dr.  Marcus  J.  Stewart,  Memphis,  has  been 
appointed  by  the  Governor  to  the  Board  of 
Trustees  of  the  University  of  Tennessee. 

Dr.  Dale  Beck,  Nashville,  was  elected  President 
of  the  medical  staff  of  Madison  Hospital. 

Dr.  J.  R.  Noonan,  Dyersburg,  discussed  the 
need  for  a Coronary  Care  Unit  at  the  Parkview 
Hospital  at  a recent  meeting  of  the  Halls  Civic 
Club. 

Dr.  John  B.  Youmans,  Franklin,  was  recently 
elected  a Master  by  the  American  College  of 


Physicians.  This  honor  is  in  recognition  of  his 
contributions  to  Internal  Medicine  and  is  the 
highest  membership  category  in  the  16,000  mem- 
ber international  medical  specialty  society. 

Dr.  Walter  Hardy,  Knoxville,  has  been  elected 
President  of  the  Knoxville  Urban  League. 

Dr.  Rollin  A.  Daniel,  Jr.,  Nashville,  has  moved 
his  office  to  St.  Thomas  Hospital. 

Dr.  Clarence  S.  Thomas,  Jr.,  has  joined  Doctors 
W.  C.  Alford,  Jr.,  R.  N.  Sadler  and  W.  S.  Stoney, 
Jr.,  Nashville,  in  the  practice  of  cardiac,  thoracic 
and  general  surgery. 

Dr.  David  F.  Fardon  has  joined  the  Knoxville 
Orthopedic  Clinic  in  the  practice  of  that 
specialty. 

Dr.  Sarah  H.  Sell,  Nashville,  has  been  elected 
Chairman  of  the  Board  of  Directors  of  the  Mid- 
dle Tennessee  Heart  Association,  succeeding  Dr. 
Morse  Kochtitzky  of  Nashville.  Dr.  Sell  is  the 
immediate  past  president  of  MTHA. 

Dr.  John  L.  Sawyers,  Nashville,  has  been 
elected  to  membership  in  the  prestigious  Ameri- 
can Surgical  Association. 

Dr.  Lewis  Anderson,  Memphis,  and  Dr. 
Bergein  F.  Overholt,  Knoxville,  contributed 
articles  to  the  Southern  Medical  Association 
which  appeared  in  the  July  issue  of  the  SMA 
Journal.  Dr.  Anderson  co-authored  an  article 
entitled  “IRRIGATION-SUCTION  TECHNIC  IN 
THE  TREATMENT  OF  ACUTE  HEMATO- 
GENOUS OSTEOMYELITIS,  CHRONIC  OSTEO- 
MYELITIS, AND  ACUTE  AND  CHRONIC 
JOINT  INFECTIONS”  and  the  title  of  Dr.  Over- 
holt’s article  was  “TECHNIC  OF  FLEXIBLE 
FIBERSIGMOIDOSCOPY.” 

Dr.  L.  Spires  Whitaker,  Chattanooga,  was  a 
principal  speaker  at  the  22nd  Annual  Health 
Institute,  sponsored  by  the  TB  & Respiratory 
Diseases  Association  of  Greater  Chattanooga, 
which  was  recently  held  in  Chattanooga.  Dr. 
Whitaker’s  topic  was  “Prevention  of  Respiratory 
Diseases.” 
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Calendar  of  Meetings 

1970 

State 

Tennessee  Valley  Medical  As- 
sembly, 18th  Annual,  Read 
House,  Chattanooga 
Tennessee  Academy  of  General 
Practice,  22nd  Annual  Assem- 
bly, Civic  Auditorium,  Gatlin- 
burg. 

National 

American  Association  of  Ob- 
stetricians and  Gynecologists, 
Homestead,  Hot  Springs,  Va. 


Oct.  19-20 
Nov.  4-6 

Sept.  10-12 
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Sept.  13-15 

Sept.  14-17 
Sept.  19-20 
Sept.  20-23 

Sept.  25-Oct.  1 
Sept.  30-Oct.  1 

Oct.  5-9 

Oct.  12-16 
Oct.  17-22 

Oct.  25-29 

Oct.  25-30 

Oct.  29-Nov.  2 

Nov.  10-17 

Nov.  16-19 

Nov.  29-Dec.  2 
Dec.  5-10 
Dec.  9-12 


Medical  Progress  Assembly, 
Municipal  Auditorium,  Bir- 
mingham 

American  Hospital  Association, 
Houston 

American  Association  of 
Ophthalmology,  Las  Vegas 
American  Association  of  Med- 
ical Clinics,  St.  Francis,  San 
Francisco 

American  Academy  of  General 
Practice,  San  Francisco 
AMA  Congress  on  Occupa- 
tional Health,  Century  Plaza 
Hotel,  Los  Angeles 
American  Academy  of  Opthal- 
mology  and  Otolaryngology, 
International  Hotel,  Las  Vegas 
American  College  of  Surgeons, 
Conrad  Hilton  Hotel,  Chicago 
American  Academy  of  Pediat- 
rics, San  Francisco  Hilton,  San 
Francisco 

American  Association  of  Blood 
Banks,  San  Francisco  Hilton, 
San  Francisco 

American  College  of  Chest 
Physicians,  Century  Plaza 
Hotel,  Los  Angeles 
Association  of  American  Med- 
ical Colleges,  Biltmore  Hotel, 
Los  Angeles 

American  Heart  Association, 
Shelburne-Dennis  Hotel,  At- 
lantic City 

Southern  Medical  Association, 
64th  Annual  Meeting,  Dallas 
Memorial  Auditorium,  Dallas 
American  Medical  Association, 
(Clinical  Convention),  Boston 
American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 
American  Academy  of  Cere- 
bral Palsy,  Shamrock-Hilton, 
Houston 


30th  Annual  AMA  Congress  on 
Occupational  Health 

The  AMA  Council  on  Occupational  Health  will 
present  its  Annual  Congress  on  Occupational 
Health  on  September  30-October  1,  at  the  Cen- 
tury Plaza  Hotel  in  Los  Angeles.  Eminent 
speakers  from  across  the  country  will  discuss 
varying  topics  of  Occupational  Health  and  Indus- 
trial Medicine.  The  opening  address  will  be  de- 
livered by  Dr.  .Walter  C.  Bornemier,  President 
of  the  American  Medical  Association.  There  is 
no  registration  fee  for  the  Congress  and  all 
interested  persons  are  invited  to  attend.  The 
program  is  acceptable  for  twelve  and  one-half 


elective  hours  credit  by  the  American  Academy 
of  General  Practice. 

Tennessee  Valley  Medical  Assembly 

The  18th  Annual  Tennessee  Valley  Medical 
Assembly  will  be  held  on  October  19  and  20  at 
the  Read  House  in  Chattanooga.  The  Assembly, 
sponsored  by  the  Chattanooga  and  Hamilton 
County  Medical  Society,  Inc.,  will  have  sym- 
posiums on  emergency  medical  care,  endocri- 
nology, gastroenterology,  medicine-cardiology, 
artificial  kidney,  and  pediatrics. 

The  featured  speakers  for  the  Conference  in- 
clude H.  William  Scott,  Jr.,  M.D.,  Nashville; 
H.  Earl  Ginn,  M.D.,  Nashville;  Stewart  A.  Fish, 
M.D.,  Memphis;  Noble  O.  Fowler,  M.D.,  Cin- 
cinnati; James  R.  Jude,  M.D.,  Miami;  John  T. 
Sessions,  Jr.,  M.D.,  Chapel  Hill,  North  Carolina; 
Frank  G.  Moody,  M.D.,  Birmingham;  Dwight  E. 
Harken,  M.D.,  Boston;  Ronald  C.  Jones,  M.D., 
Dallas;  James  L.  A.  Roth,  M.D.,  Philadelphia; 
Robert  B.  Greenblatt,  M.D.,  Augusta;  William  C. 
Waters,  III,  M.D.,  Atlanta;  William  G.  Thurman, 
M.D.,  Charlottesville,  Virginia;  Neil  L.  Chayet, 
Attorney,  Boston,  and  Kenneth  M.  Brinkhous, 
M.D.,  Chapel  Hill,  North  Carolina. 

The  Annual  Banquet  will  be  held  on  October 
19  and  will  feature  Mr.  Shearen  Elebash,  who 
builds  humor  and  extraordinary  artistry  that  has 
universal  appeal. 

A registration  fee  of  $25  should  be  enclosed 
with  registration  requests.  Checks  should  be 
made  payable  to:  Tennessee  Valley  Medical 

Assembly.  Registration  requests  should  be 
mailed  to:  Chattanooga  Convention  and  Visitors 
Bureau,  399  McCallie  Avenue,  Chattanooga, 
Tennessee  37402. 

The  program  is  approved  for  13  hours  credit 
by  the  American  Academy  of  General  Practice. 

September  Continuing  Education  Courses 

The  American  College  of  Physicians  will  pre- 
sent post-graduate  courses  entitled  “Dermatolog- 
ical Diagnosis  and  Treatment  for  the  Internist” 
and  “Renal  Diseases:  Pathophysiology,  Diagno- 
sis and  Management”  during  September.  The 
dermatology  course  has  been  designed  to 
familiarize  physicians  with  the  fundamentals  of 
cutaneous  examination  by  lecture  and  personal 
patient  contact.  In  addition  to  lectures  and 
clinical  presentations,  there  will  be  informal 
group  discussions.  Arrangements  have  been 
made  to  have  patient  exhibitions  and  a discus- 
sion of  genodermatoses  at  the  Rosewood  Train- 
ing School.  There  will  be  a series  of  symposia 
on  cutaneous  drug  reactions,  superficial  and 
deep  mycotic  infections,  dermatropic  virus  in- 
fections, pyogenic  infections,  allergic  dermatoses, 
occupational  dermatoses,  and  eruptions  at- 
tributed to  emotional  stimuli.  Each  lecturer  will 
discuss  the  significance  of  the  cutaneous  lesions 
and  their  relationship  to  systemic  illness.  This 
course  will  be  held  at  the  University  of  Mary- 
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land  School  of  Medicine  in  Baltimore  on  Sep- 
tember 1-3,  1970. 

The  course  on  renal  diseases  has  been  de- 
signed to  provide  general  physicians,  internists, 
urologists,  and  nephrologists  practical  informa- 
tion which  will  be  helpful  in  diagnosis  and 
treatment  and  aid  in  the  achievement  of  a better 
understanding  of  many  renal  and  genitourinary 
problems  encountered  in  their  patients.  Sessions 
will  be  devoted  to  hypertension,  glomerular 
diseases,  tubular  and  interstitial  disorders, 
nephrolithiasis,  infections  of  the  urinary  tract 
and  problems  of  renal  failure.  This  course  will 
be  held  at  the  Mayo  Clinic  and  Mayo  Graduate 
School  of  Medicine  at  Rochester,  Minnesota  on 
September  9-11,  1970. 

For  information  regarding  registration,  please 


write:  Edward  C.  Rosenow,  Jr.,  M.D.,  Executive 
Director,  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pennsylvania  19104. 

* * * 

On  September  17-19,  a post-graduate  course  on 
“Pulmonary  Function  Tests  in  Management  of 
Chest  Disease”  will  be  held  at  the  Kentucky 
Medical  Center  in  Lexington.  This  course  is 
planned  for  physicians  and  technicians  who 
have  some  responsibility  for  intensive  care 
units  and  patients  with  chest  disease.  A $35  fee 
will  be  charged.  For  further  information,  please 
contact:  Frank  R.  Lemon,  M.D.,  Associate  Dean, 
Continuing  Education,  College  of  Medicine,  Uni- 
versity of  Kentucky,  Lexington,  Kentucky 
40506. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individ- 
ual psychotherapy,  group  therapy,  psychodrama,  electro  convulsive  therapy,  Indoklon  convulsive  ther- 
apy, drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and  well  organized 
activities  program,  including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient  is  carefully  super- 
vised in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through 
the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

Of 

(2)  Samuel  N.  Workman,  M.D.,  (3)  Charles  W.  Neville,  Jr.,  M.D., 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry  and 

Medical  Director 

Area  Code  704-254-3201 
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Drug  Addiction — A Crime  or  a Disease?* 


The  addict  is  a sick  individual.  He  needs 
hospitalization  and  care  if  he  is  to  get  off 
and  stay  off  drugs.  Yet,  in  the  eyes  of  the 
law,  such  a person  at  best  is  a quasi- 
criminal. Possession  of  narcotics  is  illegal 
under  Federal  statutes — and  it’s  almost  im- 
possible to  be  an  addict  without  narcotics. 
But  while  Federal  law  does  not  consider 
addiction  itself  a crime,  many  states  do, 
even  when  the  addict  is  not  in  possession  of 
drugs  when  arrested. 

The  argument  about  whether  an  addict 
should  be  handled  by  wardens  or  doctors 
has  been  going  back  and  forth  for  many 
years.  In  the  past  neither  approach  has 
proven  adequate. 

The  control  of  drugs  and  addiction  be- 
came a police  matter  in  1914  with  the  pas- 
sage of  the  Harrison  Narcotic  Act.  After 
that,  capture  with  the  paraphernalia  of  the 
drug  habit  meant  jail  for  the  addict.  And  to 
the  addict,  jail  means  physical  torture. 
When  the  drugs  his  body  has  grown  to 
demand  are  abruptly  stopped,  he  goes  into 
“withdrawal.”  His  muscles  knot  in  severe 
cramps,  he  twitches,  vomits;  light  and  noise 
send  him  into  fits  of  pain;  he  loses  all 
control. 

Despite  its  “tough”  laws,  the  United 
States  today  still  has  a drug  addiction  prob- 
lem unique  in  the  Western  world  and  is  the 
chief  market  for  illegal  narcotics.  Traffic  in 
dope  costs  our  citizens  $500  million  an- 
nually— mostly  in  property  stolen  by  ad- 
dicts to  buy  satisfaction  for  their  cravings. 

On  the  other  hand,  initial  attempts  to  deal 
with  addiction  through  health  service 
clinics  were  not  effective  either.  Between 
1919  and  1923,  about  44  clinics  were  set  up 
in  various  cities  to  supply  drugs  to  addicts 
who  could  no  longer  get  narcotics  in  the 
clamp-down  after  passage  of  the  Harrison 
Act.  Many  addicts  were  even  issued  a 
supply  of  drugs  to  take  home  for  self- 
administration so  they  wouldn’t  be  popping 

^Prepared  by  the  Communications  Divisions  of 
the  American  Medical  Association. 


up  at  the  clinics  every  few  hours  for  a shot. 

The  clinics  were  supposed  to  keep  addicts 
out  of  the  hands  of  the  criminal  drug  ped- 
dlers and  thus  wipe  out  the  underworld’s 
narcotics  empire. 

But  the  results  were  quite  different. 
Criminals,  prostitutes  and  drug-peddlers 
swarmed  to  some  of  the  clinics  in  search 
of  easy  narcotics,  creating  local  resentment 
against  the  clinics.  Many  addicts  sold  part 
of  their  free  drug  supply  to  others,  causing 
more  addiction.  Others  only  had  their  ap- 
petite whetted  by  the  free  drugs  and  turned 
to  underworld  peddlers  for  more.  Instead 
of  drying  up,  illegal  dope  traffic  spurted. 

Some  of  the  clinics  functioned  for  only  a 
few  weeks,  others  for  as  long  as  4 years.  In 
the  end  they  demonstrated  that,  with  the 
knowledge  then  current,  addicts  could  not 
be  treated  as  outpatients. 

The  failure  of  both  jails  and  outpatient 
clinics  to  control  drug  addiction  doesn’t 
leave  us  with  an  unresolvable  dilemma, 
however.  Medical  and  scientific  leaders 
believe  a middle-of-the-road  approach  can 
produce  results.  This  would  entail  com- 
mitment of  addicts — but  as  patients,  not 
prisoners — coupled  with  extensive  post- 
withdrawal rehabilitation  under  medical 
supervision. 

A joint  statement  by  the  American 
Medical  Association  and  the  National  Re- 
search Council  said,  “Historically  society 
has  found  it  necessary  to  employ  legal  con- 
trols to  prevent  the  spread  of  certain  types 
of  illness  that  constitute  a hazard  to  the 
public  health.  Drug  addiction  is  such  a 
hazard.” 

The  2 organizations  urged: 

“Measures  designed  to  permit  the  com- 
pulsory civil  commitment  of  drug  addicts 
for  treatment  in  a drug-free  environment. 

“The  advancement  of  methods  and 
measures  toward  rehabilitation  of  the  addict 
under  continuing  civil  commitment. 

“After  complete  withdrawal,  follow-up 
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treatment  for  addicts,  including  that 
available  at  rehabilitation  centers. 

“The  development  of  research  designed 
to  gain  new  knowledge  about  the  preven- 
tion of  drug  addiction  and  the  treatment  of 
addicted  persons. 

“The  dissemination  of  factual  information 
on  narcotic  addiction.” 

No  one  really  knows  why  an  addict  is 
what  he  is.  What  studies  have  been  made 
on  the  subject  seem  to  indicate  that  the 
addict  is  basically  an  unstable  person,  often 
“overwhelmed  with  helplessness  and  frus- 
trations.” 

The  vast  majority  of  addicts  demand 
narcotics — heroin,  morphine,  and  certain 
synthetics  such  as  Demerol.®  These  are 
sedatives.  They  relax,  create  a feeling  of 
withdrawal  and  sleepiness.  A few  drug 
users,  however,  want  the  exact  opposite 
effect.  They  go  in  for  stimulants  which 
cause  wakefulness,  exhilaration,  a feeling 
of  mastery  and  power.  But  no  matter 
whether  the  addict  stupefies  himself  with 
sedatives  or  puffs  himself  up  with  stimu- 
lants, his  quest  is  the  same.  He  wants 
escape  from  himself  and  reality. 

The  “escape  route”  often  begins  with 
“reefers” — cigarettes  made  from  the  leaves 
of  the  female  marijuana  plant.  (The  more 
innocent  male  plant  produces  little  more 
than  hemp  fibers  for  rope.)  When  smoked, 
marijuana  induces  a zombie-like  effect  that 
tends  to  stifle  normal  inhibitions. 

From  marijuana  the  addict  soon  gravi- 
tates to  more  potent  drugs  which  supply 
bigger  kicks.  These  are  either  sniffed,  as 
in  the  case  of  cocaine,  injected  under  the 
skin  or  into  the  muscle  (“skin  bombing”) , 
or  squirted  directly  into  the  blood  vessels 
(“mainlining”) . 

Neither  marijuana  nor  the  stimulants 
create  any  actual  physical  need.  But  they 
do  create  an  emotional  craving,  a mental 
dependency  that  can  be  just  as  real  to  the 
addict  as  his  need  to  breathe. 

Narcotics,  on  the  other  hand,  produce 
both  psychological  and  physical  dependence. 
Once  pickled  with  narcotics,  the  nerves  of 
the  body  will  writhe  in  anguish  unless  they 
are  calmed  with  more  dope. 

The  granddaddy  of  all  addicting  drugs  is 
opium.  From  it  is  refined  heroin,  morphine, 


codeine,  and  similar  sedatives  so  important 
to  medicine  for  their  pain-killing  properties. 

Ironically,  heroin  was  introduced  in  1898 
as  a nonaddicting  replacement  for  mor- 
phine. One  enthusiast  hailed  it  as  the 
“miracle”  drug  of  the  day.  It  was  soon  dis- 
covered, however,  that  the  claims  were 
utterly  false.  Heroin’s  addicting  powers  are 
so  great  that  its  use  is  now  prohibited  in 
this  country,  even  in  medical  practice. 

One  thing  the  addict  can’t  hide  is  the 
needle  scars  over  veins  where  he  injects 
himself.  These  are  usually  on  the  inner  arm 
where  blood  vessels  lie  close  to  the  skin. 
Since  they  make  identification  of  an  addict 
easy,  some  heroin  users  seek  to  disguise  the 
scars  with  burns.  Self-mutilation  means 
little  to  them,  but  then  so  does  life. 

Suicide,  usually  from  an  overdose  of 
narcotics,  is  not  uncommon  among  addicts, 
although  precise  statistics  are  lacking. 
Others  take  an  overdose  by  accident — their 
demands  get  too  high,  or  they  get  a packet 
that  is  stronger  in  heroin  than  they’ve  been 
used  to. 

But  narcotics  poisoning  is  not  the  only 
danger.  In  his  frenzy  for  his  shot  the  ad- 
dict usually  can’t  be  troubled  with  precau- 
tions. Dirty  home-made  syringes  (which 
can’t  be  boiled  anyhow),  dirty  needles, 
dirty  drugs  often  lead  to  tetanus  and  other 
infections.  Or,  if  a “community”  needle  is 
used,  he  may  get  hepatitis  or  a venereal 
disease. 

Since  he  is  an  addict  he  doesn’t  seek 
medical  help.  That  could  lead  to  discovery. 
A study  at  one  hospital  showed  that  100 
per  cent  of  addicts  stricken  with  tetanus 
died  because  they  had  waited  too  long  to 
seek  treatment. 

There  is  also  a high  death  rate  among 
babies  born  to  addicted  mothers.  Since 
mother  and  child  share  the  same  blood 
supply  before  birth,  the  baby  also  becomes 
a drug  addict.  After  delivery  the  child  may 
go  into  withdrawal  resulting  in  convulsions. 
Death  may  follow  unless  the  doctor  knows 
in  advance  what  to  expect.  He  seldom  does. 
Addicts  like  to  keep  their  secrets. 

One  expert  speculated  that  25  per  cent 
of  the  Nation’s  crimes  are  related  to  nar- 
cotics addiction.  Even  higher  figures  have 
been  reported  for  New  York  City,  where  45 
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per  cent  of  the  known  drug  users  dwell,  and 
for  Chicago,  Los  Angeles,  and  Detroit,  the 
Nation’s  other  major  centers  of  addiction. 
Other  experts  point  out  that  there  are  really 
no  reliable  statistics  on  the  point. 

Another  point  for  debate  is  whether  ad- 
dicts turn  to  crime  in  order  to  buy  narcotics, 
or  whether  it’s  the  other  way  around — 
criminals  become  addicts.  Regardless,  one 
thing  is  clear.  Crime  and  addiction  have  a 
strong  link.  And  paradoxically,  it’s  just  as 
clear  to  many  medical  authorities  that 
handling  addicts  as  criminals  is  no  way  to 
clear  up  the  problem. 

Curing  addiction  is  primarily  a rehabilita- 
tion problem.  At  the  2 Public  Health 
Service  hospitals  which  treat  addicts — Fort 
Worth,  Texas  and  Lexington,  Ky. — and  at 
New  York’s  Riverside  Hospital,  which  cares 
mostly  for  teenagers,  it  has  been  found  that 
as  few  as  10  per  cent  of  the  patients  are 
known  to  stay  off  narcotics  after  their 
release. 

The  problem  is  that  patients  cannot  be 
retained  long  enough  for  psychiatrists  to 
get  at  the  real  cause  of  the  addiction — the 
basic  unrest  and  tension.  Nor  is  there 
enough  time  to  realign  them  to  life  as  it 
really  exists. 

Dr.  Nathan  B.  Eddy,  Executive  Secretary 


of  the  National  Research  Council’s  Com- 
mittee on  Drug  Addiction  and  Narcotics, 
said  that  all  states  have  civil  commitment 
laws  for  the  mentally  ill.  These  laws,  he 
insists,  should  be  used  as  a means  of  com- 
mitting addicts. 

Dr.  Dale  C.  Cameron,  Chairman  of  the 
AMA’s  Committee  on  Alcoholism  and  Ad- 
diction, also  pointed  out  that  mental  health 
clinics  and  community  rehabilitation  cen- 
ters must  help  the  former  addict  when  he 
returns  to  the  community. 

Addicts,  he  said,  must  be  treated  for  what 
they  really  are,  sick  individuals.  After 
medical  treatment  for  the  drugged  body 
must  come  psychiatric  treatment  for  the 
mind  that  thinks  it  must  have  drugs. 

Criminal  acts  cannot  be  overlooked,  but 
to  merely  jail  addicts,  or  even  to  put  them 
in  hospitals  until  the  physical  need  for 
drugs  has  dried  up,  is  not  nearly  enough, 
he  explained.  For  outside  the  prison  or 
hospital  the  person  who  has  used  narcotics 
will  find  the  same  old  world,  the  same  old 
problems.  Unless  he  is  better  equipped 
mentally  to  meet  these,  he  will  soon  seek 
the  same  old  escape. 

(Reprinted  from  the  Medical  Annals 
of  the  District  of  Columbia . 

February  1970) 
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TENNESSEE  VALLEY  MEDICAL  ASSEMBLY 

(Sponsored  by  the  Chattanooga  and  Hamilton  County  Medical  Society,  Inc.) 

THE  READ  HOUSE,  CHATTANOOGA,  TENNESSEE 
Monday,  October  19,  and  Tuesday,  October  20,  1970 

I8TH  ANNUAL  ASSEMBLY 


Monday,  October  19,  1970 

7:30  REGISTRATION  BEGINS 

9:00  William  Scott,  Jr.,  M.D.,  Prof,  and  Chairman, 
Dept,  of  Surgery,  Vanderbilt  University  School 
of  Medicine,  Nashville,  Tennessee,  “ Massive  Je- 
juno-Ileal  Shunt  in  Morbid  Obesity .” 

9:30  James  R.  Jude,  M.D.,  Div.  of  Thoracic  and 
Cardiovascular  Surgery,  University  of  Miami, 
Miami,  Florida,  “ Indications , Evaluation  and  Cur- 
rent Surgical  Treatment  of  Ischemic  Myocardial 
Disease .” 

10:00  A.M.  INTERMISSION— EXHIBIT  VISITATION 

10:30  Stewart  A.  Fish,  M.D.,  Prof,  and  Chairman, 
Dept,  of  Obstetrics  and  Gynecology,  University 
of  Tennessee  College  of  Medicine,  Memphis, 
Tenn.,  “ New  Concepts  in  Obstetric  Analgesia .” 

11:00  Frank  G.  Moody,  M.D.,  Prof,  of  Surgery;  Di- 
rector, Gastrointestinal  Division,  University  of 
Alabama  Medical  Center,  Birmingham,  Ala., 
“ Surgical  Management  of  Portal  Hypertension .” 

11:30  Ronald  C.  Jones,  M.D.,  Associate  Prof.,  Dept, 
of  Surgery,  University  of  Texas,  Southwestern 
Medical  School,  Dallas,  Texas,  “ Abdominal 
Trauma 

MONDAY  LUNCHEONS 
Emergency  Care  Symposium 

12:30  P.M.  to  4:00  P.M.— CONTINENTAL  ROOM- 
READ  HOUSE 
Speakers: 

William  Scott,  Jr.,  M.D.,  whose  subject  will  be 
“Shock” 

James  R.  Jude,  M.D.,  “ Cardiac  Resuscitation ” 
Neil  Chayet,  Atty.,  “ Legal  Aspects ” 

Wm.  G.  Thurman,  M.D.,  “ Drug  Reactions ” 
Moderator:  C.  Robert  Clark,  M.D. 

Endocrinology  Symposium 

12:30  P.M.  to  4:00  P.M.— CHESTNUT  ROOM- 
READ  HOUSE 
Speakers: 

Robert  Greenblatt,  M.D.,  Augusta,  Ga. 
Stewart  Fish,  M.D.,  Memphis,  Tenn. 

Moderator:  Robert  G.  Demos,  M.D. 

— End  of  Day  — 


Tuesday,  October  20,  1970 

8:00  REGISTRATION  BEGINS 

9:00  William  G.  Thurman,  M.D.,  Prof,  and  Chair- 
man, Dept,  of  Pediatrics,  University  of  Virginia 
School  of  Medicine,  Charlottesville,  Va.,  “ Immuni- 
zations— Value  Today  and  the  Problems  They 
Present.” 


9:30  Kenneth  M.  Brinkhous,  M.D.,  Prof,  of  Pathol- 
ogy and  Chairman,  University  of  North  Carolina, 
“ Hemorrhagic  Disorders.” 

10:00  A.M.  INTERMISSION— EXHIBIT  VISITATION 

10:30  James  L.  A.  Roth,  M.D.,  Ph.D.,  Dir.,  Institute 
of  Gastroenterology,  Presbyterian  University  of 
Pennsylvania  Medical  Center,  Philadelphia,  Pa., 
“Toxic  Megacolon  Complicating  Ulcerative  Co- 
litis.” 

11:00  H.  Earl  Ginn,  M.D.,  Chief,  Nephrology  Division. 
Assoc.  Prof.,  Medicine  and  Urology,  Vanderbilt 
University  Medical  Center,  Nashville,  Tenn., 
“ Management  of  Chronic  Renal  Failure.” 

11:30  Noble  0.  Fowler,  M.D.,  Prof,  of  Medicine, 
Cardiac  Research  Laboratory,  University  of 
Cincinnati.  Cincinnati,  Ohio,  “ Clues  to  Cardiac 
Diagnosis  From  Inspection  of  the  Patient.” 

TUESDAY  LUNCHEONS 
Gastroenterology  Symposium 

12:30  P.M.  to  4:00  P.M.— CONTINENTAL  ROOM- 
READ  HOUSE 
Speakers: 

Frank  Moody,  M.D..  Birmingham,  Ala. 

James  A.  Roth,  M.D.,  Philadelphia.  Pa. 

John  T.  Sessions,  M.D.,  Prof,  of  Medicine,  Univ. 

of  N.  C.  School  of  Medicine,  Chapel  Hill,  N.  C. 
Moderator:  Tim  J.  Manson,  M.D. 

Medicine-Cardiology  Symposium 
12:30  P.M.  to  4:00  P.M.— PARLOR  C— READ  HOUSE 
Speakers: 

Noble  Fowler,  M.D..  Cincinnati,  Ohio 
Dwight  E.  Harken,  M.D.,  Clin.  Prof,  of  Surg., 
Harvard  Medical  School.  Boston,  Mass. 
Moderator : Maurice  Rawlings,  M.D. 

Artificial  Kidney  Symposium 

12:30  P.M.  to  4:00  P.M.— PARLOR  E— READ  HOUSE 
Speakers: 

H.  Earl  Ginn,  M.D.,  Nashville,  Tenn. 

William  C.  Waters,  III,  M.D.,  Assoc.  Prof,  of 
Medicine,  Emory  Univ.  School  of  Medicine, 
Atlanta,  Ga. 

Moderator:  Jesse  L.  Williams,  M.D. 

PEDIATRIC  LUNCHEON 
12:30  P.M.  to  4:00  P.M.— PARLOR  A-B— 

READ  HOUSE 

Speaker:  William  G.  Thurman,  M.D. 

Moderator : Hossein  Massoud,  M.D. 

After  lunch,  session  to  be  held  at  Children’s 
Hospital 

Annual  Banquet — Monday  evening,  October  19,  1970,  at 
7:30  P.M.,  Silver  Ballroom — Read  House 

Entertainment 

Mr.  Shearen  Elebash — a humorist.  He  builds 
humor  and  extraordinary  artistry  that  has  uni- 
versal appeal. 
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The  author  points  out  the  advantages  of  this  drug  in  producing  amnesia  and  its  use  for  induction 
of  anesthesia.  Its  use  is  free  of  cardiovascular  or  respiratory  depression. 

Diazepam  Induction  in  the  Poor  Risk  Patient 

JAMES  R.  HARP,  M.D.,  Philadelphia,  Pa. 


Diazepam  (Valium)  is  a derivative  of- 
1, 4-benzodiazepine.  The  drug  has  been 
widely  used  in  recent  years  both  as  pre- 
anesthetic medication1  and  intravenously  as 
means  for  avoiding  general  anesthesia  for 
cardioversion.2-4 

Diazepam  is  capable  of  producing  marked 
sedation  and  amnesia  without  significant 
related  cardiovascular  or  respiratory  de- 
pression.^6 The  drug  also  has  anticonvul- 
sant properties.7 

Marked  cardiac  and  respiratory  stability 
noted  in  this  institution,  when  diazepam 
was  used  intravenously,  in  doses  from  10  to 
25  mg  as  an  adjunct  to  nasotracheal  intuba- 
tion, led  to  consideration  of  its  possible 
value  as  an  induction  agent  in  certain  poor 
risk  patients.  In  particular,  diazepam  induc- 
tion appeared  to  offer  a margin  of  safety  in 
patients  in  whom  danger  of  possible  aspira- 
tion mitigated  against  gas  induction  or  in 
whom  marked  intolerance  to  the  cardiovas- 
cular depression  associated  with  general 
anesthesia  was  anticipated. 

The  following  case  reports  are  representa- 
tive of  settings  in  which  diazepam  induction 
has  been  employed. 

Case  1.  A 55  year  old  white  man  with  a 
long  history  of  high  dose  steroid  therapy  for 
severe  dermatomyositis  developed  profuse  upper 
gastrointestinal  bleeding.  As  part  of  his  sys- 
temic disease  the  patient  had  severe  pulmonary 
fibrosis  with  hypoxemia  and  hypocarbia.  Con- 
servative treatment  was  of  no  avail  and  the 
patient  was  brought  to  surgery  in  severe  shock, 
having  received  20  units  of  blood.  He  was 
tachypneic  with  a respiratory  rate  of  40.  The 
heart  rate  was  160,  and  the  BP  50mm  Hg  systolic. 
The  patient  had  a gradually  falling  urinary  out- 


*From  the  Department  of  Anesthesiology, 
University  of  Tennessee  College  of  Medicine  and 
the  City  of  Memphis  Hospital,  Memphis,  Tenn. 


put  and  was  anuric  when  he  arrived  for  opera- 
tion. He  was  restless,  disoriented,  agitated,  and 
was  unable  to  cooperate.  While  whole  blood  was 
being  infused  under  pressure  through  warming 
coils,  diazepam  induction  using  2 mg  increments 
intravenously  was  begun  while  100%  oxygen 
was  administered  by  mask.  Over  approximately 
5 minutes,  8 mg  of  diazepam  produced  excellent 
sedation  with  no  evident  cardiovascular  or 
respiratory  depression.  Topical  anesthesia  of  the 
trachea  was  produced  with  3 ml  of  1.5% 
lidocaine  under  direct  laryngoscopy  and  intuba- 
tion with  a No.  38  cuffed  McGill  tube  was 
easily  accomplished.  A No.  14  angiocath  was 
inserted  in  the  external  jugular  vein  revealing 
a central  venous  pressure  of  7 cm  of  water. 
Fluroxene  4 to  8%  in  nitrous  oxide-oxygen  3:3 
completed  induction. 

The  subsequent  course  of  anesthesia  was  one 
of  continuing  improvement.  After  surgical  con- 
trol of  bleeding,  7 units  of  whole  blood,  200  ml 
5%  dextrose  in  Ringer’s  lactate  + 44  mEq  sodium 
bicarbonate,  and  2 gm  calcium  gluconate,  the 
BP  was  120/60,  P 120,  R 30  and  urinary  output 
2 ml/minute  at  the  conclusion  of  operation.  Post- 
operatively  the  patient  did  very  well. 

Case  2.  A 64  year  old  Negro  woman  one  week 
postoperative  to  subtotal  gastrectomy  for  a 
a bleeding  peptic  ulcer  was  brought  to  surgery 
for  esophagoscopy  and  bronchoscopy  to  search 
for  the  source  of  continued  bleeding.  Upon 
arrival  in  surgery  the  patient  was  agitated  and 
was  unable  to  cooperate.  Constant  regurgitation 
of  blood  led  to  filling  of  the  patient’s  mouth  and 
nose  with  a froth  of  bright  red  blood.  The  BP 
was  140/100,  P 100  and  R 30.  Diazepam  induc- 
tion was  begun  using  2 mg  increments  intra- 
venously while  100%  oxygen  was  administered 
by  mask.  As  in  the  previous  case,  8 mg  diaze- 
pam given  over  approximately  5 minutes  pro- 
duced marked  sedation.  Vital  signs  were 
unchanged.  Oral  intubation  without  topical 
anesthesia  of  the  larynx  was  readily  accom- 
plished. The  endoscopy  lasted  40  minutes.  Flur- 
oxene 4%  in  oxygen  was  employed  to  achieve 
quiescence.  No  change  in  vital  signs  was  noted. 
Postoperatively  the  patient  continued  to  bleed. 
When  she  died  subsequently,  it  was  found  that 
the  gastric  suture  line  had  given  way. 
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Case  3.  A 74  year  old  Negro  with  a long  history 
of  chronic  obstructive  pulmonary  disease  was  7 
days  postoperative  to  a transurethral  resection  of 
the  prostate.  The  patient  was  on  ampicillin  and 
intermittent  positive  pressure  breathing  with 
isoproterenol  (Isuprel)  and  was  producing 
minimal  amounts  of  mucopurulent  sputum.  The 
respiratory  rate  was  38  with  prolongation  of 
expiration.  Chest  film  showed  emphysematous 
changes  bilaterally.  The  EKG  indicated  right 
ventricular  hypertrophy.  The  patient  was 
brought  to  surgery  for  cystolithorhexis.  He  was 
premedicated  with  diazepam  10  mg,  hydroxazine 
25  mg,  intramuscularly  one  hour  before  opera- 
tion. Induction  was  begun  by  administering  2.5 
mg  increments  of  diazepam  intravenously.  Ten 
mg,  given  over  5 minutes  produced  unconscious- 
ness. Anesthesia  was  continued  with  fluroxene, 
nitrous  oxide  4 L/minute,  oxygen  2 L/minute 
under  mask.  At  the  beginning  of  cystoscopic  in- 
strumentation the  patient  moved,  and  10  mg 
diazepam  intravenously  given  was  over  the  next 
10  minutes.  The  cystolithorhexis  lasted  45 
minutes.  At  the  end  of  the  operation  the  patient 
was  markedly  depressed.  Respirations  were 
rapid  but  shallow  and  the  patient  remained 
comatose.  Eighty  mg  of  doxapram  were  given 
and  the  patient  appeared  ready  for  transfer  to 
recovery  room.  However,  the  patient  remained 
markedly  depressed  for  4 hours.  There  was 
never  any  evidence  of  cardiovascular  depression. 

Case  4.  A 72  year  old  Negro  with  grade  2B 
arteriosclerotic  cardiovascular  disease  developed 
acute  urinary  retention.  He  had  a history  of 
angina  on  modern  exertion,  two-pillow  orthop- 
nea, and  1 to  2-f  pitting  edema  of  the  extrem- 
ities. He  was  being  treated  with  digitalis  and 
diuretics  and  coronary  vasodilators.  The  EKG 
showed  an  old  anteroseptal  infarct.  Chest  x-ray 
showed  mild  emphysema.  Electrolytes  were 
normal  and  the  BUN  was  35  mg.  The  patient 
was  premedicated  with  10  mg  diazepam,  0.4  mg 
atropine  intramuscularly  one  hour  before  opera- 
tion. Induction  was  begun  by  administering  2 
mg  increments  of  diazepam  intravenously.  After 
4 mg  the  patient  appeared  to  be  asleep.  Anes- 
thesia was  continued  with  fluroxene  and  nitrous 
oxide  3:3.  Topical  anesthesia  of  the  larynx  was 
achieved  with  60  mg  2%  lidocaine  and  oral 
intubation  was  readily  accomplished.  Vital  signs 
remained  stable  throughout  the  2 hour  and  15 
minute  procedure.  The  patient  quickly  awakened. 
The  postoperative  course  was  uncomplicated. 

Discussion 

Brown  and  Dundee8  have  evaluated 
diazepam  as  a possible  agent  for  induction. 
They  suggest  that  its  slower  onset  of  action 
relative  to  the  thiobarbiturates  may  make 
overdosage  likely.  Their  conclusion  was 
that  diazepam  may  be  of  value  as  an 


amnesic  agent  especially  in  poor  risk 
patients. 

We  have  used  Valium  induction  in  more 
than  50  cases.  Our  experience  has  verified 
the  much  repeated  observation  regarding 
diazepam’s  remarkable  lack  of  cardiovas- 
cular depressant  effect.6  The  observed  lack 
of  respiratory  depressant  effect  was  also 
noted  except  in  excessive  dosage.5 

We  have  found  that  the  elimination  of 
agitation  so  frequently  present  in  the 
seriously  ill  patient  combined  with  the 
potent  amnesic  effect  of  diazepam  makes 
atraumatic  awake  intubation  followed  by 
very  light  levels  of  inhalation  anesthesia 
readily  feasible. 

In  our  hands,  incremental  diazepam  intra- 
venously has  proved  to  be  a highly  satis- 
factory technique  of  anesthetic  induction 
in  the  poor  risk  patient.  Total  dosage  re- 
quired for  induction  ranged  from  4 to  10 
mg  of  diazepam  administered  over  8 to  10 
minutes.  This  dose  is  considerably  less  than 
that  required  for  cardioversion  in  less 
severely  ill  patients  (20  to  30  mg).2-4 

Case  3 demonstrated  the  importance  of 
avoiding  relative  overdosage.  Subsequent 
depression  has  been  noted  in  this  and 
similar  cases  to  be  quite  prolonged. 

Summary 

Diazepam  in  slowly  administered  intra- 
venous increments  of  2.0  mg  makes  it  a 
very  effective  induction  agent  in  the  poor 
risk  patient.  Cardiovascular  and  respiratory 
function  are  not  compromised.  Somnolence 
and  amnesia  make  atraumatic  intubation 
easily  feasible.  Relative  overdosage  will 
produce  prolonged  somnolence,  and  induc- 
tion dosage  is  variable,  therefore  careful 
titration  of  each  patient  with  small  incre- 
mental doses  is  mandatory. 

Dept,  of  Anesthesia 
University  of  Pennsylvania, 
3400  Spruce  St., 

Philadelphia,  Pa.  19104 
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Cumberland  Medical  Center  Uses 
Packaged  Disaster  Hospital  In 
Emergency 

William  H.  Armes,  Jr.,  M.D.,  R.  H.  Odom,  and 
Robert  Couch,  Tennessee  Department  of  Public 
Health,  Nashville,  Tenn. 

Thirty  patients  suffering  from  food  poisoning 
brought  forth  a flurry  of  activity  in  the  Cumber- 
land Medical  Center  in  Crossville  recently. 

An  urgent  telephone  call  from  the  officials  of 
the  Pikeville  State  Vocational  Training  School 
alerted  the  Medical  Center  that  30  of  the  40 
boys  believed  to  be  victims  of  food  poisoning 
would  be  arriving  in  a matter  of  a couple  of 
hours.  A state  of  emergency  was  declared  by  the 
Chief  of  Staff  and  the  hospital  disaster  plan  was 
initiated. 

Within  2 hours  from  the  time  of  the  first 
notification  of  the  emergency,  patients  began 
arriving.  Triage  was  performed.  All  were  diag- 
nosed as  having  food  noisoning  and  medication 
tables  were  set  up  in  the  emergency  room  hall- 
way for  preparation  of  injection  and  intra- 
venous medications.  Registered  nurses  started 
intravenous  fluids  and  licensed  practical  nurses 
gave  injections  as  the  physicians  ordered  each 
medication  charted  on  the  reverse  side  of  the 
Disaster  Tag.  Other  therapeutic  personnel  were 
assigned  to  take  blood  pressure,  pulse  rates  and 
record  these  on  the  face  of  the  Disaster  Tag, 
and  to  report  immediately  any  significant  blood 
pressures  to  the  physician. 

Most  of  the  victims  were  obviously  weakened 
and  were  vomiting  as  they  left  the  bus.  Some 
were  assisting  the  ones  who  were  unable  to  walk. 
The  more  seriously  ill  were  placed  on  stretchers 
and  medications  were  administered  immediately 
following  the  doctor’s  examination  and  orders. 

All  30  were  ordered  to  be  hospitalized.  The 
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hospital  was  at  full  bed  capacity  and  it  became 
evident  that  additional  beds  would  be  necessary. 
Cumberland  Medical  Center  has  a 200-bed  pack- 
aged disaster  hospital  which  was  made  available 
through  the  Tennessee  Department  of  Public 
Health  and  Public  Health  Service.  Under  emer- 
gency conditions,  hospitals  which  are  affiliated 
with  packaged  disaster  hospitals  have  the  au- 
thority to  use  any  or  all  portions  of  the  disaster 
hospital  that  are  needed  to  provide  disaster 
medical  and  hospital  care.  Cumberland  Medical 
Center  utilized  30  beds  from  their  disaster  hos- 
pital to  cope  with  the  immediate  emergency. 
The  hospital  had  an  adequate  supply  of  sheets, 
pillows  and  blankets. 

One  hour  and  20  minutes  from  the  arrival  of 
the  first  patients,  all  were  admitted  and  put  to 
bed.  The  following  day  they  were  discharged. 
Beds  from  the  packaged  disaster  hospital  were 
returned  to  general  storage  as  the  hospital  settled 
down  to  normal  daily  operations. 

In  addition  to  meeting  the  immediate  medical 
needs,  the  hospital  had  successfully  put  into 
operation  its  disaster  training  and  planning  ca- 
pabilities. This  was  a “first”  in  the  utilization  of 
both  supplies  and  trained  personnel  of  the  pack- 
aged disaster  hospital  in  Tennessee. 

According  to  R.  H.  Odom,  Director,  Division 
of  Emergency  Health  Care,  Department  of  Public 
Health,  the  Cumberland  Medical  Center  received 
a week’s  “hands  on”  training  with  the  packaged 
disaster  hospital  only  six  months  preceding  this 
emergency.  The  training  proved  to  be  of  value 
to  the  hospital  in  meeting  their  emergency  re- 
sponsibilities. Mr.  Robert  Couch,  Administrator, 
stated:  “I’m  sure  glad  we  had  the  packaged  dis- 
aster hospital  available.  I don’t  know  what  we 
would  have  done  without  it.” 

Tennessee  has  66  packaged  disaster  hospitals 
that  provide  emergency  medical  and  hospital  re- 
sources to  communities  through  their  commu- 
nity hospitals. 
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Eye  involvement  is  often  a decisive  factor  in  recognizing  the  type,  origin  and  extent  of  a systemic 
disease.  Lack  of  awareness  of  specific  entities  leads  to  a delay  in  the  correct  diagnosis  and  may 
contribute  to  the  unfavorable  course  of  a particular  illness.  This  paper  will  attempt  to  correlate 
inconspicuous  and  uncharacteristic  ocular  signs  which  initially  were  not  evaluated  correctly  with 

the  issuing  serious  disease. 

Atypical  Ocular  Signs  as  the  Initial 
Manifestation  of  Serious  Systemic  Diseases 

ALICE  R.  DEUTSCH,  M.D.,f  Memphis,  Tenn. 


Introduction 

Diseases  and  transitory  disorders  of 
various  organs  may  be  accompanied  or 
followed  by  rare  and  atypical  abnormalities 
of  the  eye  and  its  adnexa.  In  certain  in- 
stances the  eye  is  the  only  organ  primarily 
affected.  The  recognition  and  identification 
of  such  specific  eye  lesions,  especially  chal- 
lenging, if  they  are  not  quite  characteristic, 
may  lead  to  an  earlier  diagnosis  of  the 
systemic  disease  and  enhance  a speedy  and 
therefore  more  successful  treatment. 

This  paper  is  based  on  the  history  of  3 
patients  with  inconspicuous  and  apparently 
not  distinctive  abnormal  ocular  signs  and 
symptoms. 

It  is  our  purpose  to  evaluate  the  effect  of 
the  belated  precise  diagnosis  on  the  final 
outcome  of  the  individual  case. 

Case  Histories 

Case  1.  A 16  year  old  white  girl  was  seen  at 
the  office  for  the  first  time  in  September,  1967. 
Her  only  ocular  complaint  was  a nodule  on  the 
right  globe  which  she  had  observed  a few  days 
before  upon  looking  into  the  mirror.  She  had  no 
pain  and  vision  was  not  disturbed.  The  patient’s 
general  health  had  been  good,  though  during 
the  previous  month  she  has  had  increasing  dis- 
comfort in  the  joints,  especially  of  both  knees. 
This  prevented  her  from  playing  basketball,  her 
favorite  sport. 

On  examination  a small,  hard,  reddish  nodule 
was  visible  under  the  conjunctiva  in  the  tem- 
poral quadrant  of  the  left  eye.  It  began  at  1.5 
mm.  from  the  limbus  and  extended  to  3.5  mm. 
in  its  largest  meridian.  There  was  only  a mild 
conjuctival  congestion.  No  other  abnormalities 


*Read  at  the  meeting  of  the  Tennessee  Acad- 
emy of  Ophthalmology  and  Otolaryngology, 
April  9,  1970,  Memphis,  Tenn. 

fFrom  the  Department  of  Ophthalmology, 
University  of  Tennessee,  College  of  Medicine, 
Memphis,  Tennessee. 


were  visible  in  the  anterior  or  posterior  segments 
of  either  eye.  Vision  was  20/20  with  correction. 

In  spite  of  the  fact  that  the  lesion  described 
did  not  resemble  an  episcleritis,  and  in  spite  of 
the  fact  that  the  joint  disease  was  not  diagnosed 
as  rheumatoid  arthritis,  episcleritis  was  the 
tentative  diagnosis  at  this  time.  The  family 
physician  was  advised  accordingly.  No  steroids 
for  use  were  prescribed  so  this  atypical  lesion 
could  be  observed  without  interference.  The 
patient  did  not  keep  her  appointment  and  re- 
turned only  3 weeks  later.  At  this  time  she  had 
subconjunctival  infiltrations  in  both  superior 
fornices  spreading  in  form  of  a bow  towards  the 
inferior  fornix.  The  original  lesion  was  un- 
changed. No  other  eye  anomalies  were  present. 
The  motility  of  both  globes  was  normal.  Small 
superficial  ulcers  were  visible  in  the  mucous 
membrane  of  the  cheek,  and  hemorrhages  were 
seen  in  the  mucous  membrane  of  the  hard  and 
soft  palate.  The  cervical  nodes  were  not  en- 
larged. All  the  findings  were  very  suggestive  of 
acute  leukemia.  The  family  physician  was 
notified  immediately.  The  second  delayed 
diagnosis  unfortunately  proved  to  be  correct.  A 
smear  from  the  bone-marrow  showed  lym- 
phoblasts with  immature  nuclei,  many  inden- 
tated,  with  a reticulated  delicate  chromatin 
structure,  multiple  nuclei  and  only  a narrow  rim 
of  agranular,  pale  blue  cytoplasm.  Those  find- 
ings affirmed  the  diagnosis,  acute  lymphatic 
leukemia,  and  predicted  a very  unfavorable  out- 
come. The  patient  died  about  6 weeks  later. 
There  was  no  autopsy. 

Comment.  Orbital  and  subconjunctival 
infiltraties  on  the  globe  and  lids  occur  not 
infrequently  in  acute  and  chronic  lympho- 
cytic leukemia.  They  are  described  as  hard, 
red,  fleshy  nodules,  and  are  round  or  oval 
on  the  globe  and  oblong  or  horizontal  in 
the  fornices.  The  absence  of  gross  con- 
junctival vascularization  is  typical.  They 
are  described  as  being  monocular  or  bin- 
ocular. They  may  be  the  primary  lesions 
or  be  associated  with  the  constitutional 
disease.  The  subconjunctival  nodule  seen 
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in  this  patient,  as  the  primary  sign,  had 
all  these  essential  characteristics.  It  is, 
however,  doubtful  if  an  initial  correct 
diagnosis  would  have  prevented  the  dev- 
asting  course  of  this  disease. 

Case  2.  A 47  year  old  Negro  woman  was  seen 
for  the  first  time  in  June,  1959,  because  of  a main 
complaint  of  severe  headaches.  She  had  a bi- 
lateral pronounced  protrusion  with  some  retrac- 
tion of  the  upper  lids.  The  exophthalmometer 
reading  was  19/19  with  a baseline  of  102.  The 
lids  closed  well  and  there  was  no  impairment  of 
motility.  The  pupils  were  equal  and  reacted 
promptly.  Bilateral  severe  myopic  changes  of  the 
fundus  included  displacement  of  the  vessels 
to  the  nasal  side,  a deep,  nearly  marginal  cup- 
ping of  a pale  appearing  disc,  peripapillary 
choroidal  atrophy,  a pronunced  stretching  of  the 
posterior  pole  and  thinning  of  the  periphery.  The 
intraocular  tension  was  15/15  on  applanation. 
Peripheral  fields  showed  a 15  to  20  degree  con- 
centric constriction  of  both  fields.  The  blind 
spots  were  found  to  be  considerably  increased 
(15  degrees  above  and  20  below,  10  degrees  in 
the  horizontal  meridian).  Ophthalmodynomome- 
try  equalled — systolic  pressure/diastolic  pres- 
sure— 100/50  in  the  right  eye  and  100/52  in  the 
left  eye.  Refraction  equalled:  OD=  —12  —2.50 
x 180  = 20/50,  OS=  —5.50  -2.00  X 5 = 20/30. 
The  severe  headaches  could  not  be  explained 
by  the  ocular  findings.  Unfortunately,  no  special 
attention  was  paid  to  the  identical  exophthal- 
mometer reading  in  the  presence  of  an  aniso- 
metropia of  6.50  D.  The  concentric  constriction 
of  the  fields  and  the  increased  blind  spots  were 
referred  to  the  myopic  fundus  changes.  She  was 
advised  to  have  a neurologic  examination. 

The  patient  was  not  seen  again  until  Decem- 
ber, 1964.  She  complained  of  unbearable  head- 
aches and  pain  around  the  left  eye.  Nevertheless, 
she  never  had  the  neurologic  consultation  ad- 
vised five  years  previously.  Now  her  appearance 
had  changed;  the  left  lower  and  upper  lids  were 
moderately  swollen.  The  exophthalmometer 
reading  was  19/20  with  a baseline  of  102.  The 
right  disc  was  unchanged,  but  the  left  disc 
margins  were  definitely  veiled.  Intraocular 
tension  was  OD/OS  — 18/16  (applanation). 
Ophthalmodynomometry  equalled — systolic  pres- 
sure/diastolic pressure— 90/48  for  both  eyes. 
There  was  no  disturbance  of  motility  and  no 
sensitivity  disturbance  in  the  region  of  branches 
of  nerves  V/I.  The  peripheral  fields  of  the  left 
eye  were  more  concentrically  constricted  than 
those  of  the  right,  the  much  more  nearsighted 
eye.  The  swelling  of  the  lids,  the  protrusion,  the 
pain  around  the  eye,  the  disc  changes  and  the 
constriction  of  the  peripheral  fields  were  highly 
suggestive  of  a meningioma  of  the  sphenoidal 
ridge  pointing  especially  to  its  medial  third. 
There  apparently  was  no  disturbance  of  smell. 
No  thickening  of  the  temporal  fossa  could  be 
found  on  palpation.  Since  meningiomas  are  ex- 


tremely rare  in  the  Negro  race,  fibrous  dys- 
plasia also  was  considered. 

The  patient  was  admitted  at  once  to  the 
Neurologic  Service.  X-ray  examination  dis- 
closed increased  density  of  the  bony  structures 
of  the  skull  with  irregular  margins,  involving  the 
tuberculum  sellae,  the  left  sphenoidal  ridge,  ol- 
factory groove  and  narrowing  of  the  left  optic 
canal.  Bilateral  carotid  angiography  revealed  a 
large  tumor  mass  in  the  left  sphenoid  area. 
These  findings  were  indicative  of  a meningioma, 
possibly  starting  from  the  sphenoid  ridge.  Im- 
mediate operation  was  suggested.  The  surgical 
prognosis  for  this  type  of  tumor  is  comparatively 
favorable  if  it  is  diagnosed  early  and  the  growth 
is  still  localized.  However,  at  operation  it  was 
found  that  the  tumor  tissue  not  only  covered  and 
infiltrated  the  base  of  the  skull  back  to  the  pons, 
but  also  had  perforated  the  skull  toward  the 
temporal  fossa;  another  part  of  the  tumor  formed 
a large,  global  mass  toward  the  sylvian  fissure. 
A subtotal  resection  was  done  to  relieve  the 
patient’s  headaches,  but  at  least  temporary  re- 
ducing the  pressure  on  the  brain.  The  postsurgical 
period  was  stormy.  The  patient  died  16  days 
after  operation.  Autopsy  was  denied. 

The  pathologic  diagnosis  of  the  tumor  was  in- 
vasive meningioma.  The  specimen  demonstrates 
the  type  as  a meningothelial  meningioma  com- 
posed of  small  islands  of  epithelial-like  cells, 
occasionally  arranged  in  whorls;  in  some  places 
the  tumor  is  composed  of  intermingled  bundles 
of  fibroblasts.  The  nuclei  are  uniform.  The  in- 
tervening stroma  shows  localized  dense  vascu- 
larization. Some  of  the  fibrous  components  are 
hyalinized.  There  were  no  psammoma  bodies  in 
the  sections  reviewed.  Therefore,  the  connective 
tissue  layer  of  the  arachnoid  could  have  con- 
tributed to  the  potential  origin  of  the  tumor. 

Comment.  Meningiomas  are  of  fibroblas- 
tic and  mesothelial  origin.  They  occur  in 
two  forms:  there  is  a global  type  which 

grows  into  and  compresses  nervous  tissue 
and  a carpetlike  or  “en  plague”  type  which 
spreads  across  the  surface  of  the  meningeal 
linings.  Initially  they  do  not  invade,  but 
only  compress  nerve  tissue  so  if  they  are 
removed  during  their  early  stage,  the  nor- 
mal neural  function  of  the  surrounding  area 
may  be  regained.  They  have  the  unusual 
property  of  spreading  through  bone  causing 
pronounced  hyperostosis  besides  creeping 
along  the  surface.  They  also  have  the 
ability  to  insinuate  themselves  into  the 
crevices  of  the  brain  and  the  foramina  of 
the  cranial  cavity.  They  are  most  fre- 
quently seen  in  women  50  to  60  years  of  age. 
The  exact  origin  of  the  tumor  is  difficult 
to  localize  after  it  has  attained  a certain 
growth.  The  meningiomas  which  occur  at 


746 


ATYPICAL  OCULAR  SIGNS  IN  RE  SERIOUS  SYSTEMIC  DISEASES— Deutsch  September,  1970 


the  base  of  the  brain,  particularly  in  the 
region  of  the  sphenoidal  ridge  and  tuber- 
culum  sellae  initially,  may  present  only  eye 
signs  which,  if  recognized  and  promptly 
and  appropriately  treated,  may  well  permit 
survival  and  even  good  recovery  of  the 
patient,  since  the  tumor  is  mostly  histolog- 
ically benign.  Unilateral  proptosis,  unilat- 
eral visual  and  field  disturbances,  edema 
of  the  disc  or  atrophy  of  the  optic  nerve 
are  among  the  characteristic  signs  and 
symptoms  of  a meningioma  of  the  medial 
third  of  the  sphenoid  ridge.  There  is  no 
doubt  in  my  mind  that  a considerable  pro- 
ptosis of  the  left  globe  was  already  present 
in  1959,  but  not  recognized  because  of  the 
difference  in  the  size  of  the  globes.  The 
same  was  true  for  the  visual  loss  and  the 
impairment  of  central  vision  which  again 
were  erroneously  referred  to  the  myopia. 
An  early  diagnosis  and  proper  treatment 
might  have  saved  this  patient’s  life. 

Case  3.  A 50  year  old  negro  school  teacher  was 
seen  for  the  first  time  in  April,  1964.  She  came 
for  refraction  and  for  a glaucoma  survey  be- 
cause her  father  and  two  sisters  had  glaucoma. 
Her  father  had  bilateral  absolute  glaucoma;  the 
sisters  had  chronic  open  angle  glaucoma,  con- 
trolled by  medication. 

On  examination  both  discs  were  found  to  be 
pale,  sharply  outlined,  with  a flat  cupping  reach- 
ing the  margin  from  above.  Schiotz  readings 
varied  from  15.6  — 17  (7.5  wt.)  and  from  15  — 


18  (applanation).  Tonogram:  PO=  16,  C = 0.18, 
PO=  18,  C = 0.12.  Water  provocation  test  was 
negative.  Gonioscopy  showed  an  open  pigmented 
angle.  Ophthalmodynomometry  reading  equaled 
— systolic  pressure/diastolic  pressure — OD  = 
100/48,  OS  = 95/48.  The  possibility  of  a low 
tension  glaucoma  was  considered,  especially  be- 
cause of  large  defects  in  the  central  visual  fields. 
The  defects,  however,  especially  in  the  left  eye 
could  not  be  referred  to  a double  nerve  fiber 
scotoma  or  the  paracentral  scotomas,  character- 
istic for  glaucomatous  field  loss.  The  scotomas 
connected  with  the  blind  spot  ended  sharply  in 
the  midline  (Fig.  1).  Nevertheless,  she  was  put 
on  1%  pilocarpine  which  did  not  influence  the  in- 
traocular tension.  When  the  fields  were  repeated 
in  December,  1965,  the  central  one  was  un- 
changed. The  peripheral  field  distinctly  showed 
a defect  in  the  temporal  superior  quadrant,  with 
a sharp  break  in  the  vertical  meridian,  very 
suggestive  of  a compression  of  the  chiasma  from 
below  (Fig.  2).  X-ray  findings  demonstrated  a 
ballooning  of  the  sella  turcica  and  a tilting  of 
the  dorsum  sella  and  confirmed  this  tentative 
diagnosis. 

Neurologic  examination  was  completely 
negative,  except  for  the  field  and  optic  disc 
changes  described.  The  neurosurgeon  advised 
only  irradiation  at  this  date.  He  also  suggested 
the  patient  be  under  close  neurologic  observation 
and  to  repeat  the  visual  field  studies  every  2 
months.  Explorative  surgery  was  advised  only 
in  the  presence  of  progressive  field  changes  or 
other  neurologic  manifestations.  4500  rad  of 
Cobalt  60-beam  were  given  during  the  next  4x/2 
weeks.  Fortunately,  the  patient  did  very  well. 
The  right  field  improved  considerably;  the  left 
field  also  showed  slight  improvement.  At 


Figure  1 
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Figure  2 


present  the  disc  is  unchanged  and  so  is  the  in- 
traocular tension  without  medication.  There  are 
no  other  signs  and  symptoms  of  a progressive 
intracranial  lesion.  At  her  last  examination  in 
January,  1970,  visual  acuity  with  correction  was 
20/30  (OD)  and  20/40  (OS).  Central  and 

peripheral  fields  have  been  unchanged  for  3 
years  (Fig.  3). 

Comment.  It  was  fortunate,  indeed,  that 
the  midline  step  in  the  peripheral  fields  was 
so  pronounced  that  the  cause  for  the  loss 


of  vision  and  optic  atrophy  could  be  estab- 
lished correctly  and  that  they  were  not 
referred  to  a questionable  low  tension 
glaucoma,  a very  tempting  diagnosis  in  the 
presence  of  a positive  family  history. 

Summary 

The  3 case  histories  presented  illustrate 
the  occasional  difficulties  and  problems 
in  making  the  correct  diagnosis  in  an  ap- 


Figure  3 
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parently  primary  eye  disease.  They  also 
emphasize  the  significance  of  an  early 
recognition  of  the  type,  origin,  and  extent 
of  the  basic  disease  and  emphasize  correla- 
tion with  primary,  isolated  ocular  manifes- 
tations. They,  furthermore,  deal  with  the 
factors  which  might  be  the  cause  for  con- 
fusion and  incorrect  interpretation.  The 
young  girl  (Case  1)  whose  subconjunctival 
lesion,  though  typical  for  lymphomas  and 
leukemias  was  not  recognized,  probably 
would  not  have  been  helped  by  a correct 
diagnosis  3 weeks  before  the  signs  and 
symptoms  of  acute  lymphocytic  leukemia 
became  manifest.  In  Case  2,  a 54  year  old 
Negro  woman,  whose  monocular  proptosis 
was  veiled  by  an  unequal,  highly  myopic 
globe  undoubtedly  could  have  been  im- 
proved if  the  correct  diagnosis  had  been 
made  before  the  spread  of  a meningioma, 


arising  either  from  the  sphenoid  ridge  or 
tuberculum  sellae  prevented  a successful 
excision.  In  Case  3,  the  56  year  old  school 
teacher  initially  was  diagnosed  as  having 
low  tension  glaucoma,  because  of  the  family 
history,  pale  disc,  and  field  defects.  The 
repeated  investigations  of  the  visual  field 
lead  the  examiners  to  the  correct  inter- 
pretation of  the  field  defects  and  made 
them  aware  of  the  actual  cause.  Adequate 
treatment  apparently  controlled  further 
deterioration  of  both  neurologic  and 
ophthalmologic  signs  and  symptoms. 

The  specific  differential  diagnosis  with 
particular  emphasis  on  the  initial  errors  in 
interpretation  of  the  individual  cases  is 
reviewed  and  discussed. 
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The  use  of  isotopes  for  the  localization  of  the  placenta  has  become  a valuable  tool  in  planning  for 
the  delivery  of  the  infant  in  instances  of  abnormal  placental  implantation.  Diagnostic  accuracy  is 

high. 

Placental  Localization  With  Radioactive 

Iodine — 131: 

Review  of  Isotopic  and  Radiologic  Methods  of  Localization 


J.  WHITTEN,  M.D.,  and  A.  W.  DIDDLE,  M.D.,*  Knoxville,  Tenn. 


Johnson,1  in  1945,  and  Williams,2  in  1948, 
first  documented  the  value  of  conservative 
management  of  placenta  previa.  They 
recommended  that  delivery  be  delayed,  if 
possible,  until  the  infant  was  considered  to 
be  viable.  Supportive  treatment  of  patients 
afflicted  with  previa  consisted  of  bed  rest 
and  adequate  replacement  of  blood.  The 
diagnosis  of  placenta  previa  in  those  days 
was  determined  by  cautious  vaginal  exami- 
nation. But  vaginal  examination  under  this 
circumstance  may  cause  dangerous  hem- 
orrhage or  premature  delivery.  The  ex- 
tent of  a previa,  if  present,  may  be 
important  in  the  decision  to  allow  a preg- 
nancy to  continue  or  whether  a woman  with 
a previa  remains  an  outpatient.  In  recent 

*From  the  Department  of  Obstetrics  & Gyne- 
cology Memorial  Research  Center  and  Hospital, 
University  of  Tennessee,  Knoxville,  Tennessee. 


years  various  radiologic  and  isotopic 
methods  have  been  used  to  locate  the 
placental  site  antepartum  with  varying 
degrees  of  success.  (Table  1)  This  com- 
munication documents  our  experience  with 
1131  to  localize  the  placenta.  Concomitantly 
various  recorded  methods  regarding  pla- 
cental localizations  by  isotopic  or  radiologic 
techniques  are  compared. 

Materials  and  Methods 

Since  1964,  we  have  given  5 microcuries 
of  1131  intravenously  into  the  antecubital 
vein  to  locate  the  placental  site.  A scientil- 
lation  counter  is  held  perpendicular  to  the 
contour  of  each  of  9 sectors  of  the  patient’s 
abdomen  and  over  the  precordium.  Counts 
are  begun  2 to  3 minutes  after  the  injection 
with  the  patient  in  a supine  position.  The 
entire  counting  time  approximates  30 


Table  I 

SUMMARY*  OF  RESULTS  OF  PLACENTAL  LOCALIZATION 

Patients  With  Previa  Total  Patients  Studied 


Total 

Number 

With  Correct 

Number  With  Correct 

Method 

Studied 

Diagnosis 

Total 

Diagnosis 

NUMBER 

PER  CENT 

NUMBER 

, PER  CENT 

Radioisotopes: 

Iodide  (1-131  and  1-132) 

301 

271 

(90%) 

1,076 

1,046 

(97%) 

Chromium  (Cr5i)  (65) 

5 

5 

(100%) 

20 

20 

(100%) 

Technetium  (Tc99) 

21 

19 

(90%) 

94 

90 

(96%) 

Sodium  (Na24) 

Not  Given 

44 

41 

(93%) 

Pelvic  arteriography 

90 

89 

(99%) 

473 

467 

(99%) 

Soft  tissue  placentography 

552 

463 

(84%) 

2,940 

2,852 

(97%) 

113m  I gelatin  complex 

6 

6 

(100%) 

50 

50 

(100%) 

*More  detailed  evaluation  of  results  obtained  by  65  different  investigators  and  bibliographic  data  may  be  obtained 
from  the  authors. 
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minutes.  The  count  in  each  sector  is  ex- 
pressed as  the  percentage  of  the  precordial 
count.  Up  to  November,  1969,  86  out  of 
5,542  consecutive  obstetric  patients  had 
painless  uterine  bleeding  and  had  a tenta- 
tive diagnosis  of  placenta  previa.  Sixty- 
three  of  the  86  patients  were  in  the  last 
month  of  pregnancy,  17  others  in  the  eighth 
month  and  the  remaining  6 in  the  seventh 
month  of  gestation.  Anatomic  confirmation 
of  the  location  of  the  placenta  was  obtained 
in  18  of  these  women  at  the  time  of  cesarean 
section,  intracervical  palpation,  or  manual 
removal  of  the  placenta.  The  site  of  the 
placental  attachment,  in  the  remaining  68 
women,  was  determined  by  intrauterine 
palpation  at  the  time  of  vaginal  delivery  or 
by  locating  the  point  of  rupture  in  the  de- 
livered placenta. 

Results 

Sixty-two  women  did  not  have  placenta 
previa.  Fifteen  had  either  partial  or  total 
previa,  and  another  5 had  scans  interpreted 
as  low  implanation  or  marginal  previa.  All 
of  the  diagnoses  were  correct. 

On  the  contrary,  the  interpretation  for 
placental  location  was  incorrect  for  4 
women.  Three  of  these  were  incorrectly 
read  as  no  previa,  while  the  fourth  was 
incorrectly  recorded  as  previa. 

The  overall  diagnostic  accuracy  of  the 
scanning  technic  was  95%.  The  accuracy 
in  cases  of  previa  alone  was  13  of  18  or 
83%.  Weight  of  the  patient  did  not 
measurably  affect  the  interpretations.  The 
misinterpretations  were  associated  with 
transverse  lie  (one  case)  or  generalized 
diffuse  distribution  of  isotopic  material 
throughout  the  uterus  (3  cases) . 

Comment 

We  have  found  placental  localization  most 
useful  in  patients  afflicted  with  painless 
uterus  bleeding  before  term.  Clarification 
aids  in  planning  outpatient  care  and  select- 
ing the  appropriate  method  of  delivery. 
Since  an  occasional  interpretation  of  the 
placental  site  has  proved  to  be  incorrect 
we  continue  to  confirm  the  diagnosis  of 
previa  by  vaginal  examination  in  the  op- 
erating room  at  the  time  section  is  antici- 
pated or  labor  begins.  Initially  our 
explanation  for  the  error  in  diagnosis  in 


these  4 patients  was  equal  diffusion  of 
blood  in  the  entire  anterior  position  of  the 
uterus.  At  the  time  we  believed  this  pre- 
cluded an  accurate  diagnosis.  Now  we 
believe  this  situation  should  confirm  the 
suspicion  rather  than  detract  from  the 
diagnosis  of  previa.  Under  this  circum- 
stance a lateral  scan  may  be  done  to  crystal- 
lize an  opinion. 

Five  microcuries  of  radioactive  1131  is 
the  most  widely  used  of  the  isotopes. 
Weinberg,3  in  1957,  was  the  first  to  gain 
widespread  acceptance  of  the  use  of  the 
radioisotope  1131.  It  is  a satisfactory  iso- 
tope, with  a half-life  of  8.08  days.  1132  has 
been  used,  also,  but  requires  more  milli- 
curies  of  isotope  than  of  1131. 

Hibbard4  evaluated  the  use  of  1131  to 
localize  the  placenta  in  672  patients.  Pre- 
dictions of  localizations  were  broken  down 
into  4 groups.  Group  0,  previa  was  def- 
initely ruled  out.  Group  1 included  minor 
degrees  of  previa.  In  Group  2,  a more  major 
degree  of  previa  was  present,  while  group 
3 included  only  central  placenta  previa. 
There  were  3 errors  in  diagnosis  in  this 
study.  These  errors  were  attributed  to  the 
presence  of  either  a placenta  membranacea, 
placenta  bilbobulate,  or  an  abdominal  preg- 
nancy. His  diagnostic  accuracy  exceeded 
90%.  Other  authors  report  difficulty  in 
diagnosing  placenta  previa  by  this  method 
if  the  implantation  is  in  the  posterior  seg- 
ment of  the  uterus.  To  circumvent  this 
problem  some  have  utilized  lateral  and 
posterior  scintillating  counting  with  vary- 
ing degrees  of  success. 

Accurate  placental  localization  has  been 
accomplished  through  pelvic  angiography, 
or  aortography.  Brink5  was  of  the  opinion 
the  placenta  was  low  lying  if  the  radio- 
opaque material  appeared  in  the  region  of 
the  uterus  and  below  the  anterior-superior 
iliac  spine  or  the  first  sacral  vertebra.  If  it 
reached  the  level  of  the  ischial  spine,  it  was 
considered  to  have  reached  the  internal  os 
of  the  cervix  and  was  therefore  diagnosed 
as  being  a placenta  previa.  Abruption  was 
diagnosed  correctly  in  6 of  the  18  patients 
so  afflicted.6  The  contrast  medium  pooled 
retroplacentally  15  seconds  after  injection 
of  the  media. 

Still  angiography  may  present  technical 
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problems.  Obesity  of  the  patients  may  give 
the  false  impression  of  the  lower  border  of 
a placenta  located  anteriorly  as  projecting 
into  the  pelvis.  Rapid  diffusion  of  the 
opaque  material  allows  only  one  view  of 
the  pelvis  to  be  filmed.  Yet  both  anterior- 
posterior  and  lateral  views  may  be  essential 
for  correct  placental  localization. 

In  the  past,  soft  tissue  x-ray  studies  were 
used  frequently  to  locate  the  placenta. 
Prematurity,  polyhydramnios,  multiple  ges- 
tation, poor  film  technique,  a full  bladder  or 
rectum,  lack  of  abdominal  musculature, 
pelvic  tumors,  and  breech  or  transverse 
presentation  often  lead  to  inaccurate  inter- 
pretations. According  to  Borell  and  associ- 
ates,7 the  technic  was  more  reliable  if  air 
was  injected  into  the  rectum  of  the  patient 
examined.  A posterior  previa  could  be 
ruled  out  if  the  distance  from  the  head  to 
the  rectum  was  less  than  2 cm.  Other 
authors  filled  the  bladder  with  a contrast 
medium.  Similarly  an  anterior  previa  was 
excluded  if  the  distance  from  the  fetal  head 
to  the  symphysis  pubis  was  2 cm.  or  less. 
Obviously  these  statements  cannot  apply  if 
the  presentation  is  other  than  a vertex  or 
if  a pelvic  tumor  displaces  the  presenting 
part.  Lack  of  descent  of  the  infant  into  the 
pelvis  may  make  the  diagnosis  difficult  or 
impossible.  Multiple  roentgenographic  ex- 
posures are  frequently  needed  from  various 
angles  to  make  a satisfactory  diagnosis. 
For  this  reason  the  method  has  been  re- 
placed by  other  procedures  that  minimize 
fetal  radiation. 

Browne  and  Veall8  first  used  sodium-24 
chloride  to  locate  the  placenta.  But  their 
method  was  unsatisfactory.  The  isotopic 
material  diffused  too  rapidly  and  had  too 
short  of  a half-life.  For  this  reason  it  never 
gained  wide  acceptance. 

We  have  used  technetium-99m  in  a few 
obstetric  patients  suspected  of  having 
placenta  previa.  The  accuracy,  in  our 
hands,  is  less  than  with  1131.  The  isotope 
technetium  has  a half-life  of  approximately 
6 hours.  It  decays  by  gamma  emission.  The 
permissible  dosage  is  1000  microcuries.  This 
method  is  more  expensive  to  carry  out  than 
some  of  the  other  methods  and  generally 
unavailable  in  most  laboratories. 

Two  other  methods  for  placental  localiza- 


tion have  been  described  recently.  In  one 
instance  a short  lived  radioisotope  113m  in 
a gelatin  complex  is  used.  The  substance 
becomes  bound  to  transferrin  in  the  blood 
and  has  a half-life  of  3 hours.  The  other 
concerns  the  isotope  chromium-51.  It  has 
the  advantage  of  lacking  beta  emission  and 
is  not  concentrated  in  the  fetal  thyroid.9 

The  recorded  experience  with  various 
radiographic  or  isotopic  procedures  is  sum- 
marized in  table  1. 

Summary 

A total  of  86  consecutive  placental  local- 
izations with  radioactive  iodinated  serum 
albumin  (1131)  are  reviewed,  and  a review 
of  the  literature  is  presented  of  other 
common  methods  of  localization.  The  over- 
all accuracy  was  95%.  By  hindsight  we 
believe  misinterpretation  led  to  an  equiv- 
ocal or  unsatisfactory  opinion  in  the 
remaining  5%.  Because  an  occasional 
placental  site  was  located  incorrectly,  we 
continue  to  confirm  the  diagnosis  by  intra- 
cervical  palpation  in  most  patients  with 
suspected  placenta  previa  in  the  operating 
room  at  the  time  labor  begins  or  section  is 
anticipated.  Yet  we  believe  as  one  gains 
experience  with  the  technic  the  need  for 
the  endocervical  palpation  to  make  a cor- 
rect diagnosis  of  previa  should  not  be  neces- 
sary in  the  majority  of  patients. 

From  the  standpoint  of  cost,  minimal 
quantity  of  radiation  to  the  unborn  fetus 
and  ease  of  application  without  complica- 
tions, the  use  of  5 millicuries  of  1131  to 
locate  the  placenta  appears  to  be  preferable 
to  several  other  isotopic  or  radiologic  pro- 
cedures described  in  the  literature. 
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CASE  REPORT 

Nasopharyngeal  Carcinoma  in  Caucasian 
Siblings:  Report  of  Two  Cases* 

Richard  B.  Bell,  M.D.,  and 
Thomas  A.  Maguda,  M.D. 

Memphis,  Tenn. 

The  average  incidence  of  nasopharyngeal 
carcinoma  in  the  larger  cancer  clinics  has 
been  reported  to  be  between  0.7  and  2.5%, 
making  it  a relatively  unusual  but  not  rare 
tumor.  Reports  of  geographic  and  social 
predominance  of  this  tumor  are  noted  in 
Africa  (Kenya  and  Uganda) lj2  and  by  the 
Chinese  (Hong  Kong)  .3  The  Chinese  seem 
to  carry  with  them  their  predilection  for 
nasopharyngeal  carcinoma,  as  the  incidence 
is  higher  in  those  who  have  migrated  in 
numbers  to  other  areas  (California,  Hawaii, 
and  Australia)  .4 

This  disease  occurs  less  frequently  in 
Caucasians  and  is  estimated  to  strike  6 
persons  per  million  in  the  United  Kingdom, 
but  these  6 might  not  necessarily  be 
Caucasian.  A similar  incidence  of  seven 
per  million  was  recorded  in  New  York  State 
in  1950.  The  male-female  ratio  of  2: 1 or  3: 1 
is  consistent  in  most  populations. 

The  disease  is  reported  to  occur  in 
families,  especially  among  Chinese,  and 
Jung5  reported  a case  of  three  siblings  af- 
fected with  this  disease.5  Scott  and  Atkin- 
son4 reported  occurrence  in  6 families  in 
1569  cases,  all  of  Chinese  descent.  The 
occurrence  in  Negro  siblings  has  also  been 
noted  by  Jaffee6  in  the  United  States 
(Washington,  D.C.) . McConnell7  reported  a 
case  involving  2 brothers,  but  race  was  not 
mentioned.  In  1940,  Stinson8  and  White- 
leather9  reported  a case  in  Caucasian 
brothers,  both  teen-agers,  who  were  born 
and  reared  on  a farm  180  miles  from  the 
homes  of  the  principals  in  this  report. 

The  following  case  reports  concern  a 
brother  and  sister  who  were  born  and  lived 
their  lives  in  Northwestern  Mississippi. 
They  were  of  Scottish  and  Irish  descent, 
were  products  of  a nonconsanguineous 

*From  the  Veterans  Administration  Hospital, 
Otolaryngology  Section,  Surgical  Service,  and 
Department  of  Otolaryngology,  the  University 
of  Tennessee  College  of  Medicine,  Memphis, 
Tennessee. 


union,  and  were  the  first  and  seventh  chil- 
dren of  a family  of  8.  They  were  born  and 
lived  to  young  adulthood  in  a frame  farm 
house  with  high  ceilings.  There  is  no 
history  of  exposure  to  chemicals  or  indus- 
trial toxicants.  The  female  was  a housewife 
and  the  male  was  a salesman.  The  woman 
did  not  use  tobacco  nor  drink  alcohol.  The 
male  smoked  one  and  a half  packs  of  cig- 
arettes daily  from  age  18  years  and  rarely 
drank  alcohol.  He  had  been  an  aviator  in 
World  War  II,  but  had  not  been  given 
nasopharyngeal  irradiation  as  some  flyers 
had  because  of  recurrent  aerotitis  media. 

Photomicrographs  of  the  original  biopsy 
specimen  in  each  case  are  shown  to  illus- 
trate tumor  cells. 

The  sole  purpose  of  this  report  is  to  illus- 
trate the  sibling  occurrence  of  nasopharyn- 
geal carcinoma,  an  unusual  tumor  in  a race 
that  is  stricken  less  frequently  than  others. 
Geographic  contiguity  with  another  re- 
ported case  of  sibling  nasopharyngeal 
carcinoma  is  noted,  but  it  is  not  assumed 
that  the  discovery  of  the  geographically 
close  cases  could  be  any  more  than  chance 
occurrence. 

Case  Reports 

Case  1.  A 45-year-old  woman,  was  first  seen 
by  an  otolaryngologist  in  December,  1957  be- 
cause of  recrurrent  bouts  of  serous  otitis  media 
which  had  required  several  myringotomies  by 
her  family  doctor  during  the  preceding  4V2 
months. 

A thorough  examination  revealed  a 2.5  cm. 
mass  which  obscured  Rosenmliller’s  fossa  on  the 
left  and  extended  onto  the  posterior  pharyngeal 
wall.  Absence  of  palpable  servical  nodes  was 
noted  at  the  time  of  the  initial  examination. 
Biopsy  of  the  nasopharyngeal  mass  revealed  un- 
differentiated squamous  cell  carcinoma  (Fig.  1). 

She  was  started  on  cobalt-60  irradiation  and 


Fig.  1.  Original  biopsy  specimen  showing  nests 
of  infiltrating  squamous  cell  carcinoma. 
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received  a tumor  dose  of  5684  R between  Jan.  7, 
and  Feb.  8,  1958.  Following  irradiation,  routine 
checks  revealed  nasopharyngeal  crusting  but  no 
visible  tumor. 

In  May,  1959  she  developed  left  otitis  media 
and  a polyethylene  tube  was  inserted.  No  visible 
tumor  was  seen  and  skull  film  revealed  no  bony 
erosion.  In  July,  a small  lump  was  seen  on  the 
superior  nasopharyngeal  wall  and  biopsy  re- 
vealed undifferentiated  squamous  cell  carcinoma. 
In  September,  1959,  she  complained  of  weight 
loss  and  developed  pain  behind  the  left  eye. 
In  January,  1960  the  left  eye  pain  had  increased 
and  skull  films  showed  destruction  at  the  base 
of  the  skull  in  the  area  of  the  foramen  ovale  and 
foramen  spinosum  with  destruction  extending 
into  the  petrous  ridges.  Polypoid  changes  were 
noted  in  both  maxillary  antrums.  By  March, 
the  tumor  had  increased  in  size  and  filled  the 
nasopharynx.  Polyethylene  tubes  were  placed 
bilaterally.  In  May,  when  seen  for  the  last  time, 
she  complained  of  burning  paresthesia  in  the  left 
cheek.  She  died  in  late  May,  1960  at  her  home. 
An  autopsy  was  not  obtained. 

Case  2.  A 46-year  old  man,  brother  of  the  first 
patient,  was  seen  in  the  Department  of  Oto- 
laryngology of  the  Veterans  Administration  Hos- 
pital, Memphis,  in  February,  1969,  complaining 
of  “knots”  in  the  right  side  of  the  neck  which 
had  appeared  a month  previously  and  had  in- 
creased rapidly  in  size.  He  had  had  a 20  pound 
loss  of  weight.  Biopsy  of  the  neck  nodes  at 
another  hospital  revealed  metastatic  carcinoma 
and  he  was  referred  to  this  hospital  because  a 
primary  site  could  not  be  located.  In  addition, 
he  complained  of  progressive  hearing  loss  for 
about  a year  with  bilateral  tinnitus,  but  he  had 
placed  little  importance  on  these  symptoms.  He 
had  recently  developed  mild  pain  in  the  left  ear. 

Examination  revealed  bilateral  serous  otitis 
media  and  a 2 by  3 cm,  rather  flat,  mucous 
covered,  ulcerated  midline  mass  in  the  naso- 
pharynx. There  were  several  large  tender  nodes 
in  the  right  upper  neck  and  over  one  of  these 
areas  a healing  biopsy  incision.  There  were  sev- 
eral matted,  tender  nodes  in  the  left  upper 
and  mid-neck.  An  audiogram  revealed  a bi- 
lateral 40  db  air  bone  gap.  Skull  and  chest 
films  showed  no  evidence  of  bony  erosion  or 
pulmonary  metastases. 

A biopsy  of  the  nasopharyngeal  mass  was  re- 
ported as  transitional  carcinoma  (Fig.  2).  The 
patient  was  informed  of  the  diagnosis  but  re- 
fused myringotomy  for  relief  of  the  ear  symp- 
toms because  his  sister  had  had  recurrent  diffi- 
culties earlier  with  “tubes  in  her  ears.”  He  re- 
ceived 5037  R to  both  cervical  areas  and  the 
nasopharynx  in  February  and  March,  1969.  There 
was  reduction  in  the  size  of  the  cervical  nodes 
but  mocosal  reaction  in  the  nasopharynx  was 
severe  and  painful.  Towards  the  end  of  irradi- 
ation, the  hearing  improved  somewhat  and  Val- 
salva’s meneuver  was  effective  on  the  left,  but 
the  serous  otitis  media  persisted. 


Fig.  2.  Original  biopsy  specimen.  Infiltrating 
transitional  cell  carcinoma. 


He  was  discharged  from  the  hospital  in  April, 
1969  and  when  seen  in  early  May  the  naso- 
pharyngeal lesion  was  flattened,  mucous  covered, 
and  reduced  in  size.  Palpable  cervical  nodes 
were  felt  bilaterally.  Hearing  was  subjectively 
improved  but  a large  air-bone  gap  was  noted 
bilaterally.  He  continued  to  complain  of  neck 
pain  but  had  minimal  ear  discomfort.  He  re- 
turned home  and  in  late  May,  1969  developed 
ascites.  While  being  treated  for  this  condition 
in  his  local  hospital,  he  contracted  pneumonia 
and  expired.  An  autopsy  was  not  obtained. 

Summary 

Two  cases  of  nasopharyngeal  carcinoma 
occurring  in  Caucasian  siblings  are  pre- 
sented. Familial  occurrence  of  this  disease 
in  Caucasians  has  not  been  frequently 
reported. 
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Osteosclerosis  in  Multiple  Myeloma 

Robert  W.  Myers,  M.D.,  and 

Robert  L.  Nichols,  M.D.,*  Chattanooga,  Tenn, 

The  bone  lesions  in  multiple  myeloma 
are  typically  osteolytic.  Roentgenograms 
are  described  as  showing  lytic  areas  with 
or  without  osteoporosis  in  78%  of  patients, 
no  abnormality  in  12%  and  osteoporosis 
alone  in  the  others.1  As  late  as  1958, 
Williams2  declared  that  “one  may  state 
dogmatically  that  if  there  is  any  sclerotic 
reaction  at  the  margin  of  an  osteolytic 
focus,  this  is  not  due  to  a plasmacytoma  or 
myeloma.  The  only  new  bone  formation  I 
have  seen  in  myeloma  either  follows  ir- 
radiation or  is  due  to  callus  formation  with 
a pathological  fracture.” 

Generalized  osteosclerosis  without  dis- 
crete lytic  lesions  does  occur  in  multiple 
myeloma  and  the  following  2 cases  are 
reported  to  call  attention  to  this  manifesta- 
tion. 

Case  Reports 

Case  1.  A 41  year  old  white  man  had  been  in 
excellent  health  except  for  scarlet  fever  in  1945 
and  histoplasmosis  in  1962. 

He  first  noticed  the  onset  of  pain,  swelling  and 
small  purpuric  lesions  on  both  legs  in  March, 
1967.  There  was  associated  stiffness  and  pain 
behind  the  knees  and  some  aching  of  the  right 
wrist.  During  the  ensuing  several  months  there 
were  periodic  exacerbations  of  edema  and  devel- 
opment of  purpuric  lesions.  Proteinuria  was 
found  on  urinalysis. 

He  was  hospitalized  at  Memorial  Hospital, 
Chattanooga,  between  April  20  and  April  26, 
1967,  with  multiple  ecchymoses  of  both  legs 
associated  with  swelling  and  redness.  There  was 
also  slight  tenderness  of  the  right  wrist.  Labora- 
tory studies  included  a normal  CBC,  with  the 
exception  of  5%  eosinophils.  ESR  was  19  mm. 
Urinalysis  showed  a sp.  gr.  of  1.024,  proteinuria 
2+  and  unremarkable  sediment.  Uric  acid  mea- 
sured 6.5  mg.  and  cholesterol  242  mg.  per  100  ml. 
Coagulation  studies  were  within  normal  range. 
The  ASO  titer  measured  50  Todd  units.  An  RA 
test  and  LE  prep  were  negative.  Throat  culture 
was  negative.  Chest  x-ray  and  IV  pyelograms 
were  normal.  The  EKG  was  within  normal  limits. 


*From  the  Departments  of  Medicine  and  Pa- 
thology, Memorial  Hospital,  Chattanooga,  Ten- 
nessee. 


The  patient  was  discharged  with  a diagnosis  of 
possible  erythema  multiforme. 

During  June,  1967,  there  was  onset  of  laryngeal 
edema  with  generalized  purpura  and  swelling. 
At  Memorial  Hospital,  June  16  to  July  6,  1967, 
examination  revealed  widespread  purpura  with 
edema  of  the  scrotum,  fingers  and  region  of  the 
right  elbow;  laryngeal  edema  subsided  shortly 
after  admission.  Laboratory  studies  included  a 
CBC,  which  showed  a Hgb.  of  12  gm,  PCV  of 
35%  10,400  WBC  with  52%  segs,  40%  lymphs, 
5%  stabs  and  3%  juvenile  cells.  Urinalysis  re- 
ported proteinuria  of  4+.  Addis  count  was  re- 
ported as  showing  no  casts  or  erythrocytes.  Uric 
acid  was  6.2  mg.  per  100  ml,  and  alkaline  phos- 
phatase 17.7  KA  units.  Electrolytes  were  normal 
and  serum  proteins  and  electrophoretic  pattern 
were  within  normal  range.  The  ESR  was  29  mm. 
ASO  titer  50  Todd  units  and  LE  prep  was 
negative.  X-rays  of  the  chest,  skull  and  GI 
series  were  normal.  Bone  marrow  aspirations 
from  the  iliac  crests  on  2 occasions  had  a normo- 
cellular  character.  Osteoblasts  were  noted  in 
both  specimens,  suggesting  bone  mobilization; 
8%  plasma  cells  were  reported  on  the  first  aspi- 
ration, and  2.5%  plasma  cells  on  the  second. 
There  was  improvement  on  steroid  therapy  and 
a diagnosis  of  possible  Schoenlein-Henoch’s  pur- 
pura was  considered. 

Following  the  second  hospitalization,  the  pa- 
tient was  able  to  return  to  work  briefly  but 
continued  to  have  episodic  purpura  and  edema. 
There  was  also  a gradual  fall  in  hemoglobin  and 
some  increase  in  proteinuria. 

He  was  hospitalized  at  Emory  University  Hos- 
pital, Atlanta,  Georgia,  on  Sept.  13,  1968.  On 
admission,  BP  was  138/70.  There  were  few  non- 
tender, ecchymotic,  purpric  lesions,  which  had 
an  irregular  circumference  and  measured  from 
3.0  mm.  to  2.0  cm.  in  diameter,  over  the  lower 
extremities.  There  was  no  associated  edema. 
Laboratory  studies  included  a CBC,  which 
showed  a PCV  of  30.5%,  Hgb.  of  10.6  gm.  WBC 
8,200,  with  a differential  count  showing  16% 
myelocytes,  6%  bands,  52%  segmented  forms, 
6%  eosinophils,  16%  lymphocytes  and  4%  mono- 
cytes. One  nucleated  red  blood  cell  was  seen. 
Platelet  count  was  253,000,  reticulocyte  count 
2.8%.  Coombs  test  and  latex  fixation  were  nega- 
tive. SMA  screening  test  revealed  a uric  acid  of 
6.7  mg.  alkaline  phosphatase  of  24  KA  units. 
Serum  protein  electrophoresis  was  within  normal 
limits  on  2 occasions.  Urinalysis  showed  4+ 
protein.  An  IVP  showed  normal  kidneys,  but 
the  pelvis  and  vertebrae  were  now  seen  to  have 
dense  patches  of  sclerotic  bone  scattered 
throughout  with  an  increased  density  of  trabec- 
ular pattern.  Several  bone  marrow  aspirations 
were  unsuccessful,  but  open  bone  biopsy  from 
the  iliac  crest  disclosed  abnormal  marrow  with 
plasma  cells.  The  urine  was  also  found  positive 
for  Bence-Jones  protein.  Examination  for  cryo- 
globulins was  negative.  A skin  biopsy  was  re- 
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ported  as  allergic  vasculitis  (anaphylactoid 
purpura).  The  patient  was  discharged  on  pred- 
nisone, fluoxymesterone,  (Halotestin)  and  chlor- 
ambucil. 

Following  this  third  hospitalization,  several 
complications  developed,  including  pneumonia, 
herpes  zoster  of  the  left  chest  and  episodes  of 
nausea.  The  patient  was  hospitalized  for  the 
last  time  on  Aug.  5,  1968.  Laboratory  studies 
included  a CBC,  which  showed  Hgb.  of  9 mg. 
PCV  of  28%,  3,800  WBC,  with  4%  monocytes, 
24%  lymphocytes,  60%  segs,  2%  stabs,  2%  juve- 
niles and  8%  eosinophils.  The  urine  had  pro- 
teinuria 4+,  5 to  8 WBC/hpf  and  0 to  2 RBC/ 
hpf  in  the  sediment.  Bence-Jones  protein  could 
not  be  demonstrated  on  this  admission.  The  BUN 
was  13  mg.,  uric  acid  4.5  mg.  calcium  9.1  mg.,  and 
phosphorus  4.1  mg.  per  100  ml.  Serum  protein 
pattern  did  not  show  a myeloma  peak.  Acid 
phosphatase  measured  1.2  I units,  alkaline 
phosphatase  11.7  KA  units.  Spinal  fluid  showed 
385  mg.  of  protein  and  a sugar  of  50  mg.  per 
100  ml.  Bone  marrow  aspiration  was  not  suc- 
cessful. X-rays  of  the  skull  and  spine  showed 
a striking  change.  The  posterior  clinoids  were 
sclerotic  and  there  was  sclerosis  with  loss  of 


Fig.  1 (Case  1).  Note  marked  sclerosis  with 
pronounced  clinoid. 


Fig.  2 (Case  1).  Marked  sclerosis  has  pattern 
similar  to  that  seen  in  metastatic  prostate  tumor. 


normal  trabecular  pattern  throughout  the  spine. 
(Fig.  1.)  The  ribs  were  sclerotic.  In  the  pelvis 
and  upper  femurs,  there  was  mixed  osteoscle- 
rosis and  osteoporosis.  (Fig.  2.)  Sudden  para- 
plegia developed  secondary  to  an  intraspinal 
mass  at  the  level  of  the  4th  and  5th  thoracic 
vertebrae.  Tumor  tissue  removed  at  laminecto- 
my, August  17,  represented  poorly  differentiated 
myeloma.  A soft  tissue  tumor  developed  in  the 
mouth  on  September  15.  On  September  30,  there 
was  massive  hematemesis  with  rapid  deteriora- 
tion and  death  occurred  October  3,  1968. 

At  autopsy,  the  body  presented  very  extensive 
generalized  ecchymotic  discoloration  of  the  skin. 
There  were  no  superficial  tumor  nodules.  The 
serosal  surfaces  throughout  presented  extensive 
hemorrhages.  The  most  remarkable  finding  was 
that  of  massive  nodular  and  infiltrating  tumor 
involving  pleural  surfaces,  intercostal  muscles 
and  a large  tumor  of  the  insertion  of  the  left 
sternocleidomastoideus.  There  was  extensive  and 
generalized  lymphadenopathy  of  the  medias- 
tinum and  abdominal  cavity  with  para-aortic 
and  retroperitoneal  tumor  aggregates  measuring 
up  to  7.0  cm.  in  diameter.  Ribs  and  vertebral 
bodies  presented  marked  sclerosis.  The  marrow 
cavity  of  the  lumbar  spine  was  largely  replaced 
with  grayish,  hemorrhagic  tumor.  Microscopic 
examination  demonstrated  a wide  variety  of 
tumor  cell  types  varying  from  well  differentiated 
plasma  cells  to  poorly  differentiated  primitive 
cells  with  many  bizarre  giant  nuclear  configura- 
tions. There  was  no  evidence  of  para-amyloid 
deposition  in  tumor  or  in  organs.  The  kidneys 
did  not  contain  characteristics  cast  formations. 
Glomeruli  of  increased  cellularity  presented 
changes  of  proliferative  and  membranous  glo- 
merulonephritis. 

Case  2.  This  58  year  old  white  woman  became 
ill  in  February,  1969,  when  she  developed  a “flu” 
syndrome  with  fever,  myalgia,  malaise  and  se- 
vere dyspnea  on  exertion.  There  had  been  a 
gradual  20  pound  weight  loss  despite  good  ap- 
petite. There  was  no  bone  pain  nor  history  of 
blood  loss.  Discoid  lupus  had  been  diagnosed 
in  1948  and  there  was  history  of  intramuscular 
injection  of  both  gold  and  bismuth. 

During  April,  1969,  the  patient  was  found  to 
be  severely  anemic  with  a Hgb.  of  5 mg.  and  a 
PCV  of  18%.  Peripheral  blood  showed  5,750 
WBC  with  54%  polys,  40%  lymphs,  1%  eosino- 
phils and  5%  plasma  cells.  The  urine  was  nega- 
tive for  Bence-Jones  and  other  proteins.  Serum 
proteins  measured  8.7  gm.  per  100  ml.  with  3.65 
gm.  albumin.  Serum  protein  electrophoresis 
demonstrated  an  homogenous  beta  globulin  peak. 
Chemical  studies  showed  calcium  10.5  mg.  in- 
organic phosphorus  3.8  mg.  glucose  103  mg. 
BUN  11.5  mg.  uric  acid  4.6  mg.,  cholesterol  323 
mg.,  and  total  bilirubin  0.5  mg.  per  100  ml.  alka- 
line phosphatase  45  mU/ml  and  LDH  322  mU/ml 
SGOT  48  mU/ml.  Bone  marrow  aspiration  from 
the  iliac  crest  was  complicated  by  an  especially 
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thick  and  hard  bone  cortex.  Marrow  was  con- 
sidered to  show  multiple  myeloma  with  an  ab- 
normal cell  population,  including  24%  plasma 
cells.  There  was  also  erythroid  depression.  In 
view  of  the  bone  sclerosis,  x-rays  were  made  of 
the  lumbar  spine  and  pelvis.  No  destructive  bone 
lesions  were  seen  but  a very  striking,  diffuse 
osteosclerosis  was  found  throughout.  (Fig.  3.) 


Fig.  3 (Case  2).  Diffuse  sclerosis  with  promi- 
nent trabecular  markings.  Heavy  metal  deposits 
noted  in  both  gluteal  regions. 


The  skin  showed  small  scattered  bruises  and 
thickening  of  the  cutaneous  and  subcutaneous 
tissues  over  the  cheeks  with  a dull  yellowish  dis- 
coloration. There  was  a grade  1/6  to  2/6  holo- 
systolic  murmur,  best  heard  at  the  apex.  The 
liver  and  spleen  were  not  palpable  and  there  was 
no  lymphadenopathy. 

Discussion 

Multiple  myeloma  in  which  osteosclerosis 
is  a major  or  presenting  feature  is  rare. 
Rypins  as  quoted  by  Evison  and  Evans3 
seems  to  have  been  the  first  to  describe 
such  lesions  in  his  report  of  1933.  Only 
isolated  reports  have  appeared  subse- 
quently. Evison  and  Evans3  reviewed  the 
literature  in  1967  and  were  able  to  collect 
21  recorded  cases  of  bone  sclerosis  in  mye- 
lomatosis. They  also  reviewed  the  radio- 
graphs of  90  proven  cases  of  multiple 
myeloma  in  the  Bristol  Bone  Tumor  Regis- 
ter for  the  period  1947  to  1965  and  found 
3 instances  of  bone  sclerosis.  Degnan, 
Feinberg  and  Bassett4  reported  a case  of 
osteosclerosis  and  plasma  cell  leukemia  in 
September,  1967.  They  speculated  that  the 
osteosclerosis  might  reflect  some  stimulat- 
ing effect  produced  by  the  growth  of 


plasmacytomas  and  pointed  out  that  this 
factor  is  often  seen  in  myeloproliferative 
disorders,  supporting  a unified  concept  of 
myeloproliferative  diseases  in  which  even 
the  plasma  cell,  lymphocyte  and  osteoblast 
may  take  part. 

Three  patterns  of  primary  osteosclerosis 
in  multiple  myeloma  have  been  described.5 
First,  there  may  be  focal  areas  of  sclerosis 
similar  in  appearance  to  metastatic  carci- 
noma of  the  prostate.  Second,  there  may 
be  perpendicular  spicules  of  new  bone 
extending  from  a myelomatous  lesion  creat- 
ing an  appearance  similar  to  that  of  osteo- 
genic sarcoma.  A third  pattern  is  that  of 
generalized,  fairly  uniform  sclerosis.  Our 
first  case  showed  diffuse  sclerosis  and  loss 
of  normal  trabecular  pattern  throughout 
the  length  of  the  spine,  posterior  clinoid 
and  ribs  with  mixed  areas  of  osteosclerosis 
and  osteoporosis  in  the  pelvis  and  proximal 
femurs.  The  second  case  showed  a diffuse 
increase  of  bone  density  without  areas  of 
osteoporosis  in  the  lumbar  spine  and  pelvis. 
Other  bones  were  not  surveyed.  The  eti- 
ology of  the  purpuric  lesions  in  Case  1 
remains  speculative.  Initially,  erythema 
multiforme  was  suspected.  Henoch- 
Schoenlein  purpura  was  then  considered  as 
the  evidence  of  renal  disease  became  more 
pronounced.  After  the  diagnosis  of  multiple 
myeloma  was  established,  it  was  thought 
that  secondary  amyloidosis  explained  the 
skin  lesions.  We  were  surprised  when  the 
autopsy  failed  to  show  any  significant 
amyloid  or  evidence  of  vasculitis. 
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City  of  Memphis  Hospitals* 

Immunological  Competence  and 
Infectious  Disease 

DR.  FRANK  D.  SUTTON:  Dr.  John  M. 
Nardo  will  present  the  case  history  of  an 
interesting  young  patient  that  has  been 
followed  on  the  Medicine  Service  for  the 
past  three  years,  and  who  will  serve  as  an 
illustrative  example  from  which  our  dis- 
cussion will  stem. 

DR.  JOHN  M.  NARDO:  This  27  year  old  white 
male  auto  mechanic  from  rural  Mississippi  was 
first  admitted  to  the  Medicine  Service  in  De- 
cember of  1967,  with  a 2 month  history  of 
anorexia,  a 20  to  25  pound  weight  loss  and  night 
sweats.  For  several  days  before  his  admission, 
the  patient  had  been  extremely  weak  and  had 
noticed  an  ill-defined  aching  in  the  left  upper 
quadrant. 

Examination  revealed  a thin,  chronically  ill- 
appearing  man  who  was  alert  and  quite  co- 
operative. On  admission  his  T.  was  102°;  the 
fever  persisted  for  48  hours,  abated  for  approxi- 
mately 36  hours,  then  returned  in  a fairly  typical 
“Pel-Ebstein”  fashion.  The  most  striking  find- 
ings consisted  of  generalized  lymphadenopathy 
and  mild  hepato-splenomegaly.  Laboratory  work 


*From  the  Department  of  Medicine,  University 
of  Tennessee  College  of  Medicine,  Memphis,  Ten- 
nessee. i 


revealed  a normal  CBC  except  for  a PCV  of 
37%.  Serum  electrolytes,  glucose  and  BUN  were 
within  normal  limits,  as  was  the  chest  x-ray 
and  EKG.  Bone  marrow  showed  only  myeloid 
hyperplasia,  but  cervical  lymph  node  biopsy 
demonstrated  Reed-Sternberg  cells  characteristic 
of  Hodgkin’s  disease. 

Clinically,  he  was  classified  stage  IV  and 
therefore  chemotherapy  was  started — nitrogen 
mustard  initially  followed  by  vinblastine.  He 
responded  well  to  treatment  and  became  afebrile 
24  hours  after  his  first  dose  of  intravenous  nitro- 
gen mustard,  his  appetite  returned,  he  gained  15 
pounds  of  weight,  and  both  the  lymphadenopathy 
and  splenomegaly  regressed. 

In  the  interim  years  of  1968  and  1969,  admis- 
sions had  usually  been  for  reevaluation  or,  on 
one  occasion,  reoccurrence  of  splenomegaly 
which  required  irradiation.  Medications  has  been 
changed  to  procarbazine  and  prednisone. 

On  the  evening  of  March  19,  1970,  the  patient 
arrived  at  the  City  of  Memphis  Hospitals’ 
Emergency  Room  with  a chief  complaint  of  a 
painful  rash  over  the  left  upper  extremity.  One 
week  before  admission  he  had  had  the  onset  of 
a “stinging”  sensation  over  the  lateral  aspect  of 
his  forearm  and  hand.  This  persisted  and  wors- 
ened until  fine  vesicles  appeared  in  a linear 
fashion  over  the  lateral  palm  and  dorsum  of  the 
left  hand,  forearm  and  eventually  the  left  upper 
arm  also.  Over  a 2 to  3 day  period  the  vesicles 
became  confluent,  ruptured  and  the  clear  fluid 
that  they  initially  contained  became  cloudy.  The 
larger  areas  formed  fine  eschars  and  the  entire 
extremity  became  swollen.  The  patient  had  given 
this  area  local  care  but  came  to  the  hospital  for 
this  admission  when  the  eruption  spread  to  in- 
volve his  face,  trunk,  and  to  some  degree  the 
lower  extremities  bilaterally. 

Admission  findings  can  be  summarized  by 
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stating  that  he  was  a toxic-appearing  young  man 
with  an  oral  T.  of  103°  and  a generalized  vesi- 
culopustular  eruption  with  areas  of  coalescence 
and  drainage  over  the  left  arm  and  left  chest 
posteriorly.  Early  vesicular  lesions  were  pres- 
ent over  the  trunk,  lower  face,  and  other  ex- 
tremities (Fig.  1).  The  eyes,  mucous  mem- 
branes and  lung  fields  were  not  involved,  and 
the  only  evidence  of  Hodgkin’s  disease  was  very 
mild  axillary  and  inguinal  lymphadenopathy  and 
a spleen  tip  that  could  be  outlined. 

Laboratory  data  revealed  normal  CBC  a total 
WBC  count  of  6,100  with  a normal  differential 
and  no  evidence  of  “transforming”  or  “stimu- 
lated” lymphocytes.  Urinalysis  and  electrolytes 
were  normal,  and  chest  x-ray  revealed  no  pul- 
monary involvement. 

It  was  the  impression  on  the  service  that  the 
patient  had  herpes  zoster  with  dissemination, 
this  being  superimposed  on  Hodgkin’s  disease. 

Treatment  was  begun  by  placing  him  in  “re- 
verse isolation,”  on  sterile  sheets,  following 
hexachlorophene  bath.  A healthy  young  man 
who  had  just  receovered  from  herpes  zoster 
donated  a unit  of  blood  and  the  patient  was 
transfused  with  this  donor’s  plasma  and  a buffy 
coat.  The  response  was  dramatic  with  a rapid 
fall  in  the  temperature  and  almost  complete 
clearing  of  the  small  disseminated  lesions  of  the 
skin  within  24  hours.  The  zoster  now  appears 
to  be  well  confined  to  the  left  arm  and  scapular 
area,  and  the  patient  feels  quite  well. 

DR.  GENE  H.  STOLLERMAN:  This  case 
affords  an  excellent  example  of  the  inter- 
play between  host  and  infectious  agent  in 
determining  first,  the  type  of  infection,  and 
secondly,  by  the  host’s  response,  the  charac- 
teristics of  a particular  infection.  Actually, 
the  problems  of  infectious  disease  were  our 
introduction  into  modern  immunology,  and 
it  is  via  this  avenue  that  many  of  the  major 
advances  in  immunology  have  come.  The 
germ  has  been  torn  to  pieces  and  studied 
carefully  under  the  microscope,  but  the 
host  is  less  accessible  and  it  has  taken  a 
long  time  for  us  to  make  the  kind  of  obser- 
vations both  experimentally  and  clinically 
that  have  enlightened  our  understanding 
of  the  host  role,  through  immunologic  com- 
petence, in  either  combating  successfully 
or  succumbing  to  an  infectious  agent.  No 
longer  is  the  focus  alone  on  the  virulence 
factors  of  the  organism,  such  as  its  formida- 
ble “toxins,”  but  all  physicians  must  now 
ask,  when  faced  with  an  infectious  prob- 
lem, “What  deficit  in  the  host  allowed  this 
infection  to  establish  itself,  and  what  can 


I learn  about  the  host  that  will  help  in  pre- 
dicting the  outcome  of  this  or  that  infec- 
tion?” 

One  should  therefore  have  a schematic 
or  systemic  approach  to  this  problem.  I 
would  like  to  share  my  way  of  thinking 
about  the  host’s  defenses  with  you,  and  I 
will  ask  Dr.  Alan  Bisno,  of  our  section  of 
infectious  diseases,  to  help  in  this  review. 

DR.  SUTTON:  We  have  some  special 

studies  that  were  performed  on  the  patient 
just  presented.  Would  you  like  those  now 
or  later  in  the  dicussion? 

DR.  STOLLERMAN:  Let’s  hold  those  for 
the  present,  but  they  will  be  very  important 
to  emphasize  several  points  later  on. 

By  way  of  introduction,  let  me  say  that 
I look  at  man  as  an  extremely  complex 
multicellular  animal  who  has  developed, 
with  exquisite  sensitivity,  the  ability  to  rec- 
ognize foreign  material  of  all  types,  in- 
cluding viruses,  bacteria  and  fungi.  Life 
is  a constant  battle  between  man,  the  host, 
and  parasites  of  all  varieties.  There  must 
be  a magic  password  that  allows  cells  which 
belong  to  the  genetic  code  of  an  individual 
not  to  tolerate  the  deviation  of  a single  cell 
in  its  population.  The  specialized  host  cell 
that  stands  and  guards  the  gate  against  in- 
fection has  been  called  the  phagocyte  or 
polymorphonuclear  leukocyte.  This  cell,  an 
“eating-machine”  or  scavenger,  must  be  the 
first  line  of  defense  and  one  should  con- 
sider that,  phylogeneticallv,  long  before 
there  were  such  highly  developed  sub- 
stances as  antibodies,  there  had  to  be  the 
innate  capacity  of  the  surface  of  this  cell 
to  identify  and  destroy  foreign  material. 

The  importance  of  this  one  cell,  the  poly 
or  neutrophil,  has  certainly  been  proven  in 
recent  years  with  the  identification  of  cer- 
tain defects  both  on  the  surface  and  in  the 
poly’s  inner  lysosomal  structure  that  lead 
to  characteristic  patterns  of  recurrent  in- 
fection. These  very  specific  metabolic  de- 
fects of  the  poly  have  recently  been  recog- 
nized, and  are  summarized  on  table  1. 
These  discoveries  were  made  because 
specialists  in  infectious  disease  and  im- 
munology insisted  on  some  mechanism  for 
failure  of  the  host  defense  against  common 
organisms,  like  the  staphylococcus,  that 
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Table  I 

MAJOR  FEATURES  OF  SYNDROMES  ASSOCIATED  WITH  NEUTROPHIL  DEFECTS1 


Syndrome 

1.  Fatal  granulomatous  disease 
of  childhood. 

2.  Ford’s  familial  lipochrome 
pigmentation  of  histiocytes. 

3.  Job’s  Syndrome. 

4.  Myeloperoxidase  deficiency. 

5.  Chediak-Higashi  Syndrome. 

6.  Periodic  neutropenia. 


Clinical 

1.  Purulent  granulomas: 

Lungs  skin,  liver,  spleen, 
bone.  Boys  7:1. 

2.  Women:  Arthritis,  pulmo- 

nary infiltrates,  splen- 
omegaly. 

3.  Girls:  Pigmentary  dilution. 
Skin  and  systemic  infec- 
tions. 

4.  Diabetes  and  candidiasis. 

5.  Bacterial  infections, 
lymphomas. 

6.  Furuncles,  arthritis,  otitis 
and  stomatitis  every  21 
days. 


Functional  Defect 

1.  Decreased  intracellular  kill- 
ing of  staph  and  others. 
Metabolic  defect  glutathione 
peroxidase. 

2.  Same  as  #1,  but  partial. 

3.  Same  but  inconsistently 
demonstrated. 

4.  Absent  myeloperoxidase. 

5.  Giant  intracellular  granules, 
lysosomal  fusion  defect. 

6.  Abnormal  marrow  kinetics. 


1.  Adapted  from  Windhorst,  D.B.,  Functional  defects  of  neutrophils.  Advances  in  Intern.  Med.,  vol.  16,  1970  (in 
press.) . 


were  destroying  the  patient.  Naturally,  anti- 
biotics have  enabled  us  to  treat  these  af- 
flicted individuals  successfully  and  long 
enough  to  define  wherein  the  failure  of 
their  host  defense  lay.  Thus,  we  now  have 
opened  the  exploration  of  the  new  field  of 
intracellular  metabolic  defects  in  phago- 
cytes as  a cause  of  host  defense  failure. 

DR.  SUTTON:  We  also  look  on  the  cir- 
culating lymphocyte  as  a guardian  cell 
against  infection,  and  I would  like  to  know 
how  you  fit  it  into  the  overall  picture. 

DR.  STOLLERMAN:  The  lymphocyte  is 
certainly  the  next  very  important  cell  to 
consider.  In  fact,  one  might  say  that  this 
has  been  the  decade  of  the  lymphocyte,  so 
much  information  about  its  structure  and 
function  has  been  gained.  The  most  active 
phagocyte,  the  neutrophil,  is  a direct  rec- 
ognition system  and  thus  represents  a non- 
immune  clearance  system,  that  is,  it  can 
destroy  an  organism  without  having  had 
previous  experience  with  it.  On  the  other 
hand,  the  lymphocyte  belongs  to  an 
accessory  system  to  the  phagocyte.  The 
lymphocyte  can  stimulate  the  complex 
reticuloendothelial  system  (a)  to  phagocy- 
tize  directly,  and  (b)  to  manufacture  anti- 
bodies (opsonins)  which  greatly  enhance 
phagocytosis  and  “immune  clearance.” 
These  special  forces  can  both  fight  the 
present  invasion  and  form  a reserve  unit  so 
that  future  conflicts  with  the  same  enemy 


can  be  more  easily  warded  off.  Thus, 
through  the  lymphocyte  we  have  an  en- 
hanced defense  system  (immunologic 
memory)  and,  in  most  instances,  a lasting 
immunity,  although  it  may  be  either  partial 
or  complete. 

Lymphocytes  can  be  divided  into  two 
categories — the  circulating  group  and  the 
tissue-fixed  group.  The  nomenclature  is 
somewhat  confusing,  but  when  one  speaks 
of  “cellular  immunity,”  he  refers  to  that 
aspect  of  immunity  governed  by  the  cir- 
culating lymphocytes.  This  is  the  group  or 
division  of  lymphs  also  referred  to  as 
“thymus  dependent.”  The  separateness  of 
two  systems  is  somewhat  artificial  in  the 
human  but  in  the  avian  species,  for 
example,  there  is  considerable  evidence  that 
the  thymus  governs  the  development  of 
lymphocytes  that  mediate  cellular  immu- 
nity (delayed  hypersensitivity)  and  that 
the  bursa  of  Fabricius,  a lymphoepithelial 
organ  attached  to  the  intestine,  governs  the 
development  of  lymphocytes  concerned 
with  antibody  formation.  This,  then,  gives 
us  a functional  separation  of  the  immune 
system.  In  man,  the  corollary  of  the  bursa 
is  thought  possibly  to  be  the  lymphoid 
structure  we  call  Peyer’s  patches  in  the 
distal  ileum,  as  well  as  the  germinal  centers 
of  the  spleen,  some  peripheral  lymph  nodes, 
and  probably  the  bone  marrow. 

The  circulating  lymphocyte  is  an  amazing 
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cell  that  acts  as  if  it  were  a “whole  cell” 
antibody;  that  is,  each  lymphocyte  or  clone 
of  lymphocytes  react  with  certain  antigens 
only.  These  cells  are  greatly  attracted  to 
their  own  antigens,  and  on  contact,  undergo 
the  phenomenon  known  as  “transforma- 
tion”; the  lymphocyte  multiplies  several 
times,  enlarges,  and  releases  a number  of 
substances.  One  of  these,  called  “transfer 
factor,”  carries  a message  concerning  the 
foreign  antigen  to  other  lymphocytes  of  that 
group  or  clone  and  they,  too,  become  sensi- 
tized by  the  transfer  factor  to  react  with 
the  same  antigen.  This  “transfer  factor” 
that  passively  sensitizes  lymphocytes  can  be 
extracted  and  has  been  identified  by  Sher- 
wood Lawrence  as  a polypeptide  or  poly- 
nucleotide of  small  molecular  weight.  This 
substance  is  capable  of  specifically  sensitiz- 
ing normal  lymphocytes  in  vitro  as  well  as 
in  vivo. 

These  circulating  sensitized  cells  are  now 
capable  of  identifying  specific  foreign 
material,  whether  such  happens  to  be  an 
infectious  agent,  a tumor  cell  or  a graft. 
The  sensitized  lymphocyte  seems  to  release 
a cytotoxic  substance  and  also  a substance 
able  to  attract  and  agglutinate  macrophages 
presumably  to  help  in  ousting  any  invader. 

DR.  SUTTON:  Now  these  lymphocytes 
are  the  cells,  are  they  not,  that  determine 
delayed  allergy?  How  is  delayed  reactivity 
or  allergy  mediated  by  circulating  sub- 
stances? 

DR.  ALAN  L.  BISNO:  I would  like  to 
answer  that,  if  I may.  Delayed  allergy  is 
actually  a slower  procedure  for  immune 
clearance.  It  takes  time  for  the  specifically 
sensitized  circulating  lymphs  to  pass  by 
and  recognize,  say,  PPD  in  a skin  test  and 
to  accumulate  at  the  site  of  introduction  of 
the  antigen.  This  is  a slower  method  of 
recognition  than  that  of  a direct  encounter 
of  circulating  antibodies  with  an  organism 
and  its  subsequent  opsonization  and  phago- 
cytosis by  polys.  One  can  look  at  the  system 
of  defense  this  way:  if  an  organism  is 

presented  and  is  “knocked  off”  by  the  poly, 
then  no  further  help  is  needed.  If,  however, 
it  escapes  detection  by  the  poly  because  of 
a surface  structure  that  escapes  recognition, 
the  organism  multiplies  and  reaches  the 
lymphatics  and  lymph  nodes.  Then  lympho- 


cytes are  sensitized  and  begin  to  multiply 
in  response  to  it.  Over  a period  of  several 
days,  the  circulating  lymphs  and  those 
around  the  periphery  of  lymphatic  tissue 
in  some  way  transmit  the  call  for  help  to 
the  tissue  fixed  system  of  defense — the 
germinal  centers  of  the  spleen,  lymph  nodes 
(particularly  Peyer’s  patches)  and  marrow. 
The  lymphocytic  systems  thus  reached 
react  both  to  produce  sensitized  lympho- 
cytes and  to  form  antibodies.  The  latter 
is  the  system  that  we  can  clearly  see  in 
the  avian  species  to  be  housed  in  the  bursa 
of  Fabricius.  These  stimulated  cells  pre- 
sumably are  then  capable  of  transforming 
to  plasma  cells  and  these  elaborate  anti- 
bodies. Finally,  the  antibodies  get  into  the 
fight  and  are  ultimately  the  most  sophisti- 
cated defense  that  man  has  in  overpowering 
an  offending  agent.  Meanwhile,  however, 
lymphocytes  are  also  being  programmed 
for  “cellular  immunity”  as  well  because  the 
same  antigens  that  elicit  antibody  responses 
can  also  sensitize  lymphocytes.  For  some 
infections  the  rapid  action  of  antibodies  is 
crucial  in  defending  the  host,  especially 
against  rapidly  growing  organisms  such  as 
streptococci  and  pneumococci.  In  other  in- 
fections, the  organism  takes  refuge  inside 
cells  and  the  immune  properties  of  the  cells 
themselves  are  crucial.  Furthermore,  some 
antigens  are  poor  antibody  stimulators  (like 
PPD)  but  very  strong  stimulators  of  cellu- 
lar immunity. 

DR.  STOLLERMAN:  We  divide  the  im- 
mune clearance  system  into  two  categories 
because  of  the  examples  that  nature  has 
supplied  us  of  isolated  deficiency  of  the 
cellular  immune  system,  such  as  that  seen 
in  the  case  of  Hodgkin’s  disease  and  herpes 
zoster  presented  here  earlier,  and  of  isolated 
immunoglobulin  deficiency  states,  such  as 
that  seen  in  Bruton’s  agammaglobulinemia. 

You  mentioned  that  further  studies  were 
obtained  on  the  patient  you  presented  and 
I assume  that  you  were  referring  to  studies 
of  immunologic  competence.  Let  me  say 
now  that  I would  expect  your  studies  of 
this  patient  to  show  little  or  no  “delayed 
allergy”  or  cellular  hyperimmunity  to  a 
battery  of  skin  tests  and  an  inability  to 
“stimulate”  or  transform  this  patient’s 
lymphocytes  in  vitro  with  substances  such 
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as  phytohemagglutinin.  These  defects  are 
the  most  classical  deficiencies  seen  in  a 
Hodgkin’s  disease  patient,  although,  to  a 
lesser  extent,  their  antibody  forming  sys- 
tem may  also  be  less  efficient. 

DR.  NARDO:  This  patient  did  have  the 
classical  immunologic  deficits  that  you  sus- 
pected. We  applied  intermediate  PPD, 
histoplasmin,  tricophyton,  monilia,  strep- 
tococcal and  mumps  skin  tests  and  he 
showed  absolutely  no  skin  reactivity  to  any 
of  these.  This  is  particularly  significant  in 
view  of  his  history  of  having  had  previous 
“strep  throats”  as  a child  and  also  a well 
documented  case  of  mumps  with  orchitis 
as  a teenager,  both  of  which  should  have 
produced  strong  delayed  allergy  skin  re- 
actions to  their  respective  antigens. 

In  addition,  we  attempted  to  demonstrate 
lymphocyte  stimulation  or  transformation 
in  vitro  by  incubating  his  lymphocytes 
in  a tissue  culture  medium  and  quanti- 


tating the  amount  of  incorporation  of  triti- 
ated  thymidine  into  nuclear  DNA  of  the 
lymphocytes  in  the  presence  of  phyto- 
hemagglutinin. His  was  approximately  one- 
third  the  value  of  control,  indicating  a 
deficiency  of  immunoresponsive  lympho- 
cytes. 

DR.  BISNO:  A distinct  deficiency  of 

either  humoral  immunity  or  cellular  im- 
munity is  not  always  clearly  defined.  Many 
disease  states  have  multiple  or  overlapping 
immunologic  faults.  We  should  also  attempt 
to  separate  these  into  acquired  (post- 
maturation) and  maturational  types.  Table 
2 lists  some  of  the  major  postmaturation 
or  acquired  deficiencies  in  adults. 

DR.  STOLLERMAN:  For  the  sake  of 

completeness,  let  us  also  look  at  a couple 
of  tables  which  provide  an  outline  of  the 
diseases  of  maturation  of  the  lymphoid 
system  (Tables  3 and  4).  It  is  in  some  of 


Table  2 

AQUIRED  DEFICIENCIES  IN  ADULTS  (Postmaturation) 
1.  Diseases  of  lymphoid  tissues 

a.  Immunoglobulins — humoral  Immunity 

1)  Multiple  myeloma — plasma  cells 

2)  Dysglobulinemias — Waldenstrom’s 

3)  Lymphosarcoma 

4)  Lymphocytic  leukemia 

b.  Circulating  lymphocytes — cellular  Immunity 

1)  Benign  granulomas  assoc,  with  anergy 

sarcoidosis;  leprosy 

2)  Malignant  granulomas  with  anergy 

Hodgkin’s  disease;  reticulum  cell  sarcoma 


Table  3 

DISEASES  OF  MATURATION  OF  THE  LYMPHOID  SYSTEM2 


Deficiency 


Level  of  Defect 

Disease 

Cellular 

Humoral 

A.  Thymus  alone 

1.  Absent  thymus  and  parathyroids 

DiGeorge  syndrome 

+ 

— 

(3rd  and  4th  branchial  arches) 

2.  Epithelial  thymus  only 

Thymic  alymphoplasia 

+ 

— 

B.  Thymus  + peripheral  lymphoid 

1.  Epithelial  thymus  and  1 lymphoid 
tissue  peripherally 
or 

Thymic  alymphoplasia  with 
agammaglobulinemia 
or 

+ 

+ 

2.  Swiss  type  (sex  linked) 

Selective  Ig  deficiencies 

+ 

+ 

3.  Epithelial  thymus  alone 

+ 

+ 

2.  Adapted  from  Graf,  M.  W.,  and  Uhr,  J.  W., 

Diseases  of  maturation  of  the  lymphoid 

system.  . 

Advances  Intern. 

Med.  15:397,  1969. 
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Table  4 

DISEASES  OF  MATURATION  OF  THE  LYMPHOID  SYSTEM,  cont.2 


Level  of  Defect 

Disease 

Deficiency 

Cellular  Humoral 

C.  Immunoglobulin  Producing  System 

1.  Absent 

Bruton’s  agamma- 
globulinemia 

- + 

2.  Deficient 

Idiophatic — acquired 

IgG,  IgA,  IgM 
- + 

D.  Thymus  + Peripheral  Lymphocytes 
Granulocytes 

Reticular  dysgenesis 

— — 

E.  Miscellaneous 

Ataxia — Telangiectasia 

H—  — i~~ 

these  conditions  that  the  distinctions  be- 
tween cellular  and  humoral  immunity  are 
often  not  clear  and  tend  to  overlap.  How- 
ever, by  a methodical  approach  to  the  prob- 
lem, one  can  delineate  these  failures  of 
host  defense,  and  it  can  be  done  quickly 
and  efficiently. 

To  summarize,  if  an  old  man  with  back 
pain  comes  in  with  pneumococcal  pneu- 
monia, your  first  thought  should  be  multi- 
ple myeloma.  In  modern  medicine  one 
cannot  simply  treat  a pneumococcal  pneu- 
monia and  accept  its  purely  accidental 
occurrence.  Quickly,  one  must  work  up 
these  deficiencies.  Electrophoretic  patterns 
are  available,  and  although  they  are  very 
gross  they  are  easy  to  use.  Immunoelectro- 
phoresis is  much  more  specific,  although 
laborious.  But  there  are  simple  radial  gel 
diffusion  tests  that  you  can  now  obtain 
commercially  to  assay  antibodies  to  IgG, 
IgM,  and  IgA.  One  can  therefore  take  the 
patient’s  serum  and  measure  the  radius  of 
a precipitate  in  a gel  diffusion  system  on 
a commercially  available  agar  coated  slide. 
In  this  manner,  a deficiency  of  at  least  these 
3 antibodies  can  be  spotted  quickly.  One 
can  also  do  a battery  of  screening  tests  for 
common  antibodies  which  we  all  normally 
possess  that  is  quite  simple.  Anybody  who 
does  not  have  at  least  one  of  3 antibodies 
to  the  streptococcus  or  one  of  4 antibodies 
to  the  common  influenza  strain  (A,  A2, 
Hong-Kong,  and  B)  is  probably  highly 
antibody  deficient.  In  other  words,  in  this 
room,  I should  find  one  of  these  7 antibodies 
in  all  of  you,  unless  you  have  something 


wrong  with  your  immunity  or  have  grown 
up  in  cellophane!  These  4 influenza  anti- 
bodies can  be  tested  quite  routinely.  One 
can  quantitate  IgM  by  titrating  blood  group 
antibodies.  They  are  easy  to  do,  and  if 
there  is  a deficient  titer  of  your  blood  group 
antibodies,  then  you  are  not  making  ade- 
quate IgM,  because  that  is  what  blood  group 
antibodies  are.  One  can  give  a patient 
typhoid  antigen  and  normally  one  would 
observe  a typhoid  titer  increase  in  less 
than  7 to  10  days.  “Flu”  vaccine  also  pro- 
vides a simple  challenge.  These  are  easy 
ways  of  testing  antibody  responses.  In 
delayed  allergy  we  have  a more  statistical 
approach:  one  can  give  a patient  4 or  5 
antigens,  and  if  he  responds  to  none  of 
them  the  statistical  probability  is  that  he 
is  anergic.  If  you  do  not  respond  to 
“athlete’s  foot,”  as  trichophyton,  nor  to 
Candida,  nor  to  streptococci,  nor  to  histo- 
plasmin  or  tuberculosis,  then,  again,  you 
are  either  a “strange  creature”  or  you  are 
anergic! 

Finally,  there  are  tests  that  are  more 
specific  in  which  one  actually  applies  dini- 
trochlorbenzene  to  the  skin,  and  all  of  you, 
if  you  are  competent  immunologically, 
should  develop  delayed  allergy  to  this 
chemical  compound.  We  do  not  care  to  use 
such  tests  routinely  because  one  is  sensitiz- 
ing people  in  the  process  to  an  artificial 
antigen,  however  rare  that  antigen  may  be. 
In  a patient  in  whom  the  issue  of  anergy 
is  crucial,  I would  have  no  hesitancy  in 
attempting  to  sensitize  him  to  one  of  the 
dinitrobenzenes.  In  modern  clinical  prac- 
tice, testing  for  immunologic  competence 
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should  be  routine  in  infectious  diseases 
where  an  unusual  susceptibility  of  the 
patient  is  suspected.  Such  tests  for  immune 
competence  should  also  be  routine  in 
diseases  of  the  lymphoid  system,  and  should 
be  routine  in  all  the  iatrogenic  approaches 
to  the  treatment  of  patients  which  cripple 
the  lymphoid  system,  e.g.  corticosteroids, 


cancer  chemotherapy,  irradiation,  immuno- 
suppressive drugs,  etc. 

DR.  SUTTON:  Dr.  Walter  Norton’s  group 
in  the  immunology  section  has  outlined  a 
practical  clinical  work-up  of  the  problems 
we  have  been  discussing  and  I think  the 
final  table  is  appropriate  in  concluding  the 
conference  (Table  5). 


Table  5 

IMMUNOLOGIC  EVALUATION  OF  PATIENTS  WITH  SUSPECTED  IMMUNE  DEFECTS 

1.  Immunoglobulin  and  antibody  function: 

Serum  protein  electrophoresis 
Serum  immunoelectrophoresis 

Immunoglobulin  quantitation  (radial  immunodiffusion) 

Serum  antibody  titers: 

ASO 

isohemagglutinin  (anti  — A,  anti  — B)  titers 
viral  Ab  titers: 
influenza  A,B 
poliomyelitis 
herpes  simplex 

Typhoid  Ab  titers:  pre-  and  post- vaccination 

Other: 

RA  test 
FANA 
LE  Prep 
Cryoglobulins 

2.  Delayed  hypersensitivity  (cellular  immunity)  function: 

Skin  tests: 

a)  histoplasmin 

b)  PPD 

c)  mumps 

d)  Candida 

e)  trichophyton 

f)  streptococcus  (M-protein) 

DNCB  sensitization 

In  vitro  response  of  lymphocytes  to  PHA  (phytohemagglutinin) 

Peripheral  blood  WBC/differential:  % lymphocytes 

3.  Family  studies: 

Skin  tests 

Ig  evaluations  (dysproteinemia,  hypogammaglobulinemia,  etc.) 

Autoimmune  diseases 
Etc. 


4.  Lymph  node  pathology 

* * * 
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ABSTRACT  OF  TMA  BOARD  ACTIONS 


CONTAINMENT  OF  MEDICAL  CARE  COST  . . . The  TMA  Board  of  Trustees,  at  its 
Third  Quarter  Meeting  on  July  12,  acted  upon  a number  of  issues,  and 
one  of  the  most  important  was  the  considraticn  of  participating  in 
a second  conference  on  Containment  of  Medical  Care  Cost,  sponsored 
by  the  Tennessee  Mid-South  Regional  Medical  Program.  Attending 
this  meeting  were  to  be  representatives  from  labor,  various  consumer 
groups  and  those  urging  the  group  practice  type  delivery  of 
medical  care  . . • TMA  representatives  attended  the  initial  conference 
on  Containment  of  Medical  Care  Cost  and  a second  conference  was  sched- 
uled for  July  31  . . . The  objective  of  the  second  conference  was  to 
share  information  as  a prelude  to  increased  activities  and  communication 
between  agencies  and  consumers  . . . Discussed  were  better  utilization 
reviewing  hospitals  with  peer  action;  computer  systems  in  discovering 
problem  admissions;  third  party  pressures;  educational  providers; 
deliberate  limitation  of  beds  ; reimbursement  mechanisms  to  hospitals 
and  physicians;  and  new  patterns  for  organizing  care  • • . Participants 
included  representatives  from  the  TMA  Board  of  Trustees,  the  Committee 
on  Socio-Economics  of  Health  Care,  and  representatives  from  the  Blue 
Shield  Plans  in  Tennessee  • . . It  was  the  unanimous  decision  of  the 
Board  that  TMA  should  participate  in  such  discussions  wherever 
conducted. 

$ $ $ $ $ 

CONTINUING  MEDICAL  EDUCATION  ...  A considerable  portion  of  the  Board's 
session  dealt  with  the  Continuing  Education  Program  • • . Dr.  Nesbitt, 
President,  recommended  that  TMA  get  into  the  continuing  education 
activity  aggressively.  He  recommended  funding  the  program  through  the 
Regional  Medical  Program,  which  could  provide  the  financing  necessary 
for  TMA  to  develop  and  present  a maximum  Continuing  Education  Program. 

It  was  recommended  that  a project  grant  should  be  applied  for  to 
study  and  plan,  and  to  proceed  with  a functioning  and  effective  primary 
medical  education  program  for  physicians  in  Tennessee.  A full-time 
staff  should  be  employed  to  administer  and  study  what  physicians  of  the 
State  desired  in  continuing  education.  Such  a study  should  be  made 
before  any  operational  and  on-going  program  is  presented.  It  was 
recommended  that  the  proposed  program  have  a full-time  director 
. . • Action  adopted  was  that  the  TMA  Board  should  participate  as  far 
as  possible  in  the  development  of  and  in  cooperation  with  RMP,  a post- 
graduate medical  education  program  for  physicians,  and  that  steps  be 
taken  to  obtain  a planning  grant  and  project  grant,  to  develop  the 
program.  The  Board  referred  the  matter  to  the  TMA  Continuing  Education 
Committee  for  study,  directing  that  the  Committee  bring  back  a report 
prior  to  the  meeting  of  the  House  of  Delegates  in  April,  1971. 


DEPARTMENT  OF  SAFETY  REQUESTS  REVIEW  COMMITTEES  . . . Acting  upon  a 
request  from  the  Tennessee  Department  of  Safety,  the  Board  forwarded 
the  request  to  the  TMA  Communications  and  Public  Service  Committee  to 
consider  appointments  of  medical  review  boards  in  Tennessee  to  advise 
the  Department  of  Safety  in  determining  questionable  cases  of  licensure 
for  driving  permits  of  older  citizens  . • . The  Safety  Department  had 
requested  that  eight  district  committees  be  established  which  should 
include  an  opthalmologist , a general  practitioner  or  internist,  and  a 
pathologist  to  comprise  such  committees  . . • The  Board  recommended  that 
the  Communications  and  Public  Service  Committee  study  the  matter  for 
implementation,  and  report  their  recommendations  to  the  Board, 
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HIGHLIGHTS  OF  OTHER  ACTIONS  • . . Visiting  the  Board  of  Trustees,  was 
Dr.  Alvin  J.  Ingram,  Memphis,  who  for  the  past  six  years  has  been  a 
member  of  the  AMA  Board  of  Trustees.  Also  visiting  was  Dr.  John 
Chenault,  Decatur,  Alabama,  a present  member  of  the  AMA  Board  of 
Trustees.  Dr.  Chenault  offered  his  assistance  to  TMA  in  any  manner 
possible  for  liaison  purposes  with  the  AMA  Trustees  . . • Heard  a report 
from  Drs.  Nesbitt  and  Cole  relative  to  the  Tennessee  Higher  Education 
Committee  study.  The  Board  acted  to  transmit  a letter  to  the  Governor 
thanking  him  for  appointing  Dr.  Marcus  Stewart,  Memphis,  to  the  Board  of 
Trustees  of  the  University  of  Tennessee,  and  for  appointing  Dr.  Roland 
Myers  to  the  Board  of  the  Tennessee  Higher  Education  Committee  • . . 

Confirmed  appointments  to  the  State  Board  of  Medical  Examiners  and  con- 
firmed the  appointment  of  Dr.  Robert  C.  Coddington  of  Chattanooga  to 

the  Advisory  Committee  to  the  State's  Crippled  Childrens  Service  . • . 

The  Board  of  Medical  Examiners  now  consists  of  Drs.  Spencer  Bell,  Knox- 
ville; William  K.  Owen,  Pulaski;  Harold  Butler,  Union  City;  Tinnin 
Martin,  Memphis  ; and  Howard  Foreman,  Nashville  • . . Heard  recommenda- 
tions presented  by  TMA  President  to  stagger  House  of  Delegates  Reference 
Committee  meetings  in  order  that  more  physicians  may  attend  . . • 

Adopted  the  quarterly  financial  statement  and  a report  on  the  progress 
of  the  TMA  Headquarters  building  expansion,  as  submitted  by  the  Execu- 
tive Director  . • . Recommended  that  a gift  of  $100  be  made  to  TMA 
Student  Education  Fund  in  memory  of  Dr.  H.  L.  Monroe  of  Erwin,  a TMA 
past  President  . . • Approved  a loan  of  $5,000  to  the  TMA  Student  Edu- 
cation Fund  for  the  purpose  of  making  additional  loans  to  medical 
students  . . . Received  a report  on  responsibilities  of  a full-time 
publicity  and  public  service  director  . . . Recommended  Dr.  Bertram  M. 
Sprofkin,  Nashville,  for  election  to  the  AMA  Council  on  Scientific 
Assembly  . • . Approved  TMA's  sponsoring  a charter  flight  for  members, 
to  the  Orient  in  the  fall  of  1971. 

TMA  COMMITTEE  ON  SCIENTIFIC  AFFAIRS  AND  REPRESENTATIVES  OF  SPECIALTY  SO- 
CIETIES PLAN  1971  MEETING  . • . TMA’s  Committee  on  Scientific  Affairs  met 
on  July  18  to  plan  the  1971  Annual  Meeting  in  Chattanooga,  April 
15-16-17  • . . TMA  will  sponsor  two  outstanding  nationally  recognized 
speakers  on  Friday  morning,  April  16.  The  President-Elect  of  the  AMA 
has  been  invited  and  an  outstanding  name  speaker  will  be  sought  who 
will  be  a person  with  a message  that  everyone  will  want  to  hear  . . . 
Medical  Specialty  Societies  will  conduct  their  sessions  all  day  on  April 
15,  the  afternoon  of  April  16  and  all  day  April  17. 


Communications 


Legislation 


Hadley  Williams,  Public  Service  Director 


MISSOURI  MEDICAID  IN  FISCAL  JAM  . . . The  Medicaid  program  in  Missouri  has 
cut  $6.5  million  from  its  budget  requiring  a reduction  in  the  number  of 
inpatient  hospital  days  from  21  per  admission  to  14*  A $5  per  visit 
ceiling  on  payments  for  outpatient  care  was  also  imposed  as  well  as 
limiting  other  outpatient  benefits.  Payments  to  physicians  for  elective 
procedures  have  been  eliminated  and  the  maximum  amounts  allowable  for 
physicians  services  was  reduced  by  12%. 


GET  READY  FOR  'NADER'S  RAIDERS'  . . . Reports  continue  to  be  heard  about 
consumer  crusader  Ralph  Nader  beginning  investigations  of  physicians  and 
hospitals.  A former  FDA  medical  officer  and  House  subcommittee  in- 
vestigator, Robert  S.  McCleery,  M.D.,  will  direct  a probe  into  the  area 
of  self-regulation  by  the  medical  profession.  Investigators  are  ex- 
pected to  visit  AMA  Headquarters  as  well  as  state  and  county  medical 
societies,  hospitals  and  physicians'  offices.  A study  of  nursing  homes 
is  another  Nader  project. 


IRS  DEFINES  TAX  STATUS  OF  MEDICARE  ...  The  IRS  has  stated  that  basic 
Medicare  benefits,  those  financed  by  payroll  taxes  and  available  to  most 
persons  age  65  and  over,  are  legally  the  same  as  Social  Security.  Part 
"B"  of  Medicare,  which  covers  only  those  who  choose  to  enroll  and  pay 
the  monthly  premium,  is  treated  like  proceeds  from  private  health  and 
accident  insurance,  which  aren't  considered  income.  An  elderly  person's 
status  as  a dependent  may  be  affected  by  Medicare,  since  a taxpayer 
must  pay  over  half  of  a person's  support  to  be  claimed  as  a dependent. 
IRS  has  indicated  that  basic  Medicare  benefits  will  be  counted  as 
support  the  recipient  provides  for  himself.  Part  "B"  benefits  will  not 
constitute  support,  but  the  premiums  paid  for  the  coverage  will  be 
support  provided  by  whoever  pays  them. 


OPERATION  MEDIHC  ...  A new  program  has  begun  in  Tennessee  designed  to 
aid  the  health  manpower  shortage.  Tabbed  "Operation  MEDIHC"  (Military 
Education  Directed  Into  Health  Careers),  the  project  could  be  instru- 
mental in  providing  a significant  resource  of  health  manpower  from  those 
trained  by  the  military  and  returning  to  civilian  life.  The  program  in 
Tennessee  is  being  coordinated  by  the  federal  government  with  the 
Office  of  Comprehensive  Health  Planning,  Tennessee  Hospital  Association, 
and  Tennessee  Health  Careers.  Brief  resumes  of  military  personnel  with 
training  and  experience  in  various  health  fields  who  are  being  dis- 
charged and  have  indicated  they  will  reside  in  Tennessee,  are  being 
forwarded  weekly  to  hospital  personnel  directors.  In  the  past,  the 
majority  of  military  personnel  being  returned  to  civilian  life  have  not 
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pursued  careers  in  which  they  have  received  training.  Any  employer 
of  persons  for  health  related  job  positions  may  also  receive  resumes  of 
individuals  by  contacting  the  Health  Careers  for  Tennessee  office  in 
Nashville. 

$ $ $ $ $ 

COMMUNITY  HEALTH  WEEK  SET  FOR  OCTOBER  18-24  ...  The  8th  annual 
nationwide  observance  of  Community  Health  Week  will  be  held  October 
18-24.  More  than  50  National  health  associations  and  agencies  and  their 
state  affiliates  have  been  urged  by  AMA  to  join  with  medical  societies 
in  planning  and  participating  in  local  Community  Health  Week  programs. 
AMA  will  again  furnish  kits  of  programming  materials  for  this  excellent 
public  service  project  to  county  societies  requesting  them. 

* * * * SjC 

AVAILABLE  FROM  AMA  • . • Desk  top  signs  and  wall  plaques  for  use  in 
physician’s  offices  and  waiting  rooms  stating  "NO  SMOKING  PLEASE"  and 
"For  the  Sake  of  Your  Health  and  the  Comfort  of  Others— No  Smoking 
Please"  are  available  from  AMA.  Cost  for  the  desk  signs  are  950  each, 
for  five  or  more  or  $1.25  each  for  less  than  five  and  the  wall  plaques 
are  $1.50  each. 
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SPEECH  WRITER  AVAILABLE  . . . The  AMA's  Officers  Services  Department  now 
makes  available  on  request  an  invaluable  kit  called,  "An  Aid  to 
Speakers."  The  kit  contains  a veritable  wealth  of  source  materials, 
ranging  from  generalized  speeches  aimed  at  lay  audiences  to  numerous, 
up-to-date  training  tips.  Single  copies  are  free  to  physicians  and  are 
also  available  to  medical  societies  that  sponsor  speakers  bureaus. 

* * sje  * $ 

NEW  SERVICE  OFFERED  HOSPITALS  . . . The  Liaison  Committee  of  the  American 
Medical  Association  and  American  Hospital  Association  has  announced  that 
the  committee  is  available  to  help  in  arbitrating  disputes  between 
medical  staffs  and  hospital  boards.  Additional  information  can  be  ob- 
tained by  writing  the  Office  of  the  Executive  Vice-President,  AMA, 

535  North  Dearborn  Street,  Chicago,  Illinois  60610. 

* * * * He 

PRIVATE  MEDICINE  IN  ENGLAND  . . . Over  2 million  Britons,  twice  the  number 
of  ten  years  ago,  now  carry  private  medical  insurance  and  the  number 
is  increasing.  These  same  citizens  must,  of  course,  pay  taxes  and 
assessments  to  cover  the  National  Health  Service,  but  do  not  object  to 
paying  twice  since  it  results  in  better  hospital  accommodations  and 
their  free  choice  of  physicians  and  surgeons. 

* * * * * 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE  ...  This  society  has  been  awarded 
a contract  by  the  Department  of  HEW  for  thirty  months  to  develop  and 
test  methodologies  for  assessing  quality  of  care  in  offices  of  internal 
medicine.  ASIM  has  selected  Colorado,  Georgia,  New  York  and  Washington 
as  study  areas. 

***** 

MEDI-CREDIT  . . • Representative  Richard  Fulton  (D-Tennessee)  and 
Representative  Joel  Broyhill  (R-Virginia)  have  introduced  the  Health 
Insurance  Assistance  Act  of  1970,  which  incorporates  most  features  of 
AMA’s  national  health  plan.  The  Bill  provides  total  government  subsidy 
of  private  health  insurance  for  poor,  sliding  scale  tax  credit  for 
persons  having  tax  liability  of  $301  or  more.  The  Bill  also  would  set 
up  peer  review  mechanisms  for  agreements  between  government  and  state 
medical  associations. 


With  the  primary  elections  a matter  of  record,  the  real  political 
campaigns  of  1970  are  underway,  pointing  to  the  second  Tuesday 
in  November.  As  doctors,  we  have  an  opportunity  now  to  par- 
ticipate in  these  campaigns  by  giving  support  to  those  men  who 
represent  our  views.  Through  two  vehicles,  IMPACT  and  AMPAC, 
we  are  able  to  support  not  only  those  men  we  know  personally,  but, 
as  well,  other  qualified  men  on  a statewide  and  national  basis, 
whose  views  are  known  to  be  similar  to  ours.  IMPACT  is  In- 
dependent Medicine’s  Political  Action  Committee — Tennessee  and 
AMPAC  is  the  American  Medical  Political  Action  Committee. 


Tom  E.  Nesbitt 


As  government  has  increasingly  entered  into  the  area  of  medical 
care  financing  and  thereby,  indirectly,  into  the  affairs  of  doctors, 


we  have  had  to  respond  by  engaging  in  affairs  of  goverment — namely,  political  action. 
This  political  action  calls  for  concerned  involvement  in  the  selection  of  government 
officials.  The  choice  of  competent  men  for  service  in  the  political  life  of  our  country 
should  be  considered  an  obligation  of  the  highest  priority  by  all  Tennessee  doctors.  I, 
therefore,  urge  you  to  join  IMPACT  as  an  expression  of  that  obligation. 

For  a minimum  contribution  of  twenty-five  dollars  ($25.00)  you  will  be  joining  both 
IMPACT  and  AMPAC.  Your  contribution  will  be  used  entirely  for  candidate-support, 
and  only  in  those  situations  where  it  is  felt  that  money  will  have  a reasonable  chance 
of  favorably  influencing  the  outcome  of  an  election.  Decisions  regarding  placement  of 
money  are  made  after  exhaustive  consideration  and  study  by  a non-partisan  group 
designated  by  the  IMPACT  Board  of  Directors. 

We  realize  that  financial  support  of  a successful  candidate  will  not  necessarily  guaran- 
tee a vote  to  our  liking  on  all  issues.  However,  such  support  will  usually  offer  us  an 
audience  and  thereby  an  opportunity  to  present  medicine’s  views  fairly  and  accurately. 
The  medical  profession  is  in  great  need  of  friends  in  the  legislative  halls  of  both  Nash- 
ville and  Washington  who  will  give  fair  consideration  to  our  beliefs  on  subjects  related 
to  medical  care.  In  order  for  doctors  to  speak  effectively  to  those  men  who  make  po- 
litical decisions  in  government,  it  is  imperative  that  medicine  participate  in  the  funding 
of  their  campaigns. 

Ask  your  secretary  right  now  to  send  your  check  for  $25.00 — or  more — made  out  to 
IMPACT,  and  mail  to  Dr.  Armistead  Nelson,  Chairman,  IMPACT  Board  of  Directors, 
P.  O.  Box  645,  Nashville,  Tennessee  37202,  or  your  local  Board  member.  Join  with  the 
other  doctors  of  this  country  in  a united  effort  to  select  responsible  men  for  public  ser- 
vice in  government. 


Sincerely, 


M.D. 


President 
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SEPTEMBER,  1970 


EDITORIAL 

THE  MALPRACTICE  PROBLEM 
AND  GOVERNMENTAL  INTEREST 

The  federal  government  is  so  committed 
to  exercising  control  in  the  provision  of 
medical  care  that  inevitably  it  will  become 
concerned  with  each  of  its  facets.  Its  major 
claim  to  concern  about  malpractice  suits  is 
expressed  in  terms  of  “quality  of  care.” 
However,  responsible  citizens,  and  there- 
fore legislators,  should  be  concerned  with 
the  ultimate  effects  of  the  constantly  rising 
incidence  of  malpractice  suits  upon  liability 
insurance  and  its  likelihood  of  becoming 
priced  out  of  reach  for  physicians,  and  what 
commonly  may  not  be  recognized — impair- 
ment of  quality  care. 

In  the  fall  of  1969,  the  government  re- 
leased a thousand-page  volume  prepared  by 
the  Senate  Subcommittee  on  Executive  Re- 
organization, its  chairman,  Senator  Ribicoff 
(D.,  Conn.),  its  title  Medical  Malpractice: 
The  Patient  vs.  the  Physician.  It  was  stated 
by  the  Senator  that  the  increase  in  litigation 
“threatens  to  become  a national  crisis.” 

Recently  Mr.  Eli  P.  Bernzweig,  an  attor- 
ney who  has  authored  papers  and  books  on 
malpractice,  was  appointed  as  special  as- 
sistant for  malpractice  research  and  preven- 


tion in  the  Community  Health  Service  of 
HEW.  (This  editorial  comment  has  been 
culled  from  an  interview  with  this  attorney 
by  a representative  of  Physician’s  Manage- 
ment, published  in  the  April  1970  issue.) 

Mr.  Bernzweig  indicated  that  Senator 
Ribicoff  believes  the  federal  government 
has  a stake  in  the  malpractice  problem 
because  of  the  billions  of  dollars  poured 
into  medical  care  and  therefore  its  share 
in  the  overhead  costs  of  increasing  pre- 
miums for  liability  insurance.  Furthermore, 
its  interest  in  “quality  of  care”  for  which  it 
is  paying  offers  additional  reason  in  in- 
vestigating the  malpractice  problem  to  learn 
if  it  (the  government)  can  assist  the  med- 
ical and  legal  professions  and  the  insurance 
carriers  in  some  solution  of  this  “headache.” 

Presumably  it  is  the  assignment  of  this 
new  Special  Assistant  to  study  and  evaluate 
the  problem  of  malpractice  litigation.  (For 
4 years  he  was  the  responsible  reviewer  of 
malpractice  cases  against  the  USPHS  be- 
fore they  came  to  trial.)  He  makes  the 
valid  point  that  there  are  no  reliable  statis- 
tics upon  the  malpractice  situation.  He 
implies  that  what  information  is  available 
involves  much  bias  when  coming  from  the 
experiences  of  either  the  medical  or  the 
legal  professions,  each  blaming  the  other  for 
much  of  the  current  problem  with  relative- 
ly little  dialogue  on  an  unemotional  level 
between  them.  Bernzweig  thinks  the  insur- 
ance carriers  show  little  interest  in  better- 
ing the  situation  because  liability  insurance 
constitutes  a small  portion  of  the  insurance 
business  and  thus  represents  a nuisance 
which,  however,  if  given  up  would  leave  a 
serious  vacuum. 

After  critical  comments  about  doctors, 
lawyers  and  insurance  companies,  Mr. 
Bernzweig  was  led  by  the  interviewer  into 
the  less  defined  considerations  of  patients 
and  their  complaints  and  inability  to  evalu- 
ate health  care,  patients  who  do  not  enter- 
tain or  initiate  suits.  He  points  out  their 
only  recourse  is  to  write  complaining  letters 
to  hospital  trustee  boards,  to  county  or  state 
medical  societies,  or  to  a state  board  of  med- 
ical examiners.  He  points  to  the  bias  of 
the  recipients  of  such  letters  and  their  like- 
ly dismissal  as  the  gripe  of  an  ignorant  or 
disinterested  person. 
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What  to  do  about  all  this?  Bernzweig 
states  that  much  indicated  research  will  be 
begun  to  gather  meaningful  statistical  data 
on  malpractice  litigation.  This  will  be 
needed  to  arrive  at  remedies,  and  especially 
at  prevention  of  this  most  troublesome 
problem.  For  the  nonsuing  discontented 
patient  he  suggests  an  ombudsman,  some- 
one (a  psychologist)  in  a hospital,  for 
example,  who  may  listen,  as  an  unbiased 
but  knowledgeable  person,  to  patients’ 
complaints.  He  cites  such  an  approach  in 
a medical  group  on  the  West  Coast. 

Thus,  the  interviewer  for  Physician’s 
Management  and  Mr.  Bernzweig  have 
pointed  up  a new  path  the  federal  govern- 
ment is  to  tread  in  the  provision  of  medical 
care. 

Senator  Ribicoff  has  indicated  the  stakes 
government  has  in  the  malpractice  problem 
both  as  a payor  and  as  a protecting  “Great 
White  Father”  of  the  “quality  of  medical 
care.”  By  implication,  if  not  by  direct 
statement,  the  publicists  usually  interpret 
this  latter  phrase  in  terms  of  shortcomings 
of  the  medical  profession. 

The  other  side  of  the  coin  is  “impairment 
of  quality  of  medical  care,”  because  of  the 
ever-present  sword  of  liability  hanging  over 
the  doctor’s  head  in  some  areas  of  this 
country.  I have  been  told  by  colleagues 
from  California  that  diagnostic  lumbar 
punctures  are  avoided,  at  times  to  the 
patient’s  harm,  because  of  possible  suits 
for  “backache,”  especially  if  the  results  of 
the  examination  are  negative.  This  applies 
to  other  diagnostic  procedures  as  well.  Too, 
there  is  the  serious  governmental  stake,  of 
which  one  hears  little,  when  the  profession 
fears  to  carry  out  USPHS  recommendations 
for  immunization  where  technical  incom- 
petence is  not  under  consideration — as 
giving  Salk  vaccine  on  a lump  of  sugar  to 
be  followed  by  a rare  instance  of  paralytic 
poliomyelitis  and  a judgment  against  both 
physician  and  the  pharmaceutical  house. 

Surely  sooner  or  later  some  means  must 
be  found  out  of  the  malpractice  dilemma 
as  premiums  go  up  and  up,  and  as  insur- 
ance carriers  either  are  getting  out  of  the 
liability  business  or  threatening  to  do  so. 
But,  as  I have  plead  on  these  pages  over  the 
years,  I wish  the  voice  of  the  practitioner 


of  medicine  might  be  heard  among  those  of 
laymen  and  medical  bureaucrats,  and 
especially  in  this  instance,  of  lawyers. 

R.H.K. 


IN  MEMORIAM 


Downey,  Fred  M.,  Jr.,  Nashville.  Died  July  30, 
1970,  Age  35.  Graduate  of  George  Washington 
University,  1959.  Member  of  Nashville  Academy 
of  Medicine. 

English,  Arthur  Brown,  Bristol.  Died  July  27, 
1970,  Age  87.  Graduate  of  University  of  North 
Carolina,  1906.  Member  of  Sullivan- Johnson 
County  Medical  Society. 

Marchbanks,  Stanton  Sanders,  Chattanooga. 
Died  July  19,  1970,  Age  88.  Graduate  of  Vander- 
bilt University  School  of  Medicine,  1913.  Mem- 
ber of  Chattanooga-Hamilton  County  Medical 
Society. 

Southworth,  Janies  L.,  Knoxville.  Died  July 
4,  1970,  Age  56.  Graduate  of  University  of  Okla- 
homa, 1938.  Member  of  Knoxville  Academy  of 
Medicine. 

Stanton,  G.  V.,  Limestone.  Died  July  24,  1970, 
Age  60.  Graduate  of  University  of  Tennessee 
School  of  Medicine,  1935.  Member  of  Washing- 
ton-Carter-Unicoi  County  Medical  Society. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  mem- 
bers. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Cauley  W.  Hayes,  Jr.,  M.D.,  Chattanooga 
Raymond  D.  Neufeld,  M.D.,  Wildwood,  Georgia 
Esperanza  A.  Rowell,  M.D.,  Chattanooga 
Charles  E.  Richardson,  M.D.,  Chattanooga 
Winborn  B.  Willingham,  Jr.,  M.D.,  Chattanooga 


Yes,  Kolantyl. 

Kolantyl  Gel/  Wafers  contain 
antacids,  and  Bentyl®  (dicyclomine 
hydrochloride)  too. 


^Merrell^) 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


0-2102  (1832) 
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KNOXVILLE  ACADEMY  OF  MEDICINE 

Robert  E.  Hall,  M.D.,  Knoxville 
Thomas  Findley,  M.D.,  Knoxville 
Fred  W.  Hodge,  M.D.,  Knoxville 
Ronald  Perry,  M.D.,  Knoxville 
Rolland  F.  Regester,  M.D.,  Knoxville 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Lovely  A.  Free,  M.D.,  Memphis 
James  A.  Gualtney,  M.D.,  Memphis 
James  G.  Johnson,  M.D.,  Memphis 
Rodney  Y.  Wolf,  M.D.,  Memphis 

SULLIVAN- JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Donald  B.  Aspley,  M.D.,  Kingsport 


NATIONAL  NEWS 


The  Month  in  Washington 
(From  Washington  Office,  AMA) 

A Democratic  and  a Republican  member 
of  the  House  Ways  and  Means  joined  to 
introduce  the  American  Medical  Associa- 
tion’s Medicredit  plan  for  federally  sub- 
sidized national  insurance. 

The  co-sponsors  of  the  legislation  (H.R. 
14567)  were  Reps.  Richard  Fulton  (D., 
Tenn.)  and  Joel  T.  Broyhill  (R.,  Va.).  Both 
are  members  of  the  House  Ways  and  Means 
Committee  which  has  jurisdiction  over  such 
legislation.  Soon  after  introduction  of  the 
Fulton-Broyhill  measure,  Rep.  Omar 
Burleson  (D.,  Tex.) , also  a member  of  the 
Ways  and  Means  Committee,  and  Rep.  John 
Jarman  (D.,  Okla.),  chairman  of  the  House 
Commerce  Subcommittee  on  Health,  in- 
troduced an  identical  bill.  Other  members 
of  the  house  from  both  major  political 
parties  indicated  they  also  would  become 
co-sponsors. 

Fulton,  who  18  months  ago  introduced 
legislation  based  on  the  Medicredit  prin- 
ciples for  financing  private  health  insurance 
for  individuals,  told  the  House  that  the  new 
bill  “represents  ...  a vast  improvement 
over  its  predecessor  by  reason  of  the  fact 
that  it  encompasses  a built-in  mechanism 
for  cost  control.”  He  referred  to  mandatory 
peer  review. 

Speaking  for  himself  and  the  measure’s 
co-author,  Rep.  Joel  T.  Broyhill  (R.  Va.) , 
Fulton  said  the  time  for  national  health 
insurance  has  come. 


“And  whether  we’re  talking  about  the 
Rockefeller  approach,  the  AFL-CIO  ap- 
proach, the  Kennedy  approach,  or  the 
approach  taken  by  the  Committee  of  100, 
all  of  them  advocate  sweeping  changes  in 
our  health  care  system,”  Fulton  said. 

“An  across-the-board  national  health  in- 
surance plan,  operated  regardless  of  need, 
will  carry  a price  tag  of  sobering  size.  And 
no  such  plan  I have  yet  seen  includes — at 
least  to  my  satisfaction — a mechanism 
which  promises  effective  cost  control  at 
the  taxpayers’  money. 

“This  brings  us  to  an  essential  element 
of  Medicredit — its  provision  of  peer  review. 
This  bill  calls  for  a constant  and  unremit- 
ting policing  mechanism.” 

The  other  two  parts  of  the  Medicredit 
legislation  would  provide  for  the  federal 
government  financing  or  assisting  in  the 
financing  of  medical  and  hospital  care  for 
individuals  and  their  dependents  through 
participation  in  the  cost  of  insurance 
policies  of  their  choice — 100  per  cent 
premium  payment  for  the  low-income 
groups,  and  graduated  participation  in  the 
payment  of  premiums  for  other  persons, 
based  on  their  federal  income  tax  liability. 

Congress  is  not  expected  to  take  up  this 
year  proposals  for  national  health  insur- 
ance. But  reaction  to  the  AMA  peer  review 
plan  has  been  highly  encouraging,  and  pros- 
pects appeared  good  that  Congress  would 
approve  such  a plan  this  year  for  medicare 
and  medicaid.  Sen  Wallace  F.  Bennett  (R., 
Utah) , a senate  finance  committee  member, 
directed  the  committee’s  staff  to  work  with 
AMA  staff  representatives  in  drafting  such 
legislation  as  an  amendment  to  a bill  re- 
vising medicare  and  medicaid. 

In  a speech  on  the  Senate  floor,  Bennett 
said  there  is  deep  concern  over  the  high 
costs  of  medicare  and  medicaid.  He  com- 
plimented the  AMA  on  advancing  peer  re- 
view as  a means  of  curbing  these  costs.  He 
said: 

“I  believe  the  American  people  are 
justifiably  concerned  over  the  tremendous 
costs  of  health  care.  Much  of  that  concern, 
it  seems  to  me,  is  a product  of  a very  real 
feeling  that  we  are  not  getting  what  we 
are  paying  for.  I believe,  equally,  that 
much  of  the  apprehension,  anxiety,  and 
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suspicion  now  prevalent — for  better  or 
worse — with  respect  to  those  responsible  for 
health  care  would  disappear  if  professional 
standards  review  organizations  were  estab- 
lished and  functioned  effectively.  It  seems 
to  me  that  the  American  people  are  entitled 
to  know  that  American  medicine  shares 
their  concern — and  more  importantly — pro- 
poses to  do  something  substantial  about  it 
through  means  of  professional  standards 
review  organizations  . . . 

“I  believe  that  physicians,  properly  or- 
ganized and  with  a proper  mandate,  are 
capable  of  conducting  an  ongoing  effective 
review  program  which  would  eliminate 
much  of  the  present  criticism  of  the  profes- 
sion and  help  enhance  their  stature  as 
honorable  men  in  an  honorable  vocation 
willing  to  undertake  necessary  and  broad 
responsibility  for  overseeing  professional 
functions.  If  medicine  accepts  this  role  and 
fulfills  its  responsibility,  then  the  Govern- 
ment would  not  need  to  devote  its  energies 
and  resources  to  this  area  of  concern.  Make 
no  mistake;  the  direction  of  House-passed 
social  security  bill  is  toward  more — not 
less — review  of  the  need  for  and  quality  of 
health  care.  I believe  my  amendment 
would  provide  the  necessary  means  by 
which  organized  medicine  could  assume  re- 
sponsibility for  that  review.” 

Bennett  said  that,  under  his  amendment, 
review  groups  would  have  responsibility 
for  reviewing  “the  totality  of  care  pro- 
vided patients — including  all  institutional 
care.”  That  responsibility  he  said,  would 
be  lodged,  “wherever  possible  and  wherever 
feasible,”  at  the  local  community  level.  He 
said: 

“Local  emphasis  is  necessary  because  the 
practice  of  medicine  may  vary,  within 
reasonable  limits,  from  area  to  area,  and 
local  review  assures  greater  familiarity 
with  the  physicians  involved  and  ready 
access  to  necessary  data.  Priority  should 
be  given  to  arrangements  with  local  medical 
societies — of  suitable  size — which  are  will- 
ing and  capable  of  undertaking  compre- 
hensive professional  standards  review  . . . 

“Under  the  amendment,  the  Secretary  (of 
Health,  Education  and  Welfare)  could  use 
state  or  local  health  departments  or  employ 
other  suitable  means  of  undertaking  pro- 


fessional standards  review  only  where  the 
medical  societies  were  unwilling  or  unable 
to  do  the  necessary  work,  or  where  their 
efforts  were  only  pro  forma  or  token.  Let 
me  emphasize  as  strongly  as  possible  that 
the  thrust  of  this  proposal  is  to  have 
physicians,  as  a group,  evaluate  physicians 
and  the  services  they  provide  and  order 
as  individuals.” 

Bennett  said  that  the  review  committees 
should  determine  that  only  medically 
necessary  services  are  provided  by  phy- 
sicians, hospitals,  nursing  homes  and  phar- 
macies, and  that  these  services  meet  proper 
professional  standards. 

Disciplinary  measures,  he  said,  would  be 
in  proportion  to  the  offense  and  could  in- 
clude: 1)  monetary  penalties,  2)  suspension 
from  federal  programs,  3)  exclusion  from 
federal  programs,  4)  civil  or  criminal  pros- 
ecution, and  5)  steps  leading  to  the 
suspension  or  revocation  of  professional 
licensure. 

Concerning  the  peer  review  part  of  his 
bill— H.R.  18567,  “Health  Insurance  Assis- 
tance Act  of  1970”— Fulton  said: 

“The  appropriate  medical  societies  would 
be  charged  with  establishing  a peer  review 
mechanism  that  would,  among  other  things, 
review  individual  charges  and  services, 
wherever  performed;  review  hospital  and 
skilled  nursing  home  admissions;  review 
the  length  of  stays  in  hospitals  and  skilled 
nursing  homes;  and  review  the  need  for 
professional  services  provided  in  the  in- 
stitution. 

“The  process  of  ongoing  review  can  have 
nothing  but  a salutary  effect  on  the  pro- 
viders of  services,  thereby  cutting  down  on 
the  occasional  or  unintentional  abuses  that 
would  otherwise  occur. 

“Patterns  of  abuse  would  be  detected, 
and  the  abusers  either  suspended  from  or 
excluded  from  the  program.  Exclusion 
could  follow  action  by  the  Secretary  of 
Health,  Education  and  Welfare  upon  the 
recommendation  of  the  peer  review  com- 
mittee. 

“In  the  case  of  fraud,  or  other  clear  in- 
tentional misconduct,  the  peer  review  com- 
mittee would  be  expected  to  bring  charges 
before  the  appropriate  licensing  body. 
“And  in  the  event  that  a peer  review 
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committee  was  not  established  by  the  med- 
ical society  within  a reasonable  time,  or  if 
established  was  not  functioning,  the  Secre- 
tary of  HEW,  in  consultation  with  the 
medical  society,  would  be  empowered  to 
appoint  a peer  review  committee  that  would 
function.” 

The  Fulton-Broyhill  bill  would  provide 
that  an  individual  having  a tax  liability  of 
$300  or  less  in  a base  year  be  entitled  to  a 
certificate  acceptable  by  carriers  for  health 
care  insurance  for  himself  and  his  de- 
pendents. Insurance  purchased  with  such  a 
full-pay  certificate  would  require  no  bene- 
ficiary participation  in  health  care  charges. 
Federal  contribution  to  insurance  purchased 
by  individuals  under  this  part  of  the  pro- 
gram would  be  scaled  in  favor  of  low- 
income  taxpayers — from  98%  if  the  tax- 
payer’s base  year  income  tax  is  between 
$301  and  $325,  to  10%  when  his  tax  liability 
exceeds  $1,300.  Basic  benefits  in  a 12-month 
policy  period  would  include  60  days  of 
inpatient  hospital  care.  To  encourage 
utilization  of  less  expensive  facilities,  two 
days  in  an  extended  care  facility  would 
count  as  one  day  of  the  60  days  allowed. 
Other  basic  benefits  would  include  emer- 
gency and  outpatient  services,  and  all 
medical  services  provided  by  a doctor  of 
medicine  or  osteopathy. 

A supplemental  coverage  could  provide, 
in  addition,  one  or  more  of  the  following: 
prescription  drugs  not  otherwise  covered, 
additional  days  of  inpatient  and  extended 
care  services,  blood  in  excess  of  three  pints, 
personal  health  services  when  furnished  on 
written  direction  of  a physician,  diagnostic 
and  therapeutic  services,  and  catastrophic 
coverage  of  all  hospital  and  medical  costs, 
up  to  $25,000,  after  the  first  $300  of  incurred 
expenses  borne  by  the  beneficiary. 

^ ^ ^ 

The  Federal  Communications  Commis- 
sion approved  an  application  for  local  med- 
ical societies  to  operate  special  emergency 
radio  services  for  their  members. 

The  FCC  said  that  such  hookups  could 
carry  only  messages  relating  to  the  safety 
of  life  or  urgent  medical  duties  of  users. 
Such  emergency  radio  service  must  be  co- 
operative, with  members  assessed  pro  rata 
shares  for  cost  of  operation,  the  FCC  said. 


Previously,  individual  physicians  have 
been  allowed  to  use  emergency  radio  fre- 
quencies and  to  form  groups  of  physicians 
for  such  hookups,  but  societies  represent- 
ing all  physicians  in  an  area  have  been 
restricted  by  FCC  regulations. 

The  FCC  said  in  its  ruling: 

“There  is  merit  in  the  plan  to  use  these 
stations  on  a coordinated  basis  with  tele- 
phone answering  services  now  operated  by 
medical  societies  and  to  dispatch  messages 
from  central  points  where  society  records 
are  readily  available  to  assist  in  locating  a 
physician  when  called  . . . The  proposal 
gives  promise  of  fostering  the  opportunities 
for  service  in  remote,  rural  regions  . . . 
(and)  would  permit  the  establishment  of 
parallel  systems  for  emergency  communica- 
tions which  would  be  in  existence  and 
available  for  use  in  times  of  national  crises.” 
Medical  societies  that  petitioned  the  FCC 
included  Academy  of  Medicine  of  Cleveland 
and  Cuyahoga  County,  Fayette  County, 
Fresno  County,  King  County,  Los  Angeles, 
Maricopa  County,  Montgomery  County, 
Oklahoma  County,  San  Joaquin,  Milwaukee 
County,  Sacramento  County,  and  Travis 
County.  They  were  joined  by  the  American 
Medical  Association. 
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Physicians  Urged  to  Assist 
with  Health  Manpower  Shortage 

A memorandum  was  recently  distributed 
by  Mr.  M.  T.  Bruner,  Director,  Office  of 
Comprehensive  Health  Planning,  Depart- 
ment of  Public  Health,  urging  physicians 
and  other  employers  of  health  personnel 
in  the  State  of  Tennessee  to  assist  in  the 
development  of  a resource  of  trained  health 
manpower. 

According  to  Mr.  Bruner,  steps  are  being 
taken  by  the  Tennessee  Comprehensive 
Health  Planning  Council  to  insure  that 
technical  and  occupational  training  pro- 
grams, financed  by  state  and  Federal  gov- 
ernment funds,  address  labor  needs  of 
health  institutions.  However,  the  efforts 
of  the  state  and  area  wide  comprehensive 
health  planning  agencies  are  hampered  by 
inadequate  projections  of  health  manpower 


782 


TENNESSEE  MEDICAL  JOURNAL 


September,  1970 


TENNESSEE  VALLEY  MEDICAL  ASSEMBLY 

(Sponsored  by  the  Chattanooga  and  Hamilton  County  Medical  Society,  Inc.) 

THE  READ  HOUSE,  CHATTANOOGA,  TENNESSEE 
Monday,  October  19,  and  Tuesday,  October  20,  1970 

I8TH  ANNUAL  ASSEMBLY 


Monday,  October  19,  1970 

7:30  REGISTRATION  BEGINS 

9:00  William  Scott,  Jr.,  M.D.,  Prof,  and  Chairman, 
Dept,  of  Surgery,  Vanderbilt  University  School 
of  Medicine,  Nashville,  Tennessee,  “Massive  Je- 
juno-lleal  Shunt  in  Morbid  Obesity .” 

9:30  James  R.  Jude,  M.D.,  Div.  of  Thoracic  and 
Cardiovascular  Surgery,  University  of  Miami, 
Miami,  Florida,  “ Indications , Evaluation  and  Cur- 
rent Surgical  Treatment  of  Ischemic  Myocardial 
Disease .” 

10:00  A.M.  INTERMISSION— EXHIBIT  VISITATION 

10:30  Stewart  A.  Fish,  M.D.,  Prof,  and  Chairman, 
Dept,  of  Obstetrics  and  Gynecology,  University 
of  Tennessee  College  of  Medicine,  Memphis, 
Tenn.,  “ New  Concepts  in  Obstetric  Analgesia .” 

11:00  Frank  G.  Moody,  M.D.,  Prof,  of  Surgery;  Di- 
rector, Gastrointestinal  Division,  University  of 
Alabama  Medical  Center,  Birmingham,  Ala., 
“Surgical  Management  of  Portal  Hypertension.” 

11:30  Ronald  C.  Jones,  M.D.,  Associate  Prof.,  Dept, 
of  Surgery,  University  of  Texas,  Southwestern 
Medical  School,  Dallas,  Texas,  “Abdominal 

rp  5) 

1 rauma. 

MONDAY  LUNCHEONS 
Emergency  Care  Symposium 

12:30  P.M.  to  4:00  P.M.— CONTINENTAL  ROOM- 
READ  HOUSE 
Speakers: 

William  Scott,  Jr.,  M.D.,  whose  subject  will  be 
“Shock” 

James  R.  Jude,  M.D.,  “Cardiac  Resuscitation” 
Neil  Chayet,  Atty.,  “Legal  Aspects” 

Wm.  G.  Thurman,  M.D.,  “Drug  Reactions” 
Moderator:  C.  Robert  Clark,  M.D. 

Endocrinology  Symposium 

12:30  P.M.  to  4:00  P.M.— CHESTNUT  ROOM- 
READ  HOUSE 
Speakers: 

Robert  Greenblatt,  M.D.,  Augusta,  Ga. 
Stewart  Fish,  M.D.,  Memphis,  Tenn. 

Moderator:  Robert  G.  Demos,  M.D. 

— End  of  Day  — 


Tuesday,  October  20,  1970 

8:00  REGISTRATION  BEGINS 

9:00  William  G.  Thurman,  M.D.,  Prof,  and  Chair- 
man, Dept,  of  Pediatrics,  University  of  Virginia 
School  of  Medicine,  Charlottesville,  Va.,  “Immuni- 
zations— Value  Today  and  the  Problems  They 
Present.” 


9:30  Kenneth  M.  Brinkhous,  M.D.,  Prof,  of  Pathol- 
ogy and  Chairman,  University  of  North  Carolina, 
“Hemorrhagic  Disorders.” 

10:00  A.M.  INTERMISSION— EXHIBIT  VISITATION 

10:30  James  L.  A.  Roth,  M.D.,  Ph.D.,  Dir.,  Institute 
of  Gastroenterology,  Presbyterian  University  of 
Pennsylvania  Medical  Center,  Philadelphia,  Pa., 
“Toxic  Megacolon  Complicating  Ulcerative  Co- 
litis.” 

11:00  H.  Earl  Ginn,  M.D.,  Chief,  Nephrology  Division, 
Assoc.  Prof.,  Medicine  and  Urology,  Vanderbilt 
University  Medical  Center,  Nashville.  Tenn., 
“Management  of  Chronic  Renal  Failure.” 

11:30  Noble  0.  Fowler,  M.D.,  Prof,  of  Medicine, 
Cardiac  Research  Laboratory,  University  of 
Cincinnati,  Cincinnati,  Ohio,  “Clues  to  Cardiac 
Diagnosis  From  Inspection  of  the  Patient.” 

TUESDAY  LUNCHEONS 
Gastroenterology  Symposium 

12:30  P.M.  to  4:00  P.M.— CONTINENTAL  ROOM- 
READ  HOUSE 
Speakers: 

Frank  Moody,  M.D.,  Birmingham,  Ala. 

James  A.  Roth,  M.D.,  Philadelphia,  Pa. 

John  T.  Sessions,  M.D.,  Prof,  of  Medicine,  Univ. 

of  N.  C.  School  of  Medicine,  Chapel  Hill.  N.  C. 
Moderator:  Tim  J.  Manson,  M.D. 

Medicine-Cardiology  Symposium 
12:30  P.M.  to  4:00  P.M.— PARLOR  C— READ  HOUSE 
Speakers: 

Noble  Fowler,  M.D.,  Cincinnati,  Ohio 
Dwight  E.  Harken,  M.D.,  Clin.  Prof,  of  Surg., 
Harvard  Medical  School,  Boston,  Mass. 
Moderator:  Maurice  Rawlings,  M.D. 

Artificial  Kidney  Symposium 

12:30  P.M.  to  4:00  P.M.— PARLOR  E— READ  HOUSE 
Speakers: 

H.  Earl  Ginn,  M.D.,  Nashville,  Tenn. 

William  C.  Waters,  III,  M.D.,  Assoc.  Prof,  of 
Medicine,  Emory  Univ.  School  of  Medicine, 
Atlanta,  Ga. 

Moderator:  Jesse  L.  Williams,  M.D. 

PEDIATRIC  LUNCHEON 
12:30  P.M.  to  4:00  P.M.— PARLOR  A-B— 

READ  HOUSE 

Speaker:  William  G.  Thurman,  M.D. 

Moderator:  Hossein  Massoud,  M.D. 

After  lunch,  session  to  be  held  at  Children’s 
Hospital 

Annual  Banquet — Monday  evening,  October  19,  1970,  at 
7:30  P.M.,  Silver  Ballroom — Read  House 

Entertainment 

Mr.  Shearen  Elebash — a humorist.  He  builds 
humor  and  extraordinary  artistry  that  has  uni- 
versal appeal. 
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needs.  Statistical  information  reflects  needs 
beyond  budgetary  capability  of  the  institu- 
tion or  employer  to  employ  professionally 
and  technically  trained  health  personnel. 
Department  of  Labor  funds  to  support 
allied  health  training  programs  cannot  be 
used  unless  there  is  reasonable  assurance 
that  there  will  be  full  time  employment  for 
trainees  upon  completion  of  training  pro- 
grams supported  by  these  funds. 

Mr.  Bruner  further  explains  that  the 
Department  of  Labor,  which  is  responsible 
for  development  of  labor  market  data,  de- 
pends largely  on  the  supply  and  demand 
experience  of  local  employment  offices  in 
determining  those  occupational  shortages 
in  which  training  should  be  conducted 
under  the  Manpower  Development  and 
Training  Act.  The  Tennessee  Department 
of  Employment  Security  is  not  conducting 
training  in  many  acutely  short  technical 
health  occupations  because  there  is  no  de- 
mand on  their  offices  for  the  specialties. 
Obviously,  health  institutions  are  not 
placing  job  orders  with  local  employment 
offices  for  persons  trained  in  health  occupa- 
tions. 

It  is  essential  that  job  orders  for  health 
manpower  be  filed  with  local  employment 
offices  if  labor  shortages  in  the  health  in- 
dustry are  to  be  determined  correctly. 
Local  employment  offices  are  now  staffed 
to  process  quickly  requests  from  profes- 
sional and  allied  health  personnel.  New 
methods  are  being  introduced  to  speed  up 
referrals  and  to  broaden  the  list  of  available 
job  applicants. 

Vanderbilt  University 
School  of  Medicine 

The  Andrew  W.  Mellon  Foundation  has 
authorized  an  appropriation  of  $500,000  to 
the  Vanderbilt  University  School  of  Medi- 
cine to  aid  in  the  construction  of  new 
classrooms  and  teaching  laboratories.  The 
new  facilities  are  necessary  to  meet  the 
demands  of  an  increasing  number  of  med- 
ical students. 

At  the  meeting  of  the  Vanderbilt  Board 
of  Trust  in  May,  it  was  voted  to  expand 
the  class  of  the  Medical  School  in  stages 
to  125,  provided  that  adequate  facilities, 
faculty  and  support  becomes  available  to 


accommodate  this  number  of  students. 

Vanderbilt  will  enlarge  the  size  of  its 
Medical  School  class  by  15  students  this  fall, 
in  the  first  year  of  a five-year  federal 
Physicians  Augmentation  Program.  By 
1974  the  total  enrollment  of  the  Vanderbilt 
School  of  Medicine  will  be  300  compared 
to  the  current  enrollment  of  240. 

The  expansion  of  the  Medical  School’s 
student  body  is  part  of  Vanderbilt’s  na- 
tional commitment  to  participate  to  a far 
greater  extent  in  the  training  of  more 
doctors  and  allied  health  personnel. 

“With  the  generous  gift  of  the  Andrew  W. 
Mellon  Foundation,  Vanderbilt  will  make 
greater  progress  in  the  development  of  its 
physical  facilities  to  accommodate  our 
doubling  the  size  of  our  student  body  in  the 
years  to  come,”  said  Director  of  Medical 
Affairs  Randolph  Batson.  “There  is  a crit- 
ical health  manpower  shortage,”  he  added. 
“The  Andrew  W.  Mellon  Foundation  is 
helping  to  make  it  possible  for  Vanderbilt 
to  fulfill  its  obligation  to  society  by  training 
a greater  number  of  doctors  and  allied 
health  personnel.” 

Dr.  Horace  E.  Williams,  associate  pro- 
fessor of  engineering  mathematics  of 
Vanderbilt  University,  and  Dr.  James  H. 
Fleming,  Jr.,  assistant  clinical  professor  of 
plastic  surgery  in  the  Vanderbilt  School  of 
Medicine,  have  collaborated  on  a particular 
type  of  scar  revision  used  in  plastic  surgery 
called  the  W-plasty. 

Their  work,  presented  to  the  Southeast- 
ern Society  of  Plastic  Surgeons  at  the  1967 
annual  meeting  in  the  Bahamas,  has  since 
influenced  a number  of  plastic  surgeons  to 
understand  and  successfully  employ  the 
W-plasty  in  their  clinical  practice. 

This  method  of  scar  revision  takes  its 
name  from  the  running  W excision  that  the 
surgeon  makes  upon  the  straight  line  scar. 
It  is  employed  primarily  to  revise  hori- 
zontal scars  across  the  cheek.  When  healed, 
a rather  dramatic  improvement  results,  as 
documented  by  photographs  taken  from  a 
number  of  cases  in  Fleming’s  private  prac- 
tice. 

In  1965,  Dr.  Fleming  was  at  the  Univer- 
sity of  Pittsburgh  and  Dr.  Williams  was 
holding  a Ford  Foundation  grant  at  the 
Carnegie-Mellon  Institute,  also  in  Pitts- 
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burgh.  On  the  basis  of  a previous  friend- 
ship, Fleming  asked  Williams  for  a 
mathematical  explanation  for  the  clinical 
improvement.  Williams  did  a study  of  the 
skin  tension  forces  which  are  applied  to 
parts  of  a scar.  He  devised  a formula  with 
which  he  could  calculate  the  percentage  of 
reduction  of  skin  tension  forces  which  cause 
the  scar  to  spread.  Williams  concluded  that 
a sixty  degree  angle  in  the  W-plasty  is  most 
desirable. 

He  further  analysed  other  methods  of  scar 
revision  such  as  the  Z-plasty,  the  step  in- 
cision, and  the  multiple  curve  incision.  He 
could  then  demonstrate  mathematically 
that  the  W-plasty  was  superior  to  these 
other  methods  of  scar  revision.  His  findings 
were  affirmed  in  Dr.  Fleming’s  clinical 
practice. 

The  collaboration  of  an  engineer  and  a 
surgeon  has  made  a definite  contribution 
toward  helping  plastic  surgeons  to  under- 
stand why  the  W-plasty  is  the  most  de- 
sirable method  of  revising  horizontal  cheek 
scars. 

5j: 

Dr.  John  Marcell  Davis  has  recently  come 
to  Vanderbilt  to  direct  the  Clinical  Unit  of 
the  Tennessee  Neuropsychiatric  Institute  of 
Vanderbilt’s  Medical  Center  at  Central 
State  Hospital. 

The  Tennessee  Neuropsychiatric  Institute 
is  the  only  one  of  its  kind  in  the  United 
States  because  it  combines  the  efforts  of  a 
highly  skilled  basic  science  team  working 
in  close  conjunction  with  a group  of  re- 
search psychiatrists  at  a large  state  mental 
institution  and  because  it  operates  with 
joint  sponsorship  and  support  from  federal, 
state,  and  private  agencies. 

Since  the  average  hospitalized  patient 
frequently  receives  as  many  as  sixteen 
drugs,  the  field  of  psychopharmacology  has 
increased  in  importance  in  the  last  few 
years.  The  potential  hazards  as  well  as 
benefits  of  multi-drug  administration  and 
the  effect  of  drug  combinations  led  the 
National  Institute  of  Mental  Health  to  be- 
come interested  in  the  drug  metabolism 
work  already  being  done  at  Vanderbilt.  The 
increased  NIMH  support  has  made  possible 
the  development  of  the  Institute  which  has 


been  established  at  Central  State  Hospital 
in  the  Cooper  Building. 

The  Institute  provides  a unique  environ- 
ment in  which  both  basic  and  clinical  re- 
search can  be  carried  out  on  the  organic 
causes  and  biochemical  processes  of  mental 
illness  and  the  development  of  effective 
treatments  for  mental  illnesses. 

The  basic  sciences  unit  has  been  in  op- 
eration for  five  years  under  the  direction 
of  Dr.  Allan  Bass,  Chairman  of  the  Depart- 
ment of  Pharmacology.  Its  support  has 
come  from  an  NIMH  grant,  the  State  of 
Tennessee,  and  Vanderbilt  University. 

Some  of  the  most  important  pioneering 
studies  have  to  do  with  drug  metabolism 
and  drug  reactions.  The  rate  at  which  an 
animal  can  metabolize  a drug  has  a direct 
influence  on  the  effectiveness  of  the  drug. 
Also,  one  drug  may  block  the  metabolism 
or  accelerate  the  metabolism  of  another, 
and  thereby  increase  the  possibility  of 
either  decreased  effectiveness  or  toxic  re- 
actions. 

Dr.  Fridolin  Sulser,  Professor  of  Phar- 
macology and  co-ordinator  of  the  Basic 
Sciences  Unit,  and  his  colleagues  have  been 
studying  a group  of  chemicals  in  the  brain, 
called  neurotransmitters.  These  are  in- 
volved in  not  only  behavior  but  in  animals’ 
pleasure  and  pain  sensations.  It  is  now 
thought  that  neurotransmitters  are  involved 
in  the  etiology  of  schizophrenia  and  de- 
pression, as  well  as  narcotic,  alcohol,  and 
amphetamine  abuse.  This  research  unit  has 
been  particularly  interested  in  actions  of 
amphetamines  and  marijuana. 

The  Clinical  Unit  will  begin  to  apply  the 
findings  of  the  basic  science  laboratory  to 
human  patients  with  the  arrival  of  Dr. 
Davis.  The  Clinical  Unit  hopes  to  develop 
a more  effective  treatment  of  mental  ill- 
nesses by  close  examination  of  the  reasons 
for  individual  differences  in  response  to 
various  drug  treatments.  The  patients  will 
be  closely  observed  for  biochemical  changes 
involved  before  and  after  therapy. 

The  doctors  will  study  the  lag  periods  of 
anti-depressants,  the  use  of  chlorpromazine 
in  the  treatment  of  schizophrenia,  the 
pharmacology  and  treatment  of  ampheta- 
mine psychosis,  treatment  of  hyperactive 
children,  with  special  attention  being  given 
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to  the  role  of  neurotransmitters  in  mental 
illness. 

The  University  of  Tennessee 
Medical  Units 

Charles  W.  Gross,  M.D.,  is  the  new  chair- 
man of  the  Department  of  Otolaryngology 
and  Maxillofacial  Surgery  at  the  University 
of  Tennessee  Medical  Units.  He  succeeds 
Dr.  Sam  H.  Sanders  who — up  until  his  re- 
tirement on  July  1 — had  headed  the  depart- 
ment for  sixteen  years.  Dr.  Sanders  will 
continue  teaching  in  the  department  with 
the  title  of  clinical  professor  emeritus. 

Dr.  Gross  came  to  Memphis  in  September, 
1968,  after  teaching  assignments  at  Harvard 
Medical  School  and  the  University  of 
Cincinnati  Medical  School.  He  earned  his 
M.D.  degree  at  the  University  of  Virginia 
Medical  School,  and  did  intern  and  resi- 
dency work  at  Virginia  and  at  Massachu- 
setts Eye  and  Ear  Infirmary. 

Prior  to  his  current  appointment,  he  had 
headed  the  UT  department’s  residency 
training  program  in  addition  to  other 
faculty  duties. 


PERSONAL  NEWS 


Dr.  A.  Roy  Tyrer,  Jr.,  Memphis,  was  recently 
presented  the  Vocational  Service  Award  by  the 
Memphis  Rotary  Club.  The  Award  was  given 
for  “outstanding  achievement  in  his  chosen  pro- 
fession” and  this  was  the  12th  year  that  it  had 
been  presented. 

Dr.  T.  J.  Francisco,  Memphis,  has  been  named 
State  Medical  Examiner  by  Dr.  Eugene  Fowinkle, 
Commissioner  of  State  Department  of  Public 
Health.  Dr.  Francisco,  formerly  the  Shelby 
County  Medical  Examiner,  succeeds  Dr.  Thomas 
Littlejohn,  who  resigned  on  June  30.  He  plans 
to  continue  to  live  in  Memphis  and  will  direct 
the  state  program  from  there. 

Dr.  Amos  Christie,  Nashville,  has  been  selected 
to  receive  the  coveted  Jacobi  Award,  given  by 
the  section  on  pediatrics  of  the  American  Medi- 
cal Association.  The  award  was  created  in  trib- 
ute to  Abraham  Jacobi,  called  the  founder  of 
Pediatrics  of  America  and  as  recipient  of  the 
award,  Dr.  Christie  will  deliver  the  Jacobi 
Award  Address  at  the  Pediatric  Section  Meet- 
ing of  the  American  Medical  Association  Con- 
vention in  June  1971.  Dr.  Christie  was  Chair- 
man of  the  Vanderbilt  Department  of  Pedi- 


atrics for  25  years  and  now  continues  to  teach 
and  pursue  his  research  interest. 

Dr.  Warren  C.  Ramer,  Lexington,  was  named 
Chief  of  Staff  at  Lexington  Hospital. 

Dr.  Roger  K.  White,  Nashville,  has  been  named 
Director  of  Psychiatric-Psychological  service  for 
the  State  Department  of  Corrections.  Dr.  White, 
formerly  director  of  Forensic  Psychiatry  of  the 
Department  of  Mental  Health,  will  be  a con- 
sultant to  treatment  teams  at  the  state’s  penal 
institutions. 

Dr.  Robert  D.  Proffitt,  Maryville,  recently  was 
appointed  to  the  Southeastern  Area  Advisory 
Council  of  the  American  National  Red  Cross. 
Dr.  Proffitt,  a pediatrician,  has  served  two  years 
as  Chapter  Chairman  of  the  Blount  County 
Chapter  Red  Cross  and  as  Chairman  of  Public 
Education  of  the  East  Tennessee  Heart  Associ- 
ation. 

Dr.  L.  W.  Diggs,  Memphis,  presented  a paper 
on  sickle  cell  anemia  at  the  recent  international 
Hematology  Society  Congress  in  Munich,  Ger- 
many. 

Dr.  Donald  S.  LaFont  is  now  associated  in  pri- 
vate practice  with  Dr.  B.  C.  Higgs  and  Dr.  Jesse 
A.  Miller,  Jr.  at  the  Pediatric  Clinic  in  Jackson. 

Dr.  Alexander  Rhoton,  Chattanooga,  is  now 
associated  with  Dr.  O.  H.  Clements  in  the  prac- 
tice of  medicine  and  surgery. 

Dr.  Charles  A.  Trahern,  Clarksville,  has  an- 
nounced the  association  of  Dr.  James  R.  Milam 
for  the  practice  of  Internal  Medicine  and  Medi- 
cal Neurology. 

Dr.  H.  William  Scott,  Jr.,  Nashville,  is  the  new 
President  of  the  Society  for  Surgery  of  the 
Alimentary  Tract.  Dr.  Scott  is  also  President 
of  the  Halsted  Society,  Treasurer  of  the  Ameri- 
can College  of  Surgeons,  and  Secretary  of  the 
International  Society  of  Surgery  (North  Ameri- 
can Chapter). 

Dr.  Howard  Foreman,  Nashville,  is  a new 
member  of  the  Tennessee  Board  of  Medical 
Examiners.  Other  members  of  the  Board  in- 
clude Drs.  Spencer  Bell,  Knoxville;  William 
Owen,  Pulaski;  Harold  Butler,  Union  City;  and 
Tinnin  Martin,  Memphis. 
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Calendar  of  Meetings 
1970 
State 

Sept.  25-26  American  College  of  Physicians 

(Tennessee  Regional)  Ramada 
Inn,  Knoxville 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCI— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth- 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Oct.  19-20 
Nov.  4-6 


Sept.  25-Oct.  1 
Sept.  30-Oct.  1 

Oct.  5-9 

Oct.  12-16 
Oct.  17-22 

Oct.  25-29 

Oct.  25-30 

Oct.  29-Nov.  2 

Nov.  10-17 

Nov.  16-19 

Nov.  29-Dec.  2 
Dec.  5-10 
Dec.  9-12 


Tennessee  Valley  Medical  As- 
sembly, 18th  Annual,  Head 
House,  Chattanooga 
Tennessee  Academy  of  General 
Practice,  22nd  Annual  Meeting 
and  Scientific  Assembly,  Civic 
Auditorium,  Gatlinburg 

National 

American  Academy  of  General 
Practice,  San  Francisco 
AMA  Congress  on  Occupational 
Health,  Century  Plaza  Hotel, 
Los  Angeles 

American  Academy  of  Ophthal- 
mology and  Otolaryngology, 
International  Hotel,  Las  Vegas, 
Nevada 

American  College  of  Surgeons, 
Conrad  Hilton  Hotel,  Chicago 
American  Academy  of  Pedi- 
atrics, San  Francisco  Hilton, 
San  Francisco 

American  Association  of  Blood 
Banks,  San  Francisco  Hilton, 
San  Francisco 

American  College  of  Chest  Phy- 
sicians, Century  Plaza  Hotel, 
Los  Angeles 

Association  of  American  Medi- 
cal Colleges,  Biltmore  Hotel, 
Los  Angeles 

American  Heart  Association, 
Shelburne-Dennis  Hotel,  At- 
lantic City,  New  Jersey 
Southern  Medical  Association, 
64th  Annual  Meeting,  Dallas 
Memorial  Auditorium,  Dallas 
American  Medical  Association, 
(Clinical  Convention),  Boston 
American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 
American  Academy  of  Cerebral 
Palsy,  Shamrock-Hilton,  Hous- 
ton 


UT  Continuing 
Education  Courses 

The  following  is  a list  of  continuing  education 
courses  scheduled  to  be  offered  by  the  University 
of  Tennessee  College  of  Medicine  from  Septem- 
ber 28,  1970  through  August  31,  1971: 

1970 

Sept.  28-Oct.  2 “Communication  Skills  and  Per- 
sonal Growth,”  Paris  Landing 
Inn,  Buchanan 

Oct.  14-15  “Seminar  on  Medicine  and  Re- 

ligion-Crisis of  Control,”  The 
University  of  Tennessee  College 
of  Medicine,  Memphis 


Oct.  21-23 
Oct.  28-30 

Nov.  20 

Feb.  8-12 

Feb.  11 
March  1-5 

April  7-9 
April  26-27 

May  5-8 
May  24-28 

June  3-5 


“Radiology,”  The  University  of 
Tennessee  College  of  Medicine, 
Memphis 

“Anesthesia  for  the  General 
Practitioner,”  The  University  of 
Tennessee  College  of  Medicine, 
Memphis 

“Symposium  on  Mental  Dis- 
orders,” The  University  of  Ten- 
nessee Memorial  Research  Cen- 
ter and  Hospital,  Knoxville 

1971 

“Review  Course  for  General 
Practitioners,”  The  University 
of  Tennessee  College  of  Medi- 
cine, Memphis 

“Dermatology,”  Henry  Horton 
State  Park,  Chapel  Hill 
“Fundamentals  of  Otolaryngo- 
logic Allergy,”  The  University 
of  Tennessee  College  of  Medi- 
cine, Memphis 

“Obstetrics  and  Gynecology,” 
The  University  of  Tennessee 
College  of  Medicine,  Memphis 
“Psychiatric  Interview  and 
Short  Term  Psychotherapy,” 
The  University  of  Tennessee 
College  of  Medicine,  Memphis 
“Clinical  Electrocardiography,” 
Henry  Horton  State  Park, 
Chapel  Hill 

“Intensive  Review  of  the 
Science  of  Anesthesiology,”  The 
University  of  Tennessee  College 
of  Medicine,  Memphis 
“Medical  Aspects  of  Sports,” 
The  University  of  Tennessee 
College  of  Medicine,  Memphis 


American  Board  of  Family  Practice 
Announces  Second  Exam 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  second  Examination 
for  Certification  in  various  centers  throughout 
the  United  States.  The  examination  will  be 
held  over  a two-day  period  on  February  27-28, 
1971.  Information  regarding  the  examination 
and  eligibility  for  the  examination  can  be  ob- 
tained by  writing: 

Nicholas  J.  Pisacano,  M.D., 
Secretary-Treasurer 

American  Board  of  Family  Practice,  Inc. 

University  of  Kentucky  Medical  Center 

Annex  #2,  Room  229 

Lexington,  Kentucky  40506 

Deadline  for  receiving  completed  applications 
in  the  Board  office  is  November  1,  1970. 
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Cancer  Films  Available 

The  following  is  a list  of  new  films  which 
have  been  produced  by  the  American  Cancer 
Society  and  are  now  available  on  request: 

1.  Cancer  Chemotherapy  (Solid  Tumors) 

2.  Lung  Cancer:  Early  Diagnosis  and  Man- 
agement 

3.  The  Pharmacist  and  Cancer 

4.  Principles  of  Teaching  Speech  After 
Laryngectomy 

5.  Thyroid  Cancer:  Diagnosis  and  Treatment 
In  addition  to  th  16mm  films,  an  8mm  Fair- 

child  Cartridge  projector  and  8mm  cartridge 
films  are  available  for  loan  upon  request  to  the 
American  Cancer  Society,  Tennessee  Division, 
Inc.,  2519  White  Avenue,  Nashville,  Tennessee. 
The  8mm  cartridge  films  available  include: 

1.  Cancer  in  Children 

2.  Cancer  of  the  Skin 

3.  Cancer  of  the  Stomach 

4.  The  Diagnosis  and  Management  of  Cancer 
of  the  Colon  and  Rectum 

5.  The  Diagnosis  and  Treatment  of  Cancer 
of  the  Prostate 

6.  Cancer  Chemotherapy  (Solid  Tumors) 

7.  Lung  Cancer:  Early  Diagnosis  and  Man- 
agement 

8.  Early  Diagnosis  and  Management  of 
Breast  Cancer 

9.  Proctosigmoidoscopy:  A Part  of  the  Phys- 
ical Examination 

10.  Uterine  Cancer:  Diagnosis  and  Manage- 
ment 

Internist  Plan  Scientific  Meeting 

Specialists  in  internal  medicine  in  Tennessee 
are  scheduling  a scientific  meeting  in  Knoxville, 
Tennessee  for  September  25-26.  The  meeting 


under  the  sponsorship  of  the  American  College 
of  Physicians  (ACP),  will  be  held  at  the  Ramada 
Inn. 

The  session  is  one  of  37  regional  scientific- 
educational  meetings  the  ACP  is  planning  for 
the  1970-71  academic  year.  Held  throughout  the 
United  States  and  Canada,  the  meetings  help 
the  College’s  16,000  members  keep  abreast  of 
developments  in  the  basic  sciences  and  clinical 
medicine.  The  College  has  been  holding  these 
regional  meetings  annually  since  1930. 

Hall  S.  Tackett,  M.D.,  Memphis,  Tennessee, 
ACP  Governor  for  Tennessee,  is  in  charge  of 
the  meeting.  Dr.  Tackett  is  Clinical  Professor 
of  Medicine  at  the  University  of  Tennessee  Col- 
lege of  Medicine  and  a member  of  the  active 
attending  staff  at  the  Baptist  Memorial  Hospital 
and  the  City  of  Memphis  Hospital. 

University  of  Kentucky 
Postgraduate  Courses  Announced 

The  University  of  Kentucky  Medical  Center 
will  hold  the  following  two  programs  in  October: 

Oct.  17-18  “Clinical  Demonstration  of  Com- 
mon Skin  Problems,”  including 
a “Live”  clinic  and  round  table 
discussions  with  the  faculty.  Fee: 
$30. 

Oct.  23-24  “Listening,  Deciding,  Doing,”  a 
workshop  on  cardiac  ausculta- 
tion, diagnosis  and  therapy.  Fee: 
$60. 

Inquiries  regarding  these  programs  should  be 
directed  to  Frank  R.  Lemon,  M.D.,  Associate 
Dean,  Continuing  Education,  College  of  Medi- 
cine, University  of  Kentucky,  Lexington,  Ken- 
tucky 40506. 


HEADQUARTERS  ADDITION  NEARS  COMPLETION 


A new  addition  to  the  TMA  headquarters  building  is  expected  to  be  completed  and  ready  for 
occupany  by  December  1st.  The  construction  will  provide  additional  offices  for  the  TMA  adminis- 
trative staff  and  the  Nashville  Academy  of  Medicine,  plus  storage  space  and  a much  needed  en- 
larged conference  room.  Jack  Ballentine,  TMA  Executive  Director,  put  on  his  hard  hat  and 
helped  with  the  initial  excavation  for  the  basement  storage  area.  The  new  addition  matches 
the  bricks  of  the  present  structure  and  when  completed  the  headquarters  building  will  front  115 
feet  on  Louise  Avenue. 
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CATASTROPHE 


EXCESS  MILLION  DOLLAR  INSURANCE 

PROFESSIONAL  AND  PERSONAL 

APPROVED  BY:  TENNESSEE  MEDICAL  ASSOCIATION 


A.  RESIDENCES  and  farms  owned  or  occupied,  including  those  owned 
by  relatives  or  wards. 

Required  Basic  Insurance— $50,000  personal  liability. 

B.  AUTOMOBILES  owned,  hired  or  regularly  used  by  applicant  or 
residents  of  his  household.  (Include  all  land  motor  vehicles.) 

Required  Basic  Insurance— $100,000/300,000  bodily  injury  and 
$10,000  property  damage  or  $100,000  single  limit. 

C.  WATERCRAFT  under  26  feet  in  length  owned,  hired  or  used. 

Required  Basic  Insurance— $50,000. 

D.  AIRCRAFT 

Required  Basic  Insurance — $1,000,000  Single  Limit. 


Basic  charge  including  initial  residence  $35. 

Each  additional  residence  and  farm  $ 3. 

Initial  Auto  $20. 

For  each  additional  Auto  add  $11. 

Each  outboard  motorboat  25  HP  or  more  $ 9. 

Each  inboard  motorboat  over  50  HP  $9. 

All  other  boats  under  26  feet  Included 

Office  Premises  $ 5. 


(SEE  LEFT  FOR  EXPLANATION) 


E.  BUSINESS  PROPERTY  for  which  coverage  is  desired. 

Required  Basic  Insurance— $100,000/300,000  bodily  injury  and 
$10,000  property  damage  or  $100,000  single  limit. 

F.  PROFESSIONAL  LIABILITY 

Required  Basic  Insurance— $100, 000/$300, 000 
$25,000.00  Major  Medical  for  you  and  your  family— $10,000  de- 
ductible included  with  the  above— no  extra  premium. 

PROFESSIONAL  LIABILITY 

Required  Basic  Insurance— $100, 000/$300, 000  

' ' v3BS 

-.*4 

Class  1— PHYSICIANS  doing  no  surgery. 


Class 

1 

$ 

27. 

Class 

2 

$ 

35. 

Class 

3 

$ 

70. 

Class 

4 

$ 

88. 

Class 

5 

$106. 

UNKNOWN  LIABILITIES  are  covered  less  a $250.00 
deductible. 


Limits  of  Liability 


Class  2— PHYSICIANS  doing  minor  surgery  or  assisting  in  major 
surgery  on  own  patients. 

Class  3— SURGEONS — General  Practitioners  who  perform  major  sur- 
gery or  assist  in  major  surgery  on  other  than  their  own 
patients  and  specialists  hereafter  indicated: 

Cardiologists  (including  catheterization,  but  not  including 
cardiac  surgery) 

Ophthalmologists 

Proctologists 

Class  4— SURGEONS — specialists 
Cardiac  Surgeons 

Otolaryngologists— No  Plastic  Surgery 
Surgeons— General  (Specialists  in  general  surgery) 

Thoracic  Surgeons 
Urologists 
Vascular  Surgeons 


Class  5— SURGEONS— specialists 
Anesthesiologists 
Neurosurgeons 
Obstetricians— Gynecologists 
Orthopedists 

Otolaryngologists— Plastic  Surgery 
Plastic  Surgeons 


A single  limit  of  $1,000,000  applies  to  each  occur- 
rence during  the  policy  period  except  that  Profes- 
sional Liability  Coverage  provides  a total  limit  for  all 
damages  during  each  policy  year  of  $1,000,000. 

If  you  desire  limits  of  liability  higher  than  $1,000,000 
you  can  increase  coverage  in  multiples  of  $1,000,000 
up  to  a maximum  of  $10,000,000. 

Underwritten  by: 

The  Statesman 
Insurance 


FARRINGER  & CO. 
Knoxville  Branch 

918  State  Street 
Knoxville,  Tenn.  37902 


Phone  524-7335 


Administrators 
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MEDICREDIT 


A Proposal  To  Provide  A Voluntary 
Health  Care  Program  For  The  Nation 

By  RUSSELL  B.  ROTH,  M.D.* 

I am  pleased  to  present  the  comments  of 
the  American  Medical  Association  with  re- 
spect to  proposals  to  amend  the  various 
titles  of  the  Social  Security  Act.  As  the  com- 
mittee knows,  our  interest  lies  in  many  of 
the  topics  before  you.  However,  I plan  to 
speak  about  only  one  of  the  subjects  which 
concerns  this  committee  during  the  course 
of  these  hearings  to  ask  for  your  careful 
consideration  of  the  AMA’s  proposal  to  pro- 
vide a health  care  program  for  the  nation. 

It  has  become  clear  to  all  of  us  that  even 
this  country,  with  all  its  wealth,  has  fi- 
nancial limits  as  to  what  it  can  undertake. 
Representing  this  country’s  physicians  as 
we  do,  the  AMA  is  on  record  in  its  belief 
that  it  is  the  basic  right  of  every  citizen 
to  have  available  to  him  good  health  care. 
We  believe  that,  without  good  health,  it  is 
impossible  for  any  citizen  to  lead  a full, 
productive  and  meaningful  life. 

Today,  we  want  to  put  before  this  com- 
mittee a plan  which  is  universal  in  scope, 
voluntary  in  nature  and  realistic  in  terms 
of  total  program  costs.  This  proposed  pro- 
gram is  one  that  the  AMA  calls  “Medi- 
credit.” It  is  a flexible  program  which  will 
assure  each  individual  and  family — no 
matter  how  limited  their  financial  resources 
— adequate  health  protection. 

For  those  in  lower  income  categories,  this 
protection  is  theirs  without  expense  or 
contribution  on  their  part.  For  those  with 
moderate  and  higher  levels  of  income, 
Medicredit  provides  a system  of  cash  in- 
centives to  encourage  them  to  protect  them- 

*  Russell  B.  Roth,  M.D.  of  Erie,  Pennsylvania, 
Speaker,  House  of  Delegates  of  the  American 
Medical  Association. 

Presented  in  behalf  of  the  Americal  Medical 
Association  by  Doctor  Roth  before  the  Commit- 
tee on  Ways  and  Means  of  the  United  States 
House  of  Representatives,  November  3,  1969. 


selves  against  major  health  care  costs. 
Medicredit  would  not  replace  Medicare — 
which  as  you  know  provides  health  care 
protection  for  those  65  and  over.  Medicare 
would  remain  as  it  is.  Medicredit  would, 
however,  do  away  with  the  need  for  Medic- 
aid. 

Our  proposal  is  the  result  of  years  of 
careful  study  of  our  existing  mechanisms 
for  delivering  and  financing  health  care, 
coupled  with  our  close  study  of  the  Federal 
government’s  ability  to  fund  a universal 
health  insurance  program. 

Tax  Credit 

Now  let  me  explain  how  Medicredit  would 
work.  It  would  give  to  persons  who  have 
purchased  comprehensive  health  insurance 
the  option  of  receiving  a tax  credit  on  their 
annual  Federal  income  tax  return,  a credit 
based  on  their  tax  liability.  That  is,  tax- 
payers could  take  as  a credit  against  the 
amount  of  income  tax  owed  to  the  Federal 
government,  all  or  part  of  his  personal  cost 
for  comprehensive  health  coverage.  Persons 
or  families  with  lower  tax  liability  (usually 
reflecting  lower  income  or  more  dependents 
and  allowable  expenses)  would  receive  a 
greater  tax  credit.  And  those  families  in 
the  lower  30%  income  range,  would,  with- 
out cost  to  them,  receive  a certificate  en- 
abling them  to  purchase  health  coverage 
from  qualified  companies  or  plans. 

Mr.  Chairman  and  Members  of  the  Com- 
mittee, the  AMA  proposal.  Permit  me  in 
the  time  allotted  to  describe  our  proposal 
in  just  a little  more  detail  so  that  your  com- 
mittee may  have  sufficient  information  be- 
fore it. 

Mr.  Chairman  and  Members  of  the  Com- 
mittee, I am  Russell  B.  Roth,  a physician 
in  private  practice,  specializing  in  urology, 
in  Erie,  Pennsylvania.  I am  Speaker  of  the 
American  Medical  Association’s  House  of 
Delegates.  Prior  to  election  to  that  office, 
I was  Chairman  and  a member  of  the  AMA 
Council  on  Medical  Service.  It  was  while 
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serving  in  that  capacity  that  I developed 
a special  interest  in  the  health  care  needs 
of  all  our  citizens  and  in  the  available 
mechanisms  for  providing  quality  health 
care  to  all  persons.  Incidentally,  that  inter- 
est also  led  to  my  participation,  along  with 
other  physicians  of  the  AMA,  in  committees 
and  task  forces  formed  by  the  Secretary  of 
Health,  Education,  and  Welfare  immedi- 
ately after  the  adoption  of  the  Medicare 
law  for  the  purpose  of  speedily  and  effec- 
tively implementing  the  Medicare  program. 
These  committees  worked  diligently  to  get 
the  program  off  the  ground  and  into  opera- 
tion, and  much  of  the  early  success  of 
Medicare  has  to  be  attributed  to  their  ef- 
forts. 

Seated  with  me  is  Mr.  Bernard  P.  Harri- 
son, an  attorney  and  Director  of  our  Legis- 
lative Department,  who  has  appeared  be- 
fore this  committee  on  other  occasions  with 
other  witnesses  for  the  Association. 

It  is  important  to  recognize  that  our  plan 
envisions  improvements,  extensions,  and  re- 
finements of  what  we  have  already  evolved 
in  this  country,  rather  than  the  devising 
of  radical  replacements.  The  shortcomings 
of  our  system,  whatever  they  may  be,  stem 
from  the  rapid,  relatively  uncontrolled 
growth  of  medical  technology,  the  stagger- 
ing increase  in  demand,  and  American  com- 
pulsion to  experiment,  innovate,  and  impro- 
vise in  an  atmosphere  of  freedom  of  enter- 
prise and  the  competition  of  the  market- 
place. To  a great  degree  our  difficulties 
stem  from  the  successes  of  our  health  care 
system  rather  than  from  its  failures. 

The  financial  mechanisms  which  have 
been  developed  in  this  country  to  meet  the 
costs  of  medical  care  have  been  successful 
and  progressive.  We  believe  that,  in  our 
future,  there  continues  to  be  a proper  place 
for  private  insurance,  for  voluntary  prepay- 
ment plans,  for  protection  against  health 
care  costs  through  prepaid  comprehensive 
group  practice,  and  for  other  innovative  ap- 
proaches. They  all  help  to  mobilize  the 
available  resources  of  the  private  sector  of 
our  economy  to  meet  the  need  of  our  na- 
tion for  health  care  services. 

Voluntary  Basis 

In  consequence  of  these  considerations, 
the  American  Medical  Association  has 


sought  to  devise  a financing  mechanism 
which,  insofar  as  possible,  would  meet  the 
needs  of  the  public  on  the  voluntary  basis, 
with  maximum  incentives  for  participation. 
Ours  is  not  a plan  developed  in  the  last 
few  weeks  as  a response  to  the  Chairman’s 
call  for  these  hearings.  We  have  been  with 
this  concept  for  years  and  have  spent 
months  in  the  development  of  a program 
to  be  offered  to  the  Congress,  one  which 
would  realistically  meet  the  needs  of  our 
people. 

Our  plan  recognizes  that  the  population 
may  be  divided  into  three  fairly  well  de- 
fined categories  with  respect  to  ability  to 
purchase  comprehensive  health  insurance. 

There  are  those  with  essentially  no  ca- 
pacity to  pay; 

There  are  those  with  a capacity  to  pay 
a portion  of  the  cost;  and 

There  are  those  with  a reasonable  full 
capacity  to  pay. 

For  those  who  have  no  capacity  to  pay 
for  health  insurance,  the  government  would 
pay  for  basic  comprehensive  health  cov- 
erage by  providing  to  the  individual  or 
head  of  the  family  a certificate  which  may 
be  used  for  the  purchase  of  a two-part 
package  of  insurance — Part  I,  hospital  care, 
and  Part  II,  physicians’  services,  wherever 
rendered.  For  those  with  a low  tax  lia- 
bility (say  $300  or  less)  a similar  cer- 
tificate good  for  the  purchase  of  compre- 
hensive health  insurance  would  be  pro- 
vided. For  those  with  tax  liability  above 
that  amount,  and  please  note  we  are  speak- 
ing of  tax  liability  and  not  taxable  income, 
income  tax  credits  would  be  given  on  show- 
ing of  expenditures  for  qualified  health  care 
plans.  The  amount  of  the  credit  would  be 
based  on  the  tax  liability  of  the  person  or 
family  so  that,  for  example,  a taxpayer 
with  a $500  tax  liaility  might  receive  70 
per  cent  of  the  annual  premium  cost  as  a 
credit  against  his  tax  liability,  and  a family 
with  $1200  tax  liability  might  receive  20 
per  cent  of  the  permium  expense  as  a credit 
against  their  tax  liability. 

In  order  to  receive  the  credit  the  tax- 
payer would  need  to  show  that  he  has 
purchased  a qualified  insurance  or  prepay- 
ment plan.  Such  a qualified  plan  would 
be  one  where  both  the  benefit  package  and 
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the  carrier  or  group  have  been  approved 
by  the  appropriate  state  agency.  Guide- 
lines would  be  established  to  assist  the  state 
agency  in  this  qualifying  program. 

To  provide  the  guidelines  necessary  to 
carry  out  the  purposes  of  the  bill,  and  to 
plan  and  develop  programs  for  maintain- 
ing the  quality  of  medical  care  and  the 
financial  resources  and  effective  utilization 
of  available  health  manpower  and  facilities, 
we  propose  the  establishment  of  a Health 
Insurance  Advisory  Board.  This  Board, 
which  would  be  chaired  by  the  Secretary 
of  Health,  Education,  and  Welfare  and  in- 
clude the  Commissioner  of  Internal  Reve- 
nue and  public  members,  would  review  the 
effectiveness  of  the  program  and  file  annual 
reports  with  the  President  and  the  Con- 
gress. 

Basic  Benefits 

You  will  find  that  the  AM  A bill  requires 
as  basic  benefits  under  any  qualified  plan, 
60  days  of  inpatient  hospital  services,  in- 
cluding maternity  service;  all  emergency 
room  and  outpatient  service  provided  in  the 
hospital;  and  all  medical  services  provided 
by  a doctor  of  medicine  or  a doctor  of 
osteopathy,  whether  performed  in  the  hos- 
pital, home,  office  or  elsewhere.  Supple- 
mental benefits  may  also  be  provided  and 
payment  for  such  benefits  would  be  eligible 
for  tax  credit,  or  in  the  case  of  the  lower 
income  persons,  for  the  certificate  which 
entitles  them  to  purchase  the  qualified  plan 
of  their  choice. 

Mr.  Chairman,  most  advocates  of  change 
in  our  health  care  system  support  the  use 
of  the  insurance  mechanism  as  an  essential 
part  of  any  program.  Without  the  Blue 
Shield,  Blue  Cross  and  commercial  carriers 
under  contract  with  the  Social  Security  Ad- 
ministration, the  medicare  program  would 
have  been  an  administrative  shambles. 

We  urged  then,  and  still  do  now,  even 
further  involvement  of  this  private  sector 
in  the  medicare  program.  Similarly,  we  be- 
lieve that  any  new  program  which  hopes 
for  success  in  the  delivery  of  quality  health 


care  at  reasonable  costs,  must  call  upon 
the  insurance  industry  and  prepayment 
plans  to  play  a significant  independent  and 
competitive  role. 

According  to  figures  of  the  Health  Insur- 
ance Association  of  America,  89  per  cent 
of  our  civilian,  non-institutional  population 
under  age  65,  have  some  form  of  health 
insurance  protection.  The  concept  of  pro- 
tecting against  health  care  expenses  is  one 
which  is  approved  and  accepted  by  almost 
all  our  people.  The  difficulty  which  we 
experience  today  lies  in  the  rising  costs 
of  health  care  and  the  corresponding  rising 
costs  of  plans  designed  to  protect  against 
such  expenses. 

There  are  numerous  organizations  and 
individuals  who  are  today  seeking  the  an- 
swers to  the  many  faceted  problems  of 
health  manpower,  shortages  of  care  in  cer- 
tain urban  pockets,  and  the  rising  cost  of 
health  care.  We  believe  that  the  approach 
we  offer,  in  the  immediate  and  long  range 
view,  is  the  right  way  to  meet  the  problem 
of  financing  health  care  costs.  It  does  away 
with  the  need  for  a Medicaid  program  for 
the  low  income  group  and  offers  in  its  place 
a system  which  brings  the  private  competi- 
tive factor  into  the  picture,  and  places  all 
citizens  truly  in  the  mainstream  of  health 
care.  For  the  higher  income  individuals 
and  families,  it  offers  realistic  incentives  to 
purchase  comprehensive  health  care  cov- 
erage. It  utilizes  to  the  fullest  extent  the 
private  carriers  and  plans  and  allows  for 
the  marketplace  to  play  an  active  part  in 
maintaining  cost  control  and  insuring  qual- 
ity programs,  as  it  has  done  for  so  many 
years  in  this  country’s  history.  And  Medi- 
credit  would  be  relatively  easy  to  manage 
and  the  administrative  costs  to  the  govern- 
ment would  be  less  than  that  of  other  pro- 
posals now  being  advanced. 

We  believe  that  Medicredit  merits  your 
careful  consideration  and  we  stand  ready 
to  do  our  best  to  provide  whatever  informa- 
tion the  committee  may  require.  ( Reprinted 
from  the  Rhode  Island  Medical  Journal.) 
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The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 
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The  authors,  in  reporting  two  cases,  review  the  clinical  manifestations  and  treatment  of  a highly 

malignant  lesion. 

Fibrosarcoma  of  the  Nose 
And  Paranasal  Sinuses 

DONALD  RICHARDSON,  M.D.  and  THOMAS  A.  MAGUDA,  M.D. 

Memphis,  Tenn. 


Martin1  reported  that  malignant  tumors 
of  the  paranasal  sinuses  comprise  0.2%  of 
all  cancer  and  3%  of  cancer  of  the  upper 
respiratory  and  alimentary  tracts.  Malig- 
nant tumors  of  the  nose  and  paranasal 
sinuses  are  more  frequently  of  epidermal 
origin.  Some  very  early  reports  stated  that 
sarcoma  was  several  times  more  common. 
This  was  perhaps  due  to  faulty  diagnosis 
of  that  time.  New2,  in  1935  reported  91 
tumors  of  the  maxillary  antrum;  of  these 
22%  were  sarcoma.  Eggston  and  Wolfe3, 
over  a period  of  10  years  from  1930  to  1940, 
reported  77  cases  of  cancer  of  the  nose  and 
paranasal  sinuses  of  which  31%  were  sar- 
coma. Lewis,4  in  a recent  report  reviewing 
514  cases  of  cancer  of  the  nasal  cavity  and 
sinuses  seen  at  Memorial  Hospital  over  a 20 
year  period,  found  a 10%  incidence  of  sar- 
coma. He  reported  52  cases  of  sarcoma  of 
which  40  were  lymphosarcoma  and  12  were 
sarcomas  of  soft  part,  honey,  or  cartilagi- 
nous origin.  Cantril  and  associates5  reported 
a series  of  45  tumors  of  the  maxillary  an- 
trum among  which  were  2 instances  of  sar- 
coma; one  of  these  was  a fibrosarcoma. 

According  to  Lewis,4  sarcoma  of  soft  parts 
and  chondrosarcoma  have  a high  incidence 
of  related  nasal  polyposis  and  sinus  disease. 
He  reported  that  in  10  of  12  cases  there  had 
been  previous  nasal  polypectomies  or  sinus 
surgery.  Larsson  and  Maartensson6  reported 
330  cases  of  cancer  of  the  nose  and  para- 
nasal sinuses  of  which  48  had  histories  of 


*From  the  Veterans  Administration  Hospital, 
Surgical  Service,  Otolaryngology  Section,  and 
the  University  of  Tennessee  College  of  Medicine, 
Department  of  Otolaryngology,  Memphis,  Tenn. 


repeated  surgical  operations  for  sinusitis 
and  nasal  polyps.  Sisson  and  associates7 
report,  “Malignant  disease  of  the  sinuses 
may  be  the  result  of  a peculiar  metaplasia 
associated  with  a repair  of  epithelium  de- 
stroyed by  episodes  of  chronic  sinusitis.”  Of 
the  2 cases  of  fibrosarcoma  reported  in  this 
paper,  one  had  a previous  Caldwell-Luc 
procedure  and  the  other  had  had  removal 
of  nasal  polyps.  Gross  and  Montgomery8 
reported  an  instance  of  chondrosarcoma  in 
a 19-year-old  man  who  had  a Caldwell-Luc 
procedure  12  years  previously  for  fibrous 
dysplasia  of  the  antrum. 

Clinical  Findings 

Sarcoma  of  this  area  may  occur  at  any 
age.  It  is  not  limited  in  occurrence  to  the 
older  age  group.  It  occurs  as  commonly  in 
females  as  in  males. 

The  symptoms  of  sarcoma  of  the  nose  and 
paranasal  sinuses  are  the  same  as  for  car- 
cinoma of  this  area.  The  signs  and  symp- 
toms are  based  on  the  anatomic  extent  of 
the  tumor  rather  than  on  tumor  type.  The 
more  common  symptoms  are  nasal  obstruc- 
ton,  discharge,  epistaxis,  and  local  swelling 
in  the  cheek.  Unilateral  facial  pain  is  a 
frequent  symptom,  as  well  as  alteration  of 
the  palate  or  alveolar  ridge,  toothache  un- 
relieved by  extraction,  failure  of  healing  of 
a tooth  socket,  visual  disturbances,  trismus, 
facial  numbness,  hypacusis,  and  fullness  in 
the  ear. 

Diagnosis  of  advanced  tumors  of  the  max- 
illa usually  is  not  difficult,  through,  diag- 
nosis of  early  lesions  confined  to  the  maxil- 
lary antrum  offers  a challenge.  In  either 
event  thorough  radiographic  examination  is 
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of  the  greatest  importance.  The  radio- 
graphic  findings  may  be  the  same  as  those 
for  inflammatory  conditions;  however,  the 
demonstration  of  bone  erosion  or  a mass  is 
more  suggestive  of  tumor.  Bone  destruction 
has  been  reported  as  being  present  in  a 
large  percentage  of  sarcomas  of  the  soft 
parts.  Planograms  or  panoramic  dental  x- 
rays  may  be  helpful  in  demonstrating  bone 
destruction.  Shramek  and  Rappaport9  sug- 
gest that  the  panoramic  dental  x-ray  might 
be  a useful  screening  device  in  the  detec- 
tion of  early  tumors  of  the  maxilla.  X-rays, 
in  addition  to  their  diagnostic  value,  are 
also  beneficial  in  preoperative  evaluation  of 
surgical  extension. 

Sisson  and  collaborators7  suggest  that  in 
the  face  of  persistent  symptoms,  and  partic- 
ularly with  a past  history  of  sinusitis,  it 
may  be  necessary  to  resort  to  an  explora- 
tory antrotomy  for  diagnosis. 

Fibrosarcoma  may  occur  in  any  fibrous 
tissue  anywhere.  It  may  appear  smooth  and 
firm  and  be  painless  except  when  there  is 
associated  inflammation  such  as  sinusitis 
secondary  to  sinus  blockage. 

Microscopically,  fibrosarcoma  appears  as 
spindle  shaped  cells  separated  by  collagen 
and  arranged  in  bundles  which  have  been 
described  as  interlacing  in  a characteristic 
“herringbone”  pattern.  They  must  be  dis- 
tinguished from  a spindle  variant  of  squa- 
mous cell  carcinoma. 

Clinically,  fibrosarcoma  is  characterized 
by  a high  incidence  of  local  recurrence. 
Two  series  report  a 50%  or  greater  inci- 
dence. 

Fibrosarcoma  of  the  nose  and  paranasal 
sinuses,  not  unlike  sarcoma  in  other  loca- 
tions and  of  other  types,  has  a high  inci- 
dence of  vascular  borne  metastasis  and  a 
lesser  incidence  of  lymphogenous  spread. 
Pulmonary  metastases  occur  not  uncom- 
monly, and  may  occur  late  or  early  in  the 
course  of  the  disease. 

It  is  generally  agreed  that  at  best  fibro- 
sarcoma is  only  poorly  responsive  to  radia- 
tion therapy,  and  to  administer  preopera- 
tive radiotherapy  is  to  delay  definitive 
surgery  and  possibly  diminish  chances  of  a 
surgical  cure.  Operation  upon  the  nasal 
cavity  and  adjacent  sinuses  is  made  more 
difficult  and  the  chances  of  surgical  cure  are 


lessened  by  the  close  proximity  of  vital 
structures.  However,  surgery  remains  the 
primary  treatment  of  choice  and,  as  in  all 
cancer  surgery,  the  line  of  excision  should 
include  a wide  margin  of  normal  tissue. 
Close  adherence  to  this  rule  will  in  most 
cases  require  radical  maxillary  surgery  in- 
cluding subtotal  resection  of  the  maxilla, 
orbital  contents,  and  ethmoid  and  sphenoid 
sinuses.  This  procedure  has  been  well  de- 
scribed by  numerous  authors. 

Case  Reports 

Case  1.  A 56-year-old  white  man  came  to  the 
Veterans  Administration  Hospital  in  January, 
1951.  He  gave  a history  of  multiple  nasal  surgical 
procedures  for  removal  of  obstructing  nasal 
polyps  starting  at  age  16.  A bilateral  nasal  poly- 
pectomy was  done  at  that  admission.  The  path- 
ologic report  was  of  granulation  tissue  and  nasal 
polyp. 

He  had  recurrence  of  nasal  obstruction  8 
months  later.  Bilateral  Caldwell-Luc’s,  poly- 
pectomy, and  ethmoidectomy  were  performed. 
Microscopic  examination  of  this  specimen  re- 
vealed fibrosarcoma. 

During  the  next  4 years  he  had  5 local  surgical 
procedures  for  removal  of  recurrent  fibrosar- 
coma. An  attempt  at  palliation,  giving  2340  R in 
15  days,  produced  no  evidence  of  tumor  regres- 
sion. He  died  4 years  following  the  initial  diag- 
nosis with  lobular  pneumonia  and  hemorrhage 
from  fibrosarcoma,  with  local  extension  into  the 
paranasal  sinuses. 

Case  2.  A 56-year-old  Negro  man  presented 
on  Jan.  13,  1969,  with  swelling  of  the  left  cheek 
which  had  been  present  for  6 to  8 months.  He 
gave  a past  history  of  left  sided  Caldwell-Luc  2 
years  previously  for  chronic  sinusitis.  Sinus  x- 
rays  revealed  opacification  of  the  left  antrum. 
Irrigation  of  the  antrum  returned  a small 
amount  of  purulent  material. 

Progression  of  swelling  over  the  antrum,  in 
the  face  of  antibiotic  therapy,  prompted  explora- 
tion of  the  antrum  through  the  oral  Caldwell- 
Luc  incision.  Biopsy  of  antral  contents  revealed 
fibrosarcoma.  The  patient  was  advised  that  he 
should  have  radical  resection  of  the  left  antrum, 
ethmoids,  and  orbital  exenteration.  The  patient 
would  not  submit  to  excision  of  the  orbit,  so  a 
partial  left  maxillectomy  was  done  preserving 
the  orbit.  He  is  now  10  months  postoperatively, 
without  evidence  of  local  recurrence  or  metas- 
tasis. 

Discussion 

Both  of  the  above  patients  had  a history 
of  previous  operations  for  nasal  polyps  or 
chronic  sinusitis.  This  is  consistent  with 
other  reports  in  the  literature  of  the  fre- 
quency of  nasal  or  sinus  surgery  prior  to  a 
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delayed  diagnosis  of  sarcoma. 

Early  signs  and  symptoms  may  be  the 
same  as  for  acute  or  chronic  sinusitis.  Bone 
erosion  may  be  demonstrated  radiographi- 
cally in  a moderate  number  of  these  cases. 
Panoramic  dental  x-ray,  if  available,  may 
be  of  help  in  demonstrating  bone  destruc- 
tion. Biopsy  by  way  of  the  inferior  meatus 
may  prevent  the  necessity  of  later  excising 
a biopsy  tract  in  the  canine  fossa  area  if  a 
Caldwell-Luc  approach  is  used.  An  ex- 
ploratory Caldwell-Luc  may  be  necessary  to 
establish  the  diagnosis  in  some  cases,  and 
should  be  done  if  there  are  persistent  symp- 
toms and  a reasonable  degree  of  suspicion. 

Fibrosarcoma  is  generally  radioresistant 
and  the  treatment  of  choice  is  subtotal 
maxillectomy  including  the  ethmoid  sinus- 
es, sphenoid  sinus,  and  orbital  contents. 
There  is  a high  incidence  of  local  recur- 
rence. Metastasis  is  usually  blood  borne  to 
the  lungs,  but  may  occur  to  the  cervical 
lymph  nodes,  and  when  present  with  a re- 
sectable lesion  would  indicate  the  inclusion 
of  a radical  neck  dissection  in  the  patient’s 
therapy.  Irradiation  should  be  reserved  for 
palliation  in  nonresectable  lesions. 

1030  Jefferson  Ave., 

Memphis,  Tenn.  38104 
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The  author  offers  a comprehensive  review  of  the  pathogenesis,  diagnosis  and  management  of  one 
of  the  most  common  diseases  encountered  in  family  practice  as  well  as  in  industry. 

Contact  Dermatitis 

VONNIE  A.  HALL,  M.D.,  Memphis,  Tenn. 


Contact  dermatitis,  a relatively  common 
skin  condition,  is  the  inflammatory  reaction 
initiated  by  contact  of  the  skin  with  an 
external  agent.1  The  exposure  may  be  to  a 
primary  irritant  or  an  allergen  to  which  a 
person  is  specifically  sensitized. 

A 'primary  irritant  incites  an  inflamma- 
tory response  to  any  skin  when  exposure 
has  been  in  sufficient  strength  over  an 
adequate  period  of  time.  Examples  are 
strong  acids,  alkalis,  certain  solvents,  and 
detergents.  Disabilities  produced  by  these 
agents  are  well  known  to  the  individual 
and  industry  alike,  consequently,  safety 
measures  usually  are  rigidly  observed. 

Allergic  reactions  with  which  we  are  con- 
cerned are  by  far  the  most  difficult  to 
identify  and  manage.  In  a private  derma- 
tologic clinic  we  have  found  about  10%  of 
the  patients  have  confirmed  or  suspected 
allergic  reactions.  Included  in  this  per- 
centage are  patients  referred  by  physicians 
having  industrial  practices. 

Since  statistical  data  are  not  available,  it 
is  impossible  to  determine  the  incidence  of 
industrial  dermatitis.  Reporting  procedures 
to  state  health  or  labor  departments  are  not 
regularly  followed  either  by  industry  or 
insurance  companies.  In  California,  in- 
dustrial dermatitis  is  recorded  as  the  most 
prevalent  occupational  disease2.  In  my 
opinion,  this  is  not  true  in  our  area.  Per- 
manent disability  is  rarely  recorded,  but 
loss  of  time  and  medical  attention  are  ex- 
pensive both  to  the  industrial  concerns  and 
insurance  companies.  Along  with  the 
growth  in  the  power  of  unions  and  the  in- 
creased tendency  of  the  laborer  to  demand 
compensation  for  physical  disabilities,  there 
has  been  a corresponding  increase  in 
patients  seeking  medical  advice,  and  this 
can  be  expected  to  continue.  A few  people, 


*Read  at  the  meeting  of  the  Tennessee  Acad- 
emy of  Preventive  Medicine  and  Public  Health 
and  the  Tennessee  Industrial  Medical  Associa- 
tion, April  9,  1970,  Memphis,  Tenn. 


unhappy  in  their  work,  seek  every  excuse 
to  secure  financial  assistance  and  will  per- 
sist in  contentions  that  the  skin  eruption  is 
directly  related  to  their  occupation.  Us- 
ually legal  assistance  is  available  to  secure 
this  end.  When  there  is  definite  knowledge 
that  any  skin  condition  has  no  relation  to 
occupation,  much  controversy  can  be 
avoided  by  telling  the  patient  at  an  early 
date.  We  as  physicians,  and  even  the  in- 
surance carriers,  will  at  times  make  con- 
cessions simply  to  avoid  involvement  in 
court. 

Certain  factors  influence  the  development 
of  contact  dermatitis.  For  example,  the  per- 
son with  an  extremely  dry  skin  or  one  with 
a mild  ichthyosis  are  particularly  vulner- 
able, and  fair  skins  seem  more  susceptible, 
especially  where  light  sensitivity  is  a com- 
plicating factor.  Other  contributing  facts 
are  lack  of  cleanliness  in  personal  hygiene 
and  clothing,  excessive  sweating,  and  work 
directly  involving  friction  and  irritation 
due  to  fine  metal  particles.  Though  it  is  not 
generally  conceded  that  patients  with  an 
atopic  background  are  more  susceptible,  it 
appears  to  me  that  they  are  more  prone  to 
skin  reactions.  For  example,  the  sensitivity 
of  a patient  with  atopic  eczema  to  nickel 
is  a very  frequent  finding  suggestive  of 
multiple  sensitization. 

Common  Allergens 

Any  one  of  the  numerous  agents  which 
we  handle  daily  is  capable  of  producing  an 
inflammatory  reaction  of  the  skin.  The 
character  varies  from  day  to  day  due  to 
changes  in  manufacturing  processes.  The 
elimination  of  certain  chemical  compounds 
and  the  addition  of  new  ones  result  in  an 
ever  changing  dermatologic  picture. 

Some  of  the  most  common  offenders  are 
plants,  nickel,  rubber,  dyes,  chromates,  and 
medications.  Of  the  plants,  poison  ivy  and 
sumac  are  by  far  the  most  frequent;  but 
similar  though  usually  milder  eruptions  can 
be  produced  by  the  fig,  bulbs  of  various 


October,  1970 


CONTACT  DERMATITIS— Hall 


833 


kinds,  verbena,  clematis,  and  others.  Nickel 
and  rubber  are  everywhere  and  we  are  in 
contact  with  them  daily,  both  at  home  and 
in  industry.  Ear  lobe  dermatitis,  eczema- 
tous reactions  under  the  garter  belt,  the 
watch  band,  the  bra  and  girdle,  and  on  the 
hands,  forearms,  and  faces  of  the  rubber 
worker  are  sites  where  inflammatory 
changes  most  often  occur.  Dermatitis  from 
dyes  is  seen  on  the  scalp  from  various  hair 
preparations,  in  the  axilla  from  fabrics,  and 
on  the  feet  from  shoes,  while  the  chromates 
act  as  the  allergen  to  the  painter,  the  ce- 
ment worker,  and  the  leather  industry. 

The  numerous  medical  preparations 
which  are  available  to  the  individual  pa- 
tient for  local  application  produce  their  fair 
share  of  cases  of  contact  dermatitis.  By 
prescribing  additional  ones,  we  as  physi- 
cians often  add  to  this  list. 

In  the  study  of  contact  dermatitis  it  is 
well  to  remember  that  any  substance  or 
combination  thereof  can  be  the  allergen, 
any  part  of  the  skin  or  mucous  membranes 
can  be  involved  and  any  individual  patient 
may  react  differently  from  time  to  time. 

Clinical  Features 

The  primary  eruption  begins  first  at  the 
point  of  contact  with  the  causative  agent. 
Itching  is  an  early  symptom,  usually  in- 
tense, and  may  precede  any  inflammatory 
changes.  If  pruritis  is  absent  during  any 
stage,  most  likely  one  is  not  dealing  with  a 
contact  dermatitis.  The  onset  is  usually 
rapid,  within  a few,  to  as  many  as  48  hours 
after  exposure,  and  varies  from  a mild 
erythema  to  vesiculation,  exudation,  edema, 
crusting,  and  in  severe  cases,  purpuric 
changes. 

In  chronic  stages  or  after  repeated  out- 
breaks thickening  of  the  skin  with  Assuring 
and  hyperpigmentation  are  present.  Once 
the  reaction  occurs  the  skin  becomes  more 
susceptible  to  other  contacts,  and  infection 
appears  early  in  the  excoriated  skin.  It 
should  be  kept  in  mind  that  many  patients 
are  prone  to  develop  eczema  of  a mixed 
variety  frequently  giving  an  entirely  differ- 
ent clinical  picture.  This  condition  may  be 
seen  when  a contact  dermatitis  develops  on 
a seborrheic  skin  or  is  superimposed  on 
atopic  eczema.  Difficulty  may  arise  in  dif- 


ferentiating an  allergic  reaction  of  the  skin 
from  nummular  eczema,  but  the  latter 
usually  presents  typical  coin-sized,  raised 
lesions  with  well  defined  vesicular  borders, 
and  not  the  diffuse  redness  of  an  allergic 
condition.  Atopic  eczema  may  at  times 
resemble  contact  dermatitis  but  a history 
which  fails  to  reveal  a sudden  onset,  and 
the  tendency  of  the  eczema  to  chronicity 
and  its  association  with  other  allergies,  such 
as  asthma  and  hay  fever,  are  helpful  hints. 

When  a contact  dermatitis  is  suspected 
there  are  several  investigative  points  that 
may  be  helpful  in  reaching  a solution. 

It  was  mentioned  earlier  that  the  initial 
reaction  occurs  at  the  point  of  contact.  An 
example  of  the  importance  of  determining 
this  primary  site  can  be  illustrated  by  the 
man  who  becomes  sensitized  to  matches. 
The  initial  reaction  may  occur  first  beneath 
the  shirt  pocket  where  the  matches  are 
carried  and  may  persist  here  for  months. 
He  seeks  medical  aid  only  when  the  erup- 
tion has  become  wide  spread.  Identification 
of  the  causative  agent  is  difficult  unless  a 
detailed  history  elicits  the  primary  site. 
Self  medication  may  lead  to  generalized  in- 
volvement of  what  was  once  a localized 
reaction,  however,  the  primary  site  again 
should  correspond  to  the  original  exposure 
to  the  contactant. 

Occupation  is  one  of  the  most  important 
facts  in  determining  the  precipitating  agent. 
The  housewife  in  her  daily  routine  handles 
numerous  allergens,  some  of  the  more  com- 
mon being  detergents,  various  cleaners, 
floor  wax,  furniture  polish,  dyes,  metals, 
rubber  materials,  plastics,  plants,  and  many 
types  of  perfumes  and  cosmetics,  to  men- 
tion only  a few.  She  is  by  far  the  most 
frequent  patient  seen  with  contact  derma- 
titis, and  likewise  the  most  difficult  in 
which  the  causative  agent  can  be  demon- 
strated. The  location  of  the  eruption,  and 
the  history  of  any  change  in  wearing  ap- 
parel or  the  handling  of  any  new  agents  in 
the  home  often  will  give  the  clues.  In  this 
instance,  a detailed  history  is  of  utmost 
value.  Fewer  contacts  are  experienced  in 
occupational  dermatitis,  and  it  is  usually 
easier  to  determine  what  the  exposure  has 
been,  in  what  concentration,  and  if  there 
has  been  a recent  change  in  the  chemical 
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compounds  used.  The  course  of  the  disease 
should  be  closely  observed,  that  is,  whether 
there  is  any  improvement  on  week-ends  or 
other  absences  from  work,  and  most  im- 
portant, whether  or  not  there  is  an  exacer- 
bation on  return  to  work.  If  the  eruption 
is  bilateral  and  symmetrical,  a good  clue  is 
provided  suggesting  that  it  is  contact  in 
origin.  Examples  are  involvement  of  the 
feet  in  the  sensitization  to  glue,  foam  rub- 
ber, or  dye;  and,  the  reactions  to  eye  glasses, 
earrings,  metal  fasteners,  perfumes,  and 
dyes  in  garments. 

Standard  testing  kits  have  not  proved  to 
be  satisfactory,  as  testing  should  be  in- 
dividualized using  material  from  the  pa- 
tient’s own  environment.  Immediate  appli- 
cation of  any  suspected  agent  can  be  made, 
under  hypoallergenic  tape,  using  care  to 
select  a noninvolved  area  of  skin.  Tests 
should  be  left  in  place  from  24  to  48  hours 
before  being  read.  Delayed  reactions  do 
occur,  and  the  patient  should  be  advised  of 
this  possibility.  It  also  should  be  remem- 
bered that  false  negatives  may  occur  if 
systemic  corticosteroids  are  being  employed 
in  treatment.  Patch  testing  when  done 
properly  yields  valuable  information,  and 
physicians  having  industrial  practices  might 
find  it  worth  while  to  establish  a set  which 
relates  to  the  possible  allergens  encountered 
by  workers  in  the  industry.  In  this  connec- 
tion, it  would  be  advisable  to  seek  assis- 
tance from  a qualified  chemist. 

Management 

Obviously,  the  most  successful  method  of 
management  in  contact  dermatitis  is  the  re- 
moval of  the  patient  from  contact  with  the 
allergen.  This  is  especially  true  in  occupa- 
tional dermatitis  unless  suitable  protective 
measures  can  be  employed.  Barrier  creams, 
protective  clothing,  personal  cleanliness  and 
clean  uniforms,  proper  ventilation,  and  an 
environment  which  reduces  sweating  often 
will  aid  in  preventing  recurrences.3  (For 
those  who  are  interested  in  prevention  of 


occupational  dermatitis,  I recommend  a re- 
view of  the  original  articles  appearing  in 
Cutis,  Vol.  Ill,  No.  5,  1967,  and  Vol.  V,  No. 
2 (1969).  The  nonindustrial  worker  can 
usually  find  substitutes  for  the  offending 
agent.  As  to  therapy,  steroids  in  the  form 
of  lotions,  creams,  and  ointments  are  ef- 
fective in  the  mild  localized  eruptions, 
while  in  generalized  and  severely  involved 
cases  rapid  clearing  results  from  the  sys- 
temic use  of  corticosteroids.  Antihistamines 
are  used  with  a varying  degree  of  response, 
usually  disappointing.  Shake  lotions  and 
soothing  baths,  such  as  starch  and  Aveno, 
can  be  employed  to  relieve  the  pruritis. 
Soaps,  mercuric  compounds,  tars,  neomycin, 
and  preparations  containing  benzocaine  or 
similar  anesthetics  should  be  avoided,  since 
these  often  act  as  allergens.  Secondary  in- 
fection, which  is  frequent,  is  best  managed 
by  wet  dressings,  such  as  boric  acid,  and  by 
systemic  antibiotic  therapy  rather  than  by 
local  application. 

Conclusion 

Contact  dermatitis  is  such  a common  find- 
ing that  every  patient  presenting  an  ecze- 
matous eruption  should  receive  a thorough 
investigation  to  determine  whether  or  not 
external  contacts  are  involved.  This  entails 
a careful,  time-consuming  history,  and 
much  medical  detective  work.  Occupa- 
tional dermatitis,  which  is  expected  to  show 
an  increased  incidence  as  our  area  becomes 
more  industrialized,  should  receive  addi- 
tional study  in  the  prevention  and  protec- 
tion from  offending  allergens. 

1408  Exchange  Bldg., 

Memphis,  Tenn. 
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This  symposium  reviews  briefly  and  in  a most  readable  fashion  the  doctor’s  mediocolegal  respon- 
sibilities in  the  practice  of  medicine.  They  represent  facts  established  over  many  years.  Yet  they 
should  be  reviewed  periodically,  and  the  study  of  these  papers  should  be  a “must”  for  every  young 

man  entering  practice. 

There  is  no  known  immunity  to  a malpractice  suit.  A high  proportion  of  practitioners  will  face  a 
suit  at  some  time  in  their  professional  life.  The  frequency  of  suits  is  rising  so  rapidly  that  profes- 
sional liability  insurance  is  in  jeopardy.  Some  underwriters  are  withdrawing  from  this  form  of  in- 
surance, and  the  crisis  in  liability  insurance  has  stimulated  governmental  inquiry.  (See  Editorial 

page  in  the  September,  1970  TMA  Journal.)* 

SYMPOSIUM  ON 
PROFESSIONAL  LIABILITY 

M.  K.  CHEW,  Shelby,  Ohio 


We  are  rapidly  approaching  a state  of 
crisis  in  the  field  of  professional  liability  of 
doctors.  This  is  from  the  standpoint  of  the 
doctors,  the  insurance  industry  and  the  pub- 
lic. 

In  the  past  few  years  the  rapid  erosion  of 
traditional  defenses,  the  great  extension  of 
the  area  of  liability  and  the  measure  of 
damages  awarded  in  reported  cases,  plainly 
indicate  that  the  courts  are  treating  you 
doctors  as  a special  class  of  citizen. 

There  has  been  much  preoccupation  with 
the  social  aspects  involved  in  delivering 
mass  medical  services  to  society  as  a whole. 
However,  in  the  final  analysis  the  basic 
problems  revolve  around  the  traditional 
physician-patient  relationship  and  a proper 
definition  of  the  doctor’s  legal  rights  and 
liabilities  arising  out  of  this  relationship. 
Nothing  should  be  tolerated  that  interferes 
with  the  delivery  of  the  best  possible  care 
to  their  patients. 

The  persistence  of  plaintiffs’  lawyers  in 
starting  suits  and  obtaining  some  “boxcar” 
judgments,  the  practical  destruction  of  any 
time  limitations  against  bringing  suits,  and 
the  erosion  of  the  rules  against  self-incrimi- 
nation  are  only  a few  of  the  special  con- 
siderations that  have  been  imposed  against 
doctors  and  no  one  can  predict  what  the 
next  “turn  of  the  screw”  might  produce. 

From  the  language  of  some  of  the  cases 
you  might  even  have  the  feeling  that  you 
should  call  your  lawyer  before  you  pre- 

*Read at  the  Annual  Meeting  of  the  Tennessee 
Medical  Association,  April  11,  1970,  Memphis, 
Tenn. 


scribe — perhaps  you  should  take  your  con- 
sultations to  the  courthouse  and,  finally,  to 
be  absolutely  safe,  maybe  you  should  im- 
panel a jury  of  laymen  to  monitor  your 
operations. 

In  this  atmosphere  of  uncertainty  and 
extension,  it  is  no  wonder  that  the  liability 
insurance  companies  are  giving  second 
thoughts  to  their  professional  liability  pro- 
grams. The  near  impossibility  of  estimating 
next  year’s  losses  in  a rapidly  deteriorating 
market  with  any  actuarial  reality,  plus  the 
problem  of  providing  against  claims  that 
may  come  back  to  haunt  us  from  5,  10  or 
even  20  years  past,  plus  the  ghost  claims 
as  far  in  the  future  that  may  arise  out  of 
today’s  practice — all  these  point  up  the 
gravity  of  the  situation  from  an  underwrit- 
ing standpoint.  I am  proud  to  say  that  even 
with  all  these  problems,  rates  for  your  Pro- 
fessional Liability  Insurance  in  Tennessee 
are  among  the  lowest  in  the  country.  Your 
insurance  companies  do  not  make  the  rules 
under  which  the  game  is  played.  In  the 
presence  of  a “stacked  deck”  we  can  only 
exert  all  of  our  energies  and  skill  in  an 
effort  to  maintain  some  semblance  of  sanity 
in  this  field. 

I believe  it  is  high  time  that  the  courts 
once  again  took  judicial  notice  of  the  very 
essential  roles  that  you  doctors  play  in  the 
lives  of  all  of  us.  You  bring  us  into  this 
world  and  we  freely  place  many  of  the 
crises  of  our  lives  in  your  hands  and  you 
generally  have  the  thankless  duty  of  escort- 
ing most  of  us  out  of  this  life. 

In  the  face  of  all  of  this  the  propaganda 
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machines  grind  on.  I was  amazed  not  long 
ago  to  read  a newspaper  report  that  a wit- 
ness whom  I believe  was  identified  as  being 
some  gentleman  from  Yale  University,  testi- 
fied before  a Senate  Committee  that  fully 
95%  of  the  claims  for  malpractice  made 
against  physicians  in  this  country  had  merit. 
Now  discounting  the  belief  that  testimony 
and  reports  of  this  sort  are  tinged  with  a 
purpose,  those  of  us  who  are  engaged  di- 
rectly in  this  field  know  from  actual  ex- 
perience that  the  converse  of  that  witness’ 
testimony  is  probably  nearer  the  truth  and 
that  not  more  than  5%  of  these  claims  have 
merit,  under  the  law  as  we  understand  it, 
unless  one  is  prepared  to  accept  the  proposi- 
tion that  everyone  is  entitled  to  damages 
for  every  misfortune  encountered  in  life. 

But  the  problem  will  not  just  go  away — 
the  lawyers  will  not  take  a holiday — solu- 
tions must  be  found  else  you  positively  will 
be  practicing  your  profession  with  one  eye 
constantly  on  the  jury. 

The  JAMA  of  February  2,  1970  carried  a 
very  fine  article  by  Father  Thomas  J. 
O’Donnell  concerning  the  close  relationship 
between  medicine  and  religion.  He  pointed 


out  the  benefits  that  can  inure  to  the  patient 
through  an  amalgam  of  those  sciences.  By 
the  same  token,  and  perhaps  stealing  a little 
of  Father  O’Donnell’s  thunder,  I believe 
there  must  be  a community  of  interest  be- 
tween medicine,  law  and  insurance  to  pre- 
serve that  which  is  good,  and  at  the  same 
time  strive  for  that  which  will  be  best  in 
the  future,  looking  toward  the  welfare  of 
the  patient  as  well  as  the  legitimate  interest 
of  the  physician. 

I do  firmly  believe  that  solutions  will  be 
found.  Many  schemes  have  been  proposed 
but  it  is  not  my  purpose  today  to  enumerate 
or  advocate.  I do  want  to  say  that  I firmly 
believe  that  if  you  doctors  will  pool  your 
many  resources,  including  brains,  experi- 
ence, authority  and  good  will,  you  can  re- 
store a much  happier  climate  in  which  to 
carry  on  your  chosen  work.  I am  certain 
that  your  insurance  companies  stand  will- 
ing to  offer  all  reasonable  assistance  in  that 
direction. 

Meanwhile,  we  are  bound  by  the  realities 
of  today  and  our  program  is  aimed  at  help- 
ing you  to  live  with  things  as  they  are. 


So  You  Have  Been  Sued? 

DAN  E.  McGUGIN,  Nashville,  Tenn. 


As  I stand  before  such  a distinguished 
group,  I cannot  help  feeling  like  the  bride 
on  her  wedding  night  when  she  said:  “I  am 
nervous,  but  I am  glad  I am  here!” 

If  you  have  never  been  sued  for  medical 
malpractice,  you  should  take  pride  in  your 
professional  excellence  but  you  should  also 
thank  Lady  Luck.  If  and  when  you  are 
sued,  do  not  think  it  is  the  end  of  the  world 
as  many  doctors  feel.  In  my  experience 
most  such  suits  involve  the  ablest  and  most 
prominent  doctors.  So,  take  pride  in  being 
in  select  company. 

Usually  a doctor  has  some  advance  warn- 

*Read  at  the  Annual  Meeting  of  the  Tennessee 
Medical  Association,  a Symposium  on  Profes- 
sional Liability,  April  11,  1970,  Memphis,  Tenn. 


ing  of  a contemplated  claim  or  suit.  A hos- 
tile attitude  on  the  part  of  the  patient  or 
his  family  may  be  manifested;  or  the  patient 
may  commence  asking  pointed  questions;  or 
there  may  be  a request  from  an  attorney 
for  a report. 

At  the  first  danger  sign,  a doctor  should 
do  two  things.  He  should  make  a prompt 
report  to  his  malpractice  carrier  and  he 
should  thereafter  be  extremely  careful  in 
what  he  says  and  does,  both  in  dealing 
with  the  patient  and  in  submitting  a report 
to  the  patient’s  lawyer.  Often  the  doctor  is 
given  the  impression  the  report  is  wanted 
for  use  against  some  other  defendant,  for 
example  the  patient’s  employer  or  the  hos- 
pital or  some  third  party,  when  actually  the 
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request  for  the  report  is  calculated  to  pro- 
duce evidence  for  later  use  against  the  doc- 
tor, himself. 

Such  reports  should  be  factual  and  com- 
plete enough  to  be  adequate,  but  should 
avoid,  as  far  as  possible,  opinions,  surmise 
and  the  volunteering  of  unrequested  infor- 
mation. 

In  cases  where  there  is  a complete  record 
in  a hospital  chart,  for  example,  a Dis- 
charge Summary  or  where  the  doctor  has 
complete  Office  Notes,  he  can  make  his  re- 
port to  the  lawyer  comparatively  brief  by 
attaching  a copy  of  the  Discharge  Summary 
or  of  his  Office  Note  and  referring  to  it. 
These  things  can  be  obtained  by  the  plain- 
tiff’s attorney  through  a discovery  deposi- 
tion and  hence  the  doctor  is  usually  not 
furnishing  anything  which  cannot  be  ob- 
tained otherwise.  Unless  a doctor  is  ex- 
perienced in  such  matters,  he  might  go  over 
his  proposed  report  with  a representative  or 
attorney  for  his  malpractice  carrier,  before 
mailing  it  to  the  attorney  for  the  patient. 

Often,  a conciliatory  and  pleasant  attitude 
with  the  patient  and  the  family  can  resolve 
hostility,  but  the  doctor  must  be  careful  in 
what  he  says  lest  he  make  an  admission 
against  interest,  and  he  must  always  caution 
his  associates  to  do  the  same. 

Many  claims  and  suits  are  precipitated 
and  many  are  successfully  maintained  as 
result  of  some  ill  chosen  language  in  a con- 
versation with  the  patient  or  his  family,  or 
in  a report  to  the  referring  physician  or  to 
the  attorney  for  the  patient. 

When  a suit  paper  has  been  served  on  you, 
you  should  make  a copy  for  your  file  and 
immediately  forward  it  to  your  malpractice 
carrier  with  a covering  letter.  This  fulfills 
a duty  imposed  upon  you  by  your  policy 
contract  and  it  also  enables  your  malprac- 
tice carrier  and  its  attorney  to  take  timely 
action  on  your  behalf. 

Immediately  upon  the  institution  of  a suit, 
or  any  advance  warning  that  a suit  is  con- 
templated, you  should  check  your  Office 
Notes  and  all  entries  by  you  in  a hospital 
chart  to  be  certain  they  are  complete  and 
accurate. 

You  should  promptly  prepare  a Narrative 
Summary  on  the  patient  for  the  information 
of  your  malpractice  carrier  and  its  attorney. 


It  is  advisable  to  commence  with  the  first 
treatment  of  the  patient,  although  if  there 
is  a lengthy  period  of  treatments  not  di- 
rectly concerned  in  the  suit,  it  can  be  cov- 
ered quickly  but  there  should  be  a detailed 
statement  of  treatment  and  problems  in- 
volved in  the  suit.  Copies  of  Office  Notes 
and  Hospital  Charts,  where  available,  and 
other  data  should  be  attached  to  your  Nar- 
rative Summary. 

If  a doctor  has  not  been  guilty  of  mal- 
practice, a suit  against  him  should  be  vigor- 
ously defended  even  though  it  might  be 
settled  for  less  than  the  cost  of  defense  since 
nuisance  settlements  tend  to  breed  later 
claims.  On  the  other  hand,  if  a doctor  has 
made  a mistake,  it  should  be  readily 
acknowledged  and  prompt  efforts  should  be 
made  to  settle  the  claim  or  suit  as  quickly 
and  as  quietly  as  possible. 

Your  initial  report  to  your  insurance  car- 
rier is  confidential;  but  once  an  attorney  has 
been  employed  to  handle  the  case,  it  is 
recommended  that  you  thereafter  address 
all  correspondence  to  him,  leaving  it  to  him 
to  give  your  insurance  carrier  copies.  Ex- 
changes between  attorney  and  client  are 
almost  always  confidential.  Hence,  your  re- 
port to  your  insurance  carrier  and  your 
correspondence  with  your  attorney  should 
be  kept  in  a separate  envelope  from  your 
Office  Notes  which  are  usually  demanded 
for  inspection  at  the  time  a discovery 
deposition  is  taken  and  copies  are  usually 
exhibited  to  that  deposition. 

Occasionally  a physician  served  with  a 
suit  paper  will  sincerely  think  he  can  talk 
the  patient  and  the  patient’s  lawyer  out  of 
the  suit  and  he  will  attempt  to  arrange  a 
conference  for  that  purpose.  This  is  rarely 
successful,  if  ever.  On  the  contrary,  it  fre- 
quently helps  the  patient’s  case  by  educat- 
ing the  patient  and  his  attorney  and  by 
putting  the  patient  in  a position  to  quote 
alleged  admissions  against  interest  which 
often  are  based  on  a misinterpretation  of 
what  the  doctor  said  and  meant,  but  can 
sometimes  be  disastrous  to  the  defense  of 
the  case.  Once  you  are  sued,  you  should 
adopt  a hands  off  attitude  with  the  patient 
and  the  patient’s  attorney  insofar  as  the 
case  is  concerned,  and  you  should  deal  with 
them  only  through  your  attorney.  This 
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does  not  mean  you  must  necessarily  refuse 
to  treat  the  patient  later  on  if  he  wishes  to 
return  to  you,  for  you  can  prove  in  the  trial 
of  a case  that  the  patient  has  not  lost  con- 
fidence in  you  but  has  in  fact  returned  for 
later  treatment.  However,  whether  to  treat 
a patient  later  on  is  a matter  to  be  con- 
sidered and  discussed  with  your  lawyer  in 
each  individual  case.  The  main  thing  is  to 
be  careful  to  avoid  discussing  that  particu- 
lar case  and  especially  to  be  careful  to 
avoid  any  statement  which  might  be  con- 
strued as  an  admission  against  interest,  by 
which  I mean,  a confession  of  malpractice. 

Obviously,  you  must  cooperate  with  your 
attorney,  educating  him  on  the  facts  of  the 
case  and  on  the  medical  problems  involved: 
furnishing  him  with  medical  texts  and  ar- 
ticles which  you  might  think  will  be  help- 
ful; giving  him  the  names  of  witnesses  who 
may  be  nurses,  technicians,  other  doctors  or 
the  like;  assisting  him  in  selecting  and  ar- 
ranging for  expert  medical  witnesses. 

Ordinarily,  between  the  time  suit  is  filed 
and  the  time  the  case  goes  to  trial,  the  op- 
posing attorney  will  take  a discovery  depo- 
sition from  you.  As  the  name  implies,  the 
purpose  is  to  discover  in  advance  what  you 
will  say  on  the  witness  stand  in  the  trial. 


In  giving  a discovery  deposition  you  should 
be  completely  factual,  you  should  answer 
questions  adequately  but  without  volunteer- 
ing additional  information  not  called  for 
and  you  should  avoid  opinions  unless  di- 
rectly called  for  by  a question.  The  dis- 
covery deposition  so  taken  from  you  can 
be  used  against  you  in  two  ways  at  the 
trial.  It  may  be  used  as  part  of  the  plaintiff’s 
proof  to  bolster  up  the  case  the  plaintiff  is 
attempting  to  make  out  against  you.  Later 
during  the  defendant’s  proof,  if  your  testi- 
mony on  the  stand  differs  from  what  was 
said  in  your  discovery  deposition,  the  op- 
posing attorney  will  use  it  to  impeach  or 
contradict  you.  If  you  have  withheld  ma- 
terial facts  in  giving  your  discovery  deposi- 
tion, you  may  be  prevented  by  the  judge 
from  testifying  as  to  those  facts  during  the 
trial. 

Some  and  perhaps  most  doctors  are  “ter- 
ribly shook  up”  when  they  are  sued.  It  is 
impossible  for  a doctor  to  avoid  some  feel- 
ing of  resentment  and  some  degree  of  emo- 
tional reaction,  but  do  not  let  it  upset  you 
unduly.  It  is  a growing  and  popular  field  of 
litigation  and  you  will  be  extremely  for- 
tunate if  your  turn  does  not  eventually 
come. 


The  Importance  and  Technique  of  Keeping 
Proper  Medical  and  Surgical  Records 

RALPH  W.  FARMER,  Memphis,  Tenn. 


Assuming  your  technique  in  performing 
surgery  on  a patient  is  good  and  you  have 
avoided  the  pitfalls  such  as  operating  on  the 
wrong  patient,  as  mentioned  by  Mr.  Thoma- 
son, then  you  have,  in  the  event  of  a medical 
malpractice  claim  against  you,  avoided  only 
the  first  hurdle  or  gone  only  the  first  mile. 
Almost  as  significant  as  the  surgical  tech- 
nique in  the  defense  of  a medical  malprac- 
tice case  is  the  preparation  and  maintenance 


*Read  at  the  Annual  Meeting  of  the  Tennessee 
Medical  Association,  a Symposium  on  Profes- 
sional Liability,  April  11,  1970,  Memphis,  Tenn. 


of  accurate  and  thorough  medical  charts  and 
office  records.  Those  of  us  who  try  cases  in 
the  medical  malpractice  field  have  found 
that  on  occasions,  Good  Surgery  and  Poor 
Records  May  Equal  Liability. 

The  standard  lament  I hear  from  doctors 
during  my  first  interview  and  after  a review 
of  their  office  records  and  hospital  charts  is: 
“If  I had  only  known  I was  going  to  be  sued 
I would  not  have  put  this  in  the  record,”  or 
“If  I had  only  known  I was  going  to  be  sued 
I would  have  put  these  details  in  the 
record.” 
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These  laments  clearly  indicate  that  many 
doctors  do  not  have  a thorough  understand- 
ing of  exactly  how  critical  records  can  be  in 
the  event  a claim  is  made  against  them  by 
a patient.  I suspect  that  one  of  the  reasons 
physicians  do  not  understand  the  critical 
importance  of  record-keeping  technique  is 
the  philosophical  difference  between  the 
backgrounds  of  a physician  and  an  attorney. 
The  law  is  in  a large  measure  profoundly 
concerned  with  the  “written  word.”  Law- 
yers in  their  day-to-day  practice  are  gen- 
erally concerned  with  the  meanings  of 
words  and  their  construction  in  contracts, 
statutes,  ordinances,  wills  and  records.  Med- 
icine, however,  is  the  science  of  caring  for 
the  ailments  of  the  human  body.  Doctors 
are  concerned  with  treatment  of  a patient’s 
malady  and  often  give  little  attention  to  the 
details  of  record  preparation.  However, 
when  a doctor  gets  to  the  courthouse,  he 
finds  that  the  Judge,  usually  a former  at- 
torney, is  quite  concerned  also  with  the 
details  of  records  and  the  meaning,  con- 
struction and  interpretation  of  various  lan- 
guage contained  therein.  Equally  true  in 
many  instances,  the  background  of  the  jury 
is  such  that  the  delicate  questions  of  judg- 
ment involved  in  treating  a patient  escape 
them,  but  they  manifest  considerable  in- 
terest and  attention  to  the  contents  of  the 
records  and  medical  charts.  The  words  in 
the  records  and  charts  are  more  respected 
by  a jury  than  the  delicate  details  of  com- 
plicated surgical  technique  or  preoperative 
examinations. 

Accordingly,  “words”  and  thus  “records” 
receive  in  most  malpractice  cases  an  ex- 
traordinary amount  of  attention  at  the  trial. 
Thus,  I am  unable  to  accede  to  the  request 
I often  receive  from  my  client:  “Forget  the 
records,  just  let  me  get  on  that  witness 
stand  and  tell  the  jury  exactly  what  oc- 
curred,” or  “Let  me  get  on  the  witness 
stand  and  tell  the  jury  what  this  case  is  all 
about.”  The  reason  I cannot  accede  to  this 
request  is  that  the  records  are  in  such  poor 
shape  that  if  I put  the  doctor  on  the  witness 
stand  without  preparing  him  to  handle 
questions  regarding  discrepancies  in  his 
records,  he  would  be  literally  torn  to  pieces 
by  adversary  counsel  who  has  carefully  re- 
viewed and  indexed  the  records. 


Poor  medical  records  are  like  a kaleido- 
scope. As  you  know,  in  most  malpractice 
cases  the  patient  must  present  expert  testi- 
mony to  the  effect  that  the  physician  de- 
viated from  standard  accepted  practice  fol- 
lowed by  other  physicians  in  good  standing, 
and  in  like  specialty  in  the  community.  If 
the  records  are  in  poor  shape  and  contain 
numerous  errors  and  discrepancies,  adverse 
experts  can  easily  give  interpretations  to 
such  records  which  result  in  an  entirely 
different  presentation  of  the  facts.  Of 
course,  when  the  facts  are  interpreted  in 
such  a manner,  an  adverse  expert  can  often 
justifiably  cast  the  physician’s  treatment  of 
the  patient  in  a poor  light  and  may  even 
testify  that  the  physician  deviated  from 
standard  accepted  practice. 

Thus,  the  importance  of  keeping  proper 
medical  and  surgical  records  should  be  ob- 
vious. The  technique,  however,  of  keeping 
proper  surgical  and  medical  records  is  not 
as  easily  outlined.  Doctors  are  busy  treat- 
ing the  patient’s  ailments;  thus  there  is  a 
considerable  practical  problem  of  expend- 
ing the  necessary  time  to  prepare  proper 
and  accurate  records  and  charts. 

How  complete  should  medical  records  be? 
These  are  all  difficult  questions  and  I feel 
most  attorneys  will  advise  you  that  there 
is  no  “sure-fire”  technique  and  no  technique 
that  can  be  outlined  in  three  simple  steps. 
Technique  for  preparing  proper  medical 
records  is  like  the  practice  of  medicine:  an 
art,  an  inexact  science,  and  thus  simply  a 
question  of  “Judgment.”  What  to  write — 
When  to  stop  writing — How  much  is  too 
much — How  much  is  too  little — What  de- 
tails should  be  placed  in  the  record — What 
details  should  be  omitted  from  the  record. 
All  of  these  are  questions  of  judgment  and, 
unless  your  attorney  follows  you  around 
during  the  course  of  your  office  practice  and 
visits  with  the  patients  in  the  hospital,  you 
are  going  to  have  to  rely  on  your  judgment 
for  the  answers  to  these  questions. 

Perhaps  a few  general  comments  regard- 
ing records  would  be  appropo. 

Few  physicians  realize  the  law  gives  a 
patient  a proprietary  or  property  right  in 
the  records  whether  they  be  office  or  hos- 
pital records.  Of  course,  the  records  are 
owned  by  the  physician  or  the  hospital;  but 
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our  law  provides  that  the  patient  has  an  ab- 
solute right  to  a copy  of  the  records  upon 
proper  request.  Thus,  a physician  should 
never  feel  confident  that  any  remarks  he 
makes  in  the  record  will  never  be  viewed 
by  eyes  other  than  his  own.  Secondly, 
every  doctor  must  now  realize  that  in  this 
age  every  patient  is  a potential  litigant. 
Statistics  today  indicate  that  one  of  every 
6 doctors  will  be  sued  during  his  profes- 
sional career.  No  matter  how  well  you 
know  a patient  or  how  impressed  he  may 
seem  with  your  treatment,  you  should  never 
“lower  your  guard”  because  the  patient  may 
turn  at  any  time  and  attack.  Thirdly,  as  I 
previously  indicated,  a physician  constantly 
must  keep  in  mind  that  the  accuracy  and 
completeness  of  the  records  can  be  just  as 
important  as  good  medical  procedure  or 
surgical  technique.  He  should  devote  as 
much  thought  to  the  preparation  of  the 
records  as  he  does  to  the  surgery  or  treat- 
ment performed  for  the  patient.  Finally,  it 
is  important  that  the  physician  devote  his 
attention  to  preparation  of  the  records  and 
take  the  time,  while  the  facts  are  still  fresh 
in  his  mind,  to  prepare  the  records.  Don’t 
let  the  chart  get  cold  and  then  have  to  re- 
construct in  your  mind  what  the  facts  are. 
Prepare  the  charts  and  office  records  as 
soon  as  possible  after  seeing  the  patient. 
Doctor,  simply  take  time  to  prepare  these 
records  and  chalk  it  up  to  “the  cost  of  doing 
business”  and  take  this  into  consideration 
in  establishing  your  fees. 

It  also  may  be  helpful  to  refer  to  some 
specific  and  particularly  troublesome  area 
in  connection  with  hospital  charts.  In  most 
hospital  charts  the  first  page  is  often  called 
the  Admission  or  Summary  sheet.  This  is 
usually  a printed  form  and  provides  space 
for  the  physician  to  set  forth  the  “Provi- 
sional Diagnosis,”  “Working  or  Final 
Diagnosis,”  “Operations  or  Special  Proced- 
ures.” Obviously,  in  most  instances  phy- 
sicians will  briefly  set  forth  the  salient  facts 
and  fill  in  the  blanks.  It  should  be  noted 
that  a doctor  should  not  be  intimidated  by 
the  blanks  or  the  lines  provided  for  such 
information  but  should  feel  free  to  consume 
as  much  room  as  is  necessary  in  his  judg- 
ment to  adequately  set  forth  the  informa- 
tion requested. 


In  most  hospital  charts  the  next  form  will 
be  Physical  Examination  and  History.  Often 
the  information  supplied  on  the  Physical 
Examination  and  History  is  obtained  by  an 
“extern,”  “intern”  or  “resident.”  In  some 
instances  the  history  taker  will  even  set 
forth  his  impression.  This  form  most  often 
contains  errors  and  omissions.  Impressions 
also  are  dangerous.  Many  doctors  make  a 
practice  of  simply  signing  the  Physical  Ex- 
amination and  History  without  fully  exam- 
ining and  reading  every  detail  thereon. 

It  is  important  that  you  carefully  proof 
read  every  Physical  Examination  and  His- 
tory before  you  sign  it.  You  often  may  find 
the  patient  has  given  the  history  taker  in- 
formation he  did  not  give  you  in  the  office 
before  admission  to  the  hospital,  or  even 
that  some  of  the  information  he  gave  you  in 
the  office  is  now  entirely  different  from  that 
set  forth  in  the  history  taken  by  hospital 
personnel.  In  the  exigencies  of  admission  to 
the  hospital  and  impending  surgery,  the 
patient  often  is  more  truthful  than  in  the 
office;  more  reflective  and  more  aware  of 
the  fact  that  the  information  he  may  give 
will  directly  affect  his  future  wellbeing. 
Impending  surgery  is  often  “truth  serum.” 

The  Consultant’s  Sheet  is  often  a trap. 
The  attending  physician  will  call  in  a con- 
sultant, usually  a specialist,  to  request  his 
judgment  on  a particular  aspect  of  the 
patient’s  treatment.  The  Consultant’s  Sheet 
often  provides  only  a few  lines  for  the  con- 
sulting physician  to  set  forth  with  complete 
accuracy  and  detail  his  examination,  find- 
ings and  recommendations  regarding  furth- 
er treatment  of  the  patient.  I am  not  advo- 
cating that  the  consulting  physician  write 
up  a 5-page  report  to  be  attached  to  the 
hospital  record  but  that  the  consulting 
physician  use  whatever  paper  is  necessary 
to  completely  and  fully  set  forth  the  de- 
tails of  his  involvement  with  the  patient. 
Failing  to  do  so  may  cause  you  later  to 
find  yourself  haunted  by  the  very  brief  and 
cryptic  comments  that  you  set  forth  on  the 
Consultant’s  Sheet  at  a very  critical  point  in 
the  patient’s  treatment. 

The  Laboratory  Reports  and  X-Ray  Re- 
ports should  be  carefully  examined  by  the 
treating  physician.  Once  in  a while  one 
finds  a variance  between  the  actual  result 
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of  a laboratory  test  or  x-ray  interpretation 
and  the  report  itself  as  finally  attached  to 
the  record.  There  are  some  specialists,  such 
as  orthopedists  and  urologists,  who  often 
make  their  own  x-ray  examination.  Later 
the  x-ray  is  read  by  a hospital  radiologist 
and  the  official  report  is  prepared.  Remem- 
ber the  radiologist  can  make  an  error  in 
interpreting  the  x-ray  and  the  radiologist’s 
official  report  can  be  at  variance  from  what 
you  actually  saw  in  the  film  at  the  time  you 
examined  it. 

The  Order  Sheets  obviously  are  impor- 
tant. If  you  phone  orders  to  the  nurse  for 
entry  onto  the  Order  Sheet,  be  sure  that 
when  you  next  make  rounds  you  carefully 
check  to  see  that  the  nurse  entered  the 
orders  you  gave  her  and  that  they  are  prop- 
erly dated  and  substantiated  as  to  the  time 
the  orders  were  given.  There  is  a tendency 
on  the  part  of  physicians  to  simply  “coun- 
tersign” orders  written  by  the  nurse  with- 
out carefully  checking  them. 

The  Progress  Record  is  a record  that  is 
exclusively  the  physician’s.  The  physician 
should  write  sufficient  information  to  sub- 
stantiate his  judgment  in  giving  orders  to 
set  forth  on  the  Order  Sheet.  The  Progress 
Record  should  reflect  the  physician’s  judg- 
ment and  thoughts  regarding  the  treatment 
and  regimen  to  be  carried  out  on  every 
patient.  All  changes  in  the  patient’s  condi- 
tion should  be  recorded  on  the  Progress 
Record.  Any  unusual  occurrence  or  activity 
should  be  recorded  also.  If  the  patient 
does  not  follow  the  physician’s  orders,  this 
should  be  recorded  on  the  Progress  Record. 
If  the  family  interferes  in  any  way  with 
the  patient’s  treatment,  it  should  be  re- 
corded on  the  record. 

I have  stated  that  Progress  Records  are 
exclusively  yours;  this  is  the  rule,  but  as  in 
everything  else  there  is  always  an  excep- 
tion to  the  rule.  Perhaps  I can  illustrate 
this  by  referring  to  a recent  case  that  has 
now  been  determined — an  obstetrical  case 
in  which  the  patient  was  admitted  for  de- 
livery. The  physician  called  the  nurse  and 
requested  that  the  standard  printed  Obstet- 
rical Orders  be  attached  to  the  chart.  This 
was  done.  The  standard  printed  orders  con- 
tained an  order  for  Sparine,  50  mg.  IM  if 
needed.  After  the  physician  arrived  at  the 


hospital  the  patient  was  given  50  mg.  of 
Sparine  intramuscularly.  After  delivery  the 
patient  developed  a wrist  drop  and  it  was 
determined  by  a neurosurgeon  that  there 
had  been  radial  nerve  damage  as  a result  of 
the  intramuscular  injection  of  Sparine  in 
the  right  arm.  The  patient  sued  the  hospital 
and  the  physician.  The  nurse  on  duty  at 
the  time  claimed  she  did  not  give  the  in- 
jection but  that  the  doctor  did.  The  physi- 
cian denied  giving  the  injection  and  stated 
that  he  did  not  know  who  gave  the  injec- 
tion. The  patient  was  unable  to  state  who 
gave  her  the  injection  because  she  was 
unconscious  at  the  time  it  was  given.  When 
the  records  were  examined  there  appeared 
on  the  Progress  Record  an  entry  “Sparine, 
50  mg.  IM”  given  ‘per’  Dr.  X,”  and  was 
signed  by  the  nurse  and  countersigned  by 
Dr.  X.  There  was  no  entry  in  the  Phy- 
sician’s Orders  directing  an  injection  of 
Sparine  other  than  that  appearing  on  the 
printed  order  form.  The  nurse  testified  that 
she  in  fact  saw  the  physician  give  the  in- 
jection. The  physician  testified  that  doctors 
never  give  injections.  The  nurse  said  that 
was  a fact  and  that  was  the  reason  she  felt 
it  was  so  peculiar  and  made  an  entry  in  the 
Progress  Record  to  that  effect.  The  nurse 
further  stated  that  in  her  vernacular  the 
word  “per”  meant  “by,”  and  the  physician 
testified  that  to  him  the  word  “per”  meant 
“through  the  orders  of.”  The  physician  also 
testified  that  he  did  not  order  the  injection 
of  Sparine  at  that  time  and  that  if  he  had, 
he  would  have  made  an  entry  on  the  phy- 
sician’s orders  other  than  that  set  forth  in 
the  printed  order  sheet.  The  nurse  answered 
by  stating,  “That’s  exactly  right;  the  phy- 
sician didn’t  order  it,  he  gave  it.  He  didn’t 
write  any  orders.”  Who  gave  the  injection? 
Everybody  knew  it  was  not  good  practice 
to  give  an  injection  at  a site  which  would 
result  in  radial  nerve  damage.  The  doctor 
won  the  case,  not  on  the  question  of  who 
gave  the  injection  but  on  the  question  of 
statute  of  limitations  after  a long  trial. 
However,  the  case  points  up  the  fact  that 
the  jury  could  have  believed  either  party. 
The  doctor  was  exposed  to  a serious  liability 
because  he  did  not  check  the  Progress 
Record;  he  allowed  the  nurse  to  make  en- 
tries in  the  Progress  Record  and  then 
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simply  countersigned  it  without  correcting 
an  erroneous  entry  by  a nurse  on  a record 
that  should  be  exclusively  that  of  the  phy- 
sician. 

The  next  records  of  importance  are  the 
Operative  Record  and  the  Anesthetic  Chart. 
It  has  been  my  experience  that  most  Opera- 
tive Records  are  usually  in  good  order. 
Most  modern  hospitals  have  electronic  dic- 
tating equipment  and  the  physicians  gener- 
ally make  use  of  it  to  dictate  their  operative 
reports.  However,  I have  noticed  that  as 
with  most  other  clerical  activities  there  are 
instances  where  there  will  be  clerical  errors 
in  the  typed  reports.  Thus,  the  physician 
should  carefully  review  the  typed  Operative 
Report  to  insure  that  it  is  in  correct  form 
before  signing  it.  If  there  are  misspelled 
words,  errors  or  omissions,  these  should  be 
corrected  at  the  time.  The  act  of  signing 
the  operative  record  should  not  be  consid- 
ered a perfunctory  one. 

The  Anesthetic  Chart  provides  a wealth 
of  information  regarding  the  operative  pro- 
cedure that  is  not  contained  in  the  Opera- 
tive Record.  The  physician  has  little,  if 
anything,  to  do  with  preparation  of  the 
Anesthetic  Chart  since  it  is  of  course  the 
responsibility  of  the  nurse-anesthetist  or 
the  anesthesiologist.  However,  it  is  good 
practice  for  the  physician  to  at  least  review 
the  anesthetic  record.  If  he  finds  that  the 
anesthetist  or  the  anesthesiologist  habitual- 
ly is  a sloppy  record-keeper,  he  may  find  it 
advisable  to  admonish  her  and/or  to  use 
other  anesthesiologists. 

One  of  the  most  difficult  areas  in  hospital 
record-keeping  is  that  of  the  Nurse’s  Notes. 
This  is  the  exclusive  domain  of  the  nurse. 
However,  the  physician  should  carefully 
examine  the  Nurse’s  Notes  since  they  often 
are  a source  of  important  information  and 
sometimes  gross  errors.  Nurses  have  a 
tendency  to  become  emotionally  involved 
with  patients  and  their  notes  in  many  in- 
stances are  colored  by  that  emotional  in- 
volvement. Of  course,  as  the  nurse  records 
facts  regarding  a patient’s  condition  which 
are  significant  with  respect  to  his  treatment, 
the  physician  should  follow  this  up  with 
some  entry  in  the  Progress  Report.  If  the 
physician  finds  that  the  nurses  are  not  fol- 
lowing his  instructions  explicitly,  he  should 


record  it  in  the  Progress  Record  and  ad- 
monish the  nurses  accordingly. 

After  a patient  sues  a hospital  and  a phy- 
sician there  may  be  a parting  of  the  ways 
between  the  hospital  personnel  and  the 
physician,  and  a record  entry  of  dereliction 
on  the  part  of  the  nursing  personnel  may 
give  the  physician  some  comfort  in  sub- 
stantiating his  position.  If  the  nurses  are 
not  following  orders  set  forth  on  the  order 
sheet,  it  is  good  procedure  to  re-record  the 
orders  and  emphasize  that  they  are  to  be 
followed  explicitly. 

Nurses  also  have  a tendency  to  make 
diagnoses.  Entries  have  been  found  where- 
in the  nurse  recorded  “the  patient  has  an 
unligated  post-op  bleeder”  or  that  a patient 
is  “suffering  a headache  from  a previous 
myelography  procedure,”  or  that  a patient 
has  experienced  an  “x-ray  burn.”  Nurses 
should  record  the  facts  and  not  attempt  to 
diagnose  the  cause  of  the  findings.  It  is  the 
physician’s  job  to  make  the  diagnosis  and 
determine  the  cause  of  the  findings. 

The  Discharge  Summary  is  considered  by 
some  to  be  one  of  the  most  important  rec- 
ords in  the  entire  Hospital  Chart.  It  is  the 
practice  in  most  metropolitan  areas  in  large 
hospitals  to  use  electronic  dictating  equip- 
ment to  dictate  in  detail  the  Discharge 
Summary.  It  is  the  physician’s  opportunity 
to  pull  the  whole  case  together  “after  the 
fact.”  Here  the  physician  can  illustrate  and 
point  out  the  complexity  of  the  patient’s 
medical  problems,  the  fine  points  of  the  dif- 
ferential diagnoses,  the  necessity  and  rea- 
sons for  the  examination  and  the  diagnostic 
procedures  performed,  and  to  medically 
demonstrate  the  exercise  of  his  medical 
judgment  on  the  medical  questions  in- 
volved. It  provides  the  physician  with  an 
opportunity  to  set  forth  the  chronology  of 
the  patient’s  treatment  and  the  patient’s 
response  in  regard  thereto.  A good  Dis- 
charge Summary  takes  time  to  prepare  and 
necessitates  reflection  and  careful  consid- 
eration by  the  physician.  As  pointed  out 
earlier,  it  is  necessary  for  the  physician  to 
take  time  to  properly  prepare  the  records 
and  he  must  consider  his  time  in  record 
keeping  in  determining  his  fees  and  his 
cost  of  doing  business. 

In  conclusion,  it  might  be  interesting  to 
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look  to  the  future  with  respect  to  the  prep- 
aration of  records.  The  age  of  the  computer 
has  arrived.  At  the  Mayo  Clinic  or  some 
other  large  metropolitan  hospital  such  as 
Cleveland  Metropolitan  General  Hospital, 
computerization  has  occurred.  These  in- 
stitutions are  already  employing  a video 
screen  and  a “light-pan”  for  use  in  record- 
ing and  retrieval  of  a patient’s  historical 
and  physical  data.  Medidata  Sciences,  Inc., 
and  others  in  this  field  have  already  per- 
fected and  installed  other  systems  employ- 
ing computers.  In  some  instances  the  pa- 
tient sits  in  an  automated  console  and 
punches  keys.  The  computer  asks  questions 
regarding  the  patient’s  historical  and  phys- 
ical data  and  records  the  answers.  The 


“print-outs”  of  the  answers  are  automati- 
cally dispatched  to  the  physician’s  office  and 
to  the  hospital  record  room.  The  computer 
in  this  system  will  even  “prompt”  the  phy- 
sician by  printing  out  the  significance  of 
the  patient’s  response  from  a medical 
standpoint.  The  question  therefore  arises: 
What  is  going  to  happen  when  the  com- 
puter obtains,  records  or  prints  out  the 
wrong  data?  Hopefully,  our  moderator,  Mr. 
Chew,  does  not  have  International  Business 
Machines  insured  by  his  company.  I sus- 
pect the  attorneys  who  customarily  repre- 
sent patients  in  cases  of  this  sort  are  going 
to  find  it  expedient  to  joint  a new  defendant 
in  the  medical  malpractice  case — that  is,  the 
computer  manufacturer  or  programmer. 


Surgical  Hazards  from  a Legal  Standpoint 

JOHN  THOMASON,  Memphis,  Tenn. 


The  title,  “Surgical  Hazards  from  a Legal 
Standpoint,”  in  the  context  of  the  other 
talks  being  delivered  today,  might  be  para- 
phrased “Legal  Pitfalls  Peculiar  to  Sur- 
gery.” 

Surgery,  by  its  very  nature,  occasions  in- 
cidents which  frequently  are  the  basis  of 
litigation.  In  a sense,  surgery  is  a violation 
of  a basic  human  right — the  right  of  a per- 
son to  be  protected  from  contact  or  harm 
by  another. 

The  law  protects  a person  from  unwanted 
contacts.  Every  person  has  a right  to  de- 
mand that  every  other  person  keep  his 
hands  to  himself.  Of  course,  a person  may 
waive  his  right  to  individual  integrity  by 
consenting  to  an  assault — in  which  event 
by  the  consent  there  is  no  assault.  To  one 
who  consents,  no  wrong  is  done.  In  law, 
one  may  consent  to  surgery  and  the  surgeon 
is  not  liable  for  assault  for  lacerating  the 
body  nor  is  he  liable  for  removal  of  an 
organ  from  the  person’s  body  operated 
upon.  But,  permission  to  perform  surgery 
and  the  extent  of  surgery  is  limited  by  the 

*Read  at  the  Annual  Meeting  of  the  Tennessee 
Medical  Association,  a Symposium  on  Profes- 
sional Liability,  April  11,  1970,  Memphis,  Tenn. 


terms  of  the  consent. 

Perhaps  that  doctrine — that  surgery  is 
limited  by  the  terms  of  the  consent — is  not 
one  which  is  looked  upon  with  favor  by 
surgeons.  Perhaps  the  concept  is  antagonis- 
tic to  the  practice  of  the  best  form  of 
medicine.  Perhaps  so — but  that  is  the  law. 

It  should  be  borne  in  mind  that  the  law 
does  not  necessarily  put  good  medical  prac- 
tice ahead  of  other  considerations.  The  law 
first  protects  the  rights  of  the  individual. 
Although  it  may  effectually  promote  good 
medical  practice,  it  should  be  remembered 
that  the  law  does  not  necessarily  seek  to 
promote  the  best  practice  of  medicine,  nor 
does  it  necessarily  seek  to  insulate  the  phy- 
sician from  inconvenience,  nor  does  it 
necessarily  seek  to  protect  the  surgeon  from 
justifying  his  assault.  That  is  up  to  the 
surgeon. 

Perhaps  it  would  be  of  interest  to  analyze 
the  most  dangerous  legal  pitfalls  for  the 
surgeon,  and  to  elaborate  to  some  extent 
on  what  can  be  done  to  avoid  or  prevent 
them. 

The  leaving  of  a foreign  body  inside  a 
surgical  area  is  probably  the  most  common 
basis  of  litigation  resulting  from  surgery. 
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Assault  and  battery,  that  is,  performing 
surgery  outside  the  bounds  of  the  permis- 
sion or  consent  granted  is  also  a frequent 
basis  for  suit  against  the  surgeon.  Such 
cases  as  the  removal  of  the  tubes  and 
ovaries  when  permission  for  the  removal 
of  the  uterus  only  has  been  obtained,  or  the 
removal  of  an  appendix  when  that  was  not 
the  principal  purpose  of  the  operation,  may 
result  in  a suit  for  assault  and  battery. 
Even  if  the  surgeon  has  obtained  consent  to 
perform  the  particular  operation  involved, 
the  patient  may  claim  that  the  surgeon  did 
not  furnish  sufficient  factual  information 
for  the  patient  to  make  a valid  judgment 
on  the  subject  or  give  “an  informed  con- 
sent.” 

Unnecessary  surgery  also  may  be  the 
basis  for  litigation.  By  this,  it  is  not  meant 
the  uncalled  for  surgical  procedure  pre- 
scribed and  carried  out  by  a physician 
greedy  for  a fee,  but  rather  the  surgery  per- 
formed in  good  faith  upon  something  less 
than  a complete  history,  physical,  or  clinical 
examination.  An  example  would  be  the 
operation  to  correct  a hernia  based  upon  a 
diagnosis  of  hernia  made  by  the  referring 
physician  rather  than  upon  an  independent 
examination  and  the  exercise  of  a surgeon’s 
judgment. 

Another  category  which  is  being  sub- 
jected to  changing  concepts  is  the  responsi- 
bility of  the  surgeon  for  the  acts  of  others. 
The  “Captain  of  the  Ship”  doctrine  has  long 
made  the  surgeon  liable  for  any  negligent 
act  that  occurs  in  the  operating  room.  It 
is  upon  this  basis  that  the  surgeon  becomes 
liable  when  a nurse  makes  an  erroneous 
sponge  count  or  when  an  attendant  reposi- 
tions the  operating  table  resulting  in  a mu- 
tilation of  some  extremity  of  the  patient. 
However,  changes  are  occurring  in  this 
doctrine,  and  the  trend  would  indicate  that 
surgeons  in  the  future  may  be  liable  only 
for  the  medical  functions  performed  by  per- 
sonnel other  than  themselves  in  the  operat- 
ing room,  and  that  their  regular  employer, 
for  example  the  hospital,  more  likely  will 
be  the  liable  party  when  an  error  is  per- 
formed in  administrative  functions. 

Another  apparently  unlikely  category  of 
surgical  injury,  but  one  which  is  not  so 
infrequent  as  one  might  suspect,  is  liability 


for  the  performance  of  an  operation  upon 
the  wrong  patient. 

After  a review  of  these  areas  of  liability, 
the  question  naturally  arises:  “What  can 
be  done  to  avoid  these  areas  of  legal  lia- 
bility?” 

With  regard  to  the  foreign  body  cases, 
about  all  that  can  be  offered  is  an  injunc- 
tion to  be  careful,  develop  new  procedures, 
and  insist  upon  better  training  for  medical 
personnel  who  are  in  fact  in  charge  of 
counting  sponges  and  keeping  up  with 
surgical  tools  and  equipment.  Although  in 
some  unusual  situations  the  surgeon  may 
escape  liability  for  leaving  a foreign  body 
in  a surgical  area  (for  example,  where  an 
emergency  situation  requires  that  the  in- 
cision be  closed  at  once) , nonetheless  it  is 
suggested  that  the  surgeon  will  remain 
tantamount  to  an  insuror  in  this  situation 
and  will  be  liable  and  required  to  respond 
in  damages  in  the  foreign  body  case. 

To  avoid  liability  for  assault  and  battery 
for  performing  surgery  outside  the  scope 
of  the  consent  given,  the  surgeon  should 
devote  sufficient  time  for  a full  discussion 
with  the  patient  regarding  the  surgery 
prior  to  the  operation  itself.  It  will  be 
necessary  for  the  surgeon  to  take  the  neces- 
sary time  to  reasonably  explain  the  im- 
portant hazards  involved  and  to  disclose 
such  risks  as  good  medicine  requires  him 
to  disclose.  It  is  not  necessary  that  the  sur- 
geon advise  as  to  every  conceivable  compli- 
cation, but  he  should  exercise  reasonable 
judgment  in  advising  the  patient  of  the 
hazards  that  the  patient  undertakes  by 
agreeing  that  the  surgery  be  performed  on 
him.  Should  an  unforeseen  complication 
occur  during  the  operation,  when  it  is  im- 
possible to  obtain  consent  to  proceed,  the 
surgeon  will  simply  have  to  use  his  best 
judgment  and  hope  to  be  vindicated  by  the 
result. 

To  avoid  liability  for  performing  un- 
necessary surgery,  the  surgeon  should  check 
the  diagnosis  of  the  referring  physician  and 
be  sure  that  he  is  using  his  own  judgment 
rather  than  substituting  the  judgment  of 
someone  else  for  his  own. 

As  previously  mentioned,  the  law  seems 
to  be  changing  with  regard  to  the  surgeon’s 
liability  for  the  acts  of  others.  It  may  be 
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that  future  cases  will  further  limit  this  face  of  a problem  worth  a pound  of  expert 
concept  so  the  surgeon  will  become  liable  testimony  and  trial  preparation  in  the  event 
only  for  surgical  areas  and  will  not  become  suit  is  filed.  So,  as  one  final  injunction  and 
liable  for  such  functions  as  counting  recommendation  as  to  how  to  avoid  legal 
sponges,  cranking  operating  tables,  operat-  pitfalls,  the  surgeon  is  advised  to  refer  the 
ing  the  sterilization  machine,  etc.  matter  to  a specialist: — a lawyer  familiar 

Just  as  an  ounce  of  prevention  is  worth  with  the  unique  field  of  medical  malpractice 
a pound  of  cure  in  medicine,  so  is  a tele-  law  and  able  to  offer  sound  advice  and  as- 
phone  call  to  a lawyer  seeking  advice  in  the  sistance  in  a potential  malpractice  situation. 


LEONARD  WRIGHT  SANATORIUM 


BYHALIA,  MISSISSIPPI,  38611  TELEPHONE  A/C  601,  838-2162 
Leonard  D.  Wright,  Sr.,  B.S.,  M.D.,  Psychiatry 


• Established  in  1948 — specializing  in  the  treatment  of  ALCO- 
HOLISM and  DRUG  ADDICTIONS  with  a capacity  limited 
to  insure  individual  treatment. voluntary  admissions 


• Located  25  miles  S.E.  of  Memphis-Highway  78  on  20  acres 
of  beautifully  landscaped  grounds  sufficiently  removed  to 
provide  restful  surroundings. 


The  Sanatorium  is  approved  by  the  Commission  on  hospital 
care  in  the  State  of  Mississippi. 
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Necrotizing  Scleral  Degeneration 
Treated  With  a Graft  of 
Autogenous  Fascia  Lata* 

Jemison  Bowers,  M.D.,  and 
I.  Lee  Arnold,  M.D. 

Chattanooga,  Tennessee 

We  would  like  to  present  a case  report 
of  a scleral  degeneration: 

The  patient  was  a 74  year  old  white  woman 
who  presented  April  23rd,  1969  with  a one  week 
history  of  the  right  eye  being  red  and  swollen. 
She  had  been  seen  6 months  previously  with 
what  appeared  to  be  acute  conjunctivitis  of  the 
right  eye,  without  ulceration  that  was  treated 
with  a solution  of  sulfisoxazole  (Gantrisin).  She 
had  not  returned  thereafter. 

The  right  eye  had  a moderately  large  ulcer- 
ated area  in  the  inferior  temporal  sclera  of 
about  1 cm  size.  There  were  no  nodules.  The 
eye  was  moderately  painful.  The  corrected 
vision  was  20/30  and  the  tension  normal.  There 
were  no  signs  of  uveitis  or  of  fundal  lesions. 
X-rays  revealed  no  radioopaque  foreign  body. 
She  was  put  on  treatment  with  neosporin,  iso- 
ptocetamide,  and  hot  compresses.  The  second 
visit  a week  later  showed  no  objective  changes 
and  a culture  grew  Staphylococcus  epidermidis, 
coagulase  negative.  Ophthocort  ointment  was 
used  later. 

Since  the  ulceration  continued  to  enlarge,  she 
was  admitted  to  Erlanger  Hospital  June  1,  1969 
for  a general  medical  survey,  to  be  seen  by 
other  ophthalmologists,  and  for  conjunctival 
biopsy.  Examination  of  the  eye  now  showed  a 
large  1.5  cm  ulcer  with  a pearl  gray  base,  and 
a small  more  brown  “button”  toward  the  cornea. 
(Fig.  1.)  The  uvea  actually  was  not  exposed.  The 
conjunctiva  stopped  sharply  at  the  border  of  the 


Fig.  1 


*Read  at  the  meeting  of  the  Tennessee  Aca- 
demy of  Opthalmology  and  Otolaryngology, 
April  10,  1970,  Memphis,  Tenn. 


ulcer.  The  corrected  vision  was  20/40  and  J 6. 
There  was  no  cell  or  flare.  Tension  was  normal. 
The  lens  had  some  early  cataract  changes.  A 
conjunctival  biopsy  showed  only  acute  and 
chronic  inflammatory  changes.  Acid-fast  bac- 
terial stains  were  negative. 

Medical  evaluation  included  a vague  history 
of  a migratory  type  of  arthritis  with  swelling, 
redness  and  stiffness  of  the  shoulder,  elbows, 
wrist,  and  finger  joints  that  had  been  treated 
with  salicylates  and  phenylbutazone.  She  had 
been  placed  on  Sterazolidin  about  April  4th, 
1969. 

The  VDRL  and  tuberculosis  skin  test  were 
negative.  Chest  x-ray  showed  some  fibrosis. 
Blood  chemical  tests  were  normal  except  for  a 
slightly  elevated  BUN.  She  had  a weakly  posi- 
tive rheumatoid  arthritis  test.  No  L.E.  cells  were 
found.  The  serum  protein  electrophoresis  was 
normal.  The  medical  consultant  made  no  diag- 
nosis of  systemic  disease  other  than  degenerative 
joint  disease,  pulmonary  fibrosis  and  asthmatic 
bronchitis,  and  atherosclerotic  heart  disease. 

Treatment  of  the  eye  continued  with  anti- 
biotic and  steroid  ointment,  but  deterioration 
continued  with  enlargement  of  the  ulcer.  No 
uveal  ectasia  developed. 

On  June  26,  1969  autogenous  fascia  lata  was 
obtained  from  the  thigh  and  a section  was  fitted 
over  the  ulcerated  area  from  which  some  ne- 
crotic tissue  was  removed.  (Fig.  2.)  Cautery  was 
not  used.  The  graft  was  held  in  place  with  6-0 
silk  sutured  to  the  surrounding  episclera.  Con- 
junctiva was  brought  up  from  the  lower  fornix 
to  cover  the  inferior  part  of  the  graft.  Heavier 
4-0  silk  was  brought  over  the  graft  to  give  ad- 
ditional support.  Postoperatively  the  patient  was 
treated  with  Ophthocort. 


Fig.  2 


By  August  6th,  when  the  patient  was  last  seen 
in  Chattanooga,  the  graft  was  still  in  place  and 
seemed  to  be  viable  and  conjunctiva  had  cov- 
ered over  part  of  the  graft.  However,  a new 
area,  inferior  and  temporal  to  the  graft,  was 
beginning  to  appear  dark.  The  patient  continued 
to  complain  of  pain.  The  eye  was  only  slightly 
irritated. 

The  patient  was  seen  next  in  the  Johnson 
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City  Eye  Hospital  where  on  October  20,  the  eye 
was  enucleated.  The  eye  was  described  as  being 
a “deteriorating  eye,”  the  sclera  of  which  was 
“crumbly”  and  had  to  be  excised  piecemeal.  Al- 
most no  bulbar  conjunctiva  was  present  so  a 
standard  enucleation  closure  could  not  be  done. 

The  eye  was  sent  to  the  Kresge  Eye  Institute 
for  pathologic  study.  The  report  was  of  “pan- 
ophthalmitis.” Nothing  was  found  that  was  con- 
sidered indicative  of  necrotizing  scleritis  nor 
scleromalacia.  The  slides  from  Kresge  were  sent 
to  the  Armed  Forces  Institute  of  Pathology  for 
further  review.  There  it  was  initially  classed  as 
a severe  necrotizing  and  granulomatous  inflam- 
matory process  involving  all  tunics  of  the  eye. 
Further  stains  and  study  are  being  done. 

Discussion 

The  entity  of  necrotizing  inflammations 
of  the  sclera,  in  which  the  sclera  melts 
away  exposing  the  uvea,  was  first  defined 
by  Van  der  Hoeve  in  1931  as  scleromalacia 
perforans.  Van  der  Hoeve,1  in  1934,  and 
Franceschetti  and  Bischler,2  in  1950,  recog- 
nized two  forms.  One  to  be  called  sclero- 
malacia perforans , had  a quiet,  indolent, 
painless  clinical  course  with  progressive 
necrotic  sloughing  of  the  sclera.  Usually 
rheumatoid  arthritis  was  present.  Often 
lesions  were  bilateral  and  multiple,  and 
found  in  women  in  the  50  to  75  age  range. 

The  other  form  was  termed  necrotizing 
nodular  scleritis,  and  this  has  marked  in- 
flammation and  pain,  with  inflammatory 
nodule  formation  followed  by  necrosis. 
There  can  be  some  resolution  and  reactiva- 
tion. It  occurred  in  either  male  or  female  in 
the  50  to  75  age  group,  and  was  usually 
unilateral  with  random  distribution. 

This  patient  seems  not  to  fit  into  either 
group;  the  lesion  was  unilateral.  It  was  mild 
to  moderately  painful,  but  with  indolent 
inflammation.  No  nodules  were  found.  A 
vague  arthritis  was  present. 

Treatment  generally  has  been  unsatis- 
factory. Steroids  topically  and  systemically 
have  improved  some  instances  with  inflam- 
mation, but  none  have  healed  completely. 
Scleral  holes  have  not  closed.  In  fact,  pro- 
gression of  hole  formation  has  been  seen  to 
occur  with  steroids  in  some  cases.  A graft 
is  required  to  close  scleral  holes,  and  vari- 
ous types  of  tissue  such  as  preserved  sclera, 
autogenous  fascia  lata,  auricular  cartilage, 
conjunctiva,  and  buccal  mucosa  have  been 
used. 


It  is  of  great  interest  to  note  here  that  the 
patient  was  started  on  Sterazolidin  some  3 
weeks  before  presenting  with  a scleral 
ulcer.  Sterazolidin  is  a combination  of 
phenylbutazone  and  prednisone.  The  ob- 
vious question  is  whether  Sterazolidin  actu- 
ally augmented  the  ulcer  formation  in  this 
case. 

The  fascia  lata  graft  initially  seemed  to 
take  but  an  area  of  new  malacia  was  later 
noted  adjacent  to  the  graft.  The  eventual 
outcome  was  a disintegrating  eye  with  a 
generalized  necrosing  of  the  sclera,  with 
panophthalmitis  necessitating  its  removal. 

References 
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Discussion 

Norman  Sawyer,  M.D.,  (Johnson  City,  Tenn.) 

Limited  time  does  not  permit  much  more  than 
a summary  of  salient  clinical,  histologic,  and 
therapeutic  features  of  the  destructive  scleritis 
in  rheumatoid  arthritis. 

This  case  of  brawny  (gelatinous,  fleshy)  scle- 
ritis is  an  example  of  only  one  phase  of  a con- 
tinuous spectrum  of  violent  ocular  response  to 
systemic  collagenvascular  diseases  such  as  rheu- 
matoid arthritis,  with  which  it  is  most  often  as- 
sociated, periarteritis  nodosa,  giant  cell  granulo- 
matous vasculitis,  lupus  erythematosis,  etc. 
Sarcoid,  syphilitic,  tuberculous,  gouty,  and  other 
forms  of  disease  may  resemble  the  brawny  type 
of  oculopathy.  Perforating  scleritis  is  the  form 
most  usually  associated  with  rheumatoid  ar- 
thritis. 

The  scleritis  characteristically  develops  at  on- 
set or  sometime  after  one  of  these  diseases  is 
well  established,  but  occasionally  it  may  herald 
by  many  months  or  years  the  appearance  of  the 
systemic  autoimmune  stimulus. 

Despite  past  tendencies  to  over-classify  this 
scleritis,  a satisfactory  term  for  all  forms  is 
necrogranulomatous  scleritis,  whether  the  sclera 
be  diffusely  and  widely  thickened  (brawny)  or 
full  of  filmy  holes  filled  with  alarmingly  bulging 
uveal  tissue  and  necrotic  material  (scleromalacia 
perforans),  or  a combination.  This  designation, 
necrogranulomatous  scleritis,  nicely  ties  the  gross 
appearance  of  the  lesion  to  the  microscopic,  uni- 
fies the  disease  process,  and  applies  significantly 
and  with  equal  validity  to  the  rheumatoid  nodule 
whose  histology  strikingly  resembles  autoim- 
mune scleritis. 

Clinically,  the  prevalence  of  the  malady  is 
almost  rare.  The  patient  is  usually  a 50  to  60 
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year-old  female  rheumatoid  arthritic  whose  sys- 
temic disease  is  usually  moderately  advanced. 
One  or  both  eyes  may  be  afflicted  with  the 
massive,  painful,  brawny  process,  or  be  slowly 
and  painlessly  undergoing  scleral  melting  away 
in  a “Swiss  cheese”  pattern  with  large  uveal 
dehiscences  in  each  defect.  Both  of  these  basic 
patterns  and  their  combinations  characteristically 
involve  the  anterior  sclera,  not  infrequently  the 
limbus  (with  ectasia),  and  occasionally  invade 
the  cornea  with  scelrosis,  vascularization,  and 
blindness.  The  propensity  for  the  anterior  sclera 
is  unsolved,  although  the  mild,  traumatic  irri- 
tation of  upper  lid  action  on  sclera  infiltrated 
with  antigenic  fibrin  may  be  the  pathologic 
stimulus,  since  a very  similar  process  will  pro- 
duce the  experimental  rheumatoid  nodule  in 
tendons.  It  has  been  shown  not  to  be  on  a vas- 
cular ischemic  basis. 

In  both  varieties,  yellow-white  cheesy,  nod- 
ular mounds  resembling  abscesses,  are  first  seen 
as  a single  or  several  small  isolated,  inflamed 
nodule  in  the  anterior  sclera  or  at  the  limbus, 
later  becoming  prominent  and  containing  the 
central  fibrinoid  necrosis  surrounded  by  the 
usual  palisaded  array  of  giant  cells,  plasma  cells, 
epithelioid  cells  and  plasmacytes  typical  of  in- 
flammatory destruction  seen  in  the  rheumatoid 
nodule. 

The  cheesy  nodules  break  up  into  sequestra, 


usually  revealing  large  and  small  circumscribed 
areas  of  remarkable  scleral  thinning  whose  sub- 
stance may  be  only  a dehydrated,  transparent 
scleral  membrane  or  simply  conjunctival  shreads. 
The  brawny  mass  may  thin  progressively  after 
a long  history  of  recurrent  bouts  of  acute  inflam- 
mation, so  that  it  can  resemble  the  perforating 
malacial  form  finally.  The  perforating  variety 
seems  less  painful  and  may  be  asymptomatic, 
but  with  relentless  wasting  both  forms  even- 
tually became  complicated  by  increasingly  severe 
uveitis  and  glaucoma,  leading  to  enucleation. 
There  is  no  known  reason  for  the  wide  variety 
of  clinical  forms  in  this  type  of  scleritis  but  it 
may  be  simply  one  of  degree  of  severity;  histo- 
logically, they  are  identical. 

Therapeutically,  a fair  percentage  of  eyes 
undergoing  malacial  perforation  can  be  salvaged 
by  essentially  overlay-grafting  the  defects  with 
fascia  lata  or  sclera,  the  latter  much  preferred. 
Failures  occur  most  often  from  loss  of  the  graft 
to  the  relentless  malacia.  Stress  is  laid  on  the 
ineffectiveness  of  conservative  surgery  such  as 
conjunctival  or  Tenon’s  fascia  graft,  and  of  sys- 
temic or  topical  corticosteroids  in  any  dosages. 
Grafting  brawny  scleritis  seems  hopeless,  and  it 
is  depressingly  clear  that  all  forms  of  this  dev- 
asting  ocular  calamity  will  be  overcome  only 
when  the  metabolic  mechanisms  causing  rheu- 
matoid arthritis  and  other  collagen  vascular  dis- 
eases are  arrested. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individ- 
ual psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  ther- 
apy, drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and  well  organized 
activities  program,  including  occupational  therapy,  art  therapy,  music  therapy,  athletic  activities  and 
games,  recreational  activities  and  outings.  The  treatment  program  of  each  patient  is  carefully  super- 
vised in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through 
the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

ot 

(2)  Samuel  N.  Workman,  M.D.,  (3)  Charles  W.  Neville,  Jr.,  M.D., 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry  and 

Medical  Director 

Area  Code  704-254-3201 
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THE  MATTHEW  WALKER 
HEALTH  CENTER  OF 
MEHARRY  MEDICAL 
COLLEGE: 

OEO-funded  Neighborhood 
Health  Center* 

LESLIE  A.  FALK,  M.D.,  Ph.D.f 
Nashville,  Tennessee 

This  will  be  a brief  description  of  key  facts, 
presented  without  significant  analysis. 

The  Center  is  a so-called  comprehensive,  am- 
bulatory, family  and  community  oriented  pro- 
gram, located  in  a new  building  on  a 2 acre  site 
at  Herman  Street,  5 blocks  southeast  of  Meharry, 
past  Fisk  University.  It  is  the  home  now  of  the 
entire  Department  of  Family  and  Community 
Health  of  Meharry  Medical  School  which  ad- 
ministers 3 components,  service,  teaching  and 
research.  It  serves  the  poorest  among  some  35,000 
people  in  northeast  and  south  Nashville,  the 
great  majority  of  them  black.  Medical  students, 
house-staff  and  others  are  taught  there.  The  staff 
now  nears  200  persons,  half  of  them  previously 
poor,  unemployed  and  undereducated.  Some  are 
scholars  in  the  Health  Services  Research  Unit. 
Some  are  teachers  of  medical  students. 

It  is  named  the  Matthew  Walker  Health  Cen- 
ter of  Meharry  Medical  College  to  honor  Dr. 
Walker’s  lifetime  of  service  to  the  community 
and  to  the  College.  He  worked  initially  with  Dr. 
Ralph  Hines,  now  Vice-President  of  the  College 
and  with  Dr.  Horace  Frazier,  recently  deceased, 
on  the  Center’s  initial  planning  grant.  Dr.  Walker 
is  now  Chairman  of  the  Center’s  Advisory  Com- 
mittee. 

OEO  has  underwritten  the  entire  cost  of  the 
service  program,  but  earned  income  must  be 
collected.  It  has  started  from  various  sources, 
e.g.,  from  Medicare. 


^Presented  to  the  Nashville  Academy  of 
Medicine — Davidson  County  Medical  Society  on 
a panel  entitled  “New  Delivery  Systems  in 
Health  Care  in  our  Community,”  May  12,  1970, 
Nashville. 

The  project  reported  was  performed  pursuant 
to  a grant  from  the  Office  of  Economic  Oppor- 
tunity, Washington,  D.C.  The  opinions  expressed 
are  those  of  the  author  and  should  not  be  con- 
strued as  representing  the  opinions  or  policy  of 
any  agency  of  the  United  States  Government. 

fFrom  the  Department  of  Family  and  Com- 
munity Health,  and  the  Matthew  Walker  Health 
Center  of  Meharry  Medical  College,  Nashville, 
Tenn. 


The  building  is  over  30,000  square  feet  in  size. 
It  was  occupied  in  November,  1969.  Financing 
was  through  a FHA-insured  mortgage,  utilizing 
the  so-called  “Billion  Dollar  Fund”  of  a large 
insurance  company,  backed  by  OEO. 

The  program  stresses  personal  and  family  care, 
continuity  with  the  same  doctor — who  has  his 
patients,  his  families,  his  neighborhood  and  his 
family  health  team. 

Dental  care  is  included  equally.  Nursing  and 
social  services  are  provided  in  the  Center  and 
in  the  home. 

Comprehensive  care  in  the  sense  of  a very 
broad  scope  of  benefits  is  provided,  e.g.,  includ- 
ing services  which  also  include  basic  mental 
health,  family  planning,  eye  care  and  eyeglasses, 
laboratory,  x-ray,  prescribed  drugs,  prescribed 
special  foods,  dietary  and  home  economic  ad- 
vice, rehabilitation,  a great  deal  of  transporta- 
tion and  many  other  services.  A playroom  and 
connected  play  space  are  available  for  children 
while  other  family  members  receive  care. 

Prevention  and  health  maintenance  are  em- 
phasized, as  are  psychosocial  dimensions.  Well 
baby  and  sick  child  care  are  unified  under  the 
pediatrician;  as  are  tuberculosis  case-finding  and 
cronic  disease  management  under  the  internist; 
family  planning  and  other  female  care  is  under 
the  obstetrician-gynecologist. 

Each  family  has  been,  or  is  being,  preregis- 
tered on  home  visits  by  a neighborhood  health 
worker,  all  of  whom  are  residents  of  the  vicini- 
ties served.  The  family  is  invited  in  for  a health 
examination  if  they  do  not  already  have  a reg- 
ular personal  physician  or  dentist,  or  a regular 
arrangement  for  medical  or  dental  care,  (e.g., 
at  the  Nashville  General,  Vanderbilt  or  else- 
where at  Meharry) . Transportation  by  station 
wagon  is  offered.  On  arrival  at  the  Center  the 
patient  is  conducted  to  a family  health  suite.  A 
self-administered  shortened  and  “translated” 
Cornell  Medical  Index  history  form  is  used  with 
help  given  by  a family  suite  health  worker,  also 
recruited  and  trained  in  the  program. 

Service  is  by  an  appointment  system.  But 
“drop-ins”  with  emergency  problems  are  wel- 
comed. It  is  open  for  14  service  hours  a day — 
7:30  a.m.  to  9:30  p.m.,  Mondays  through  Fri- 
days, and  9:00  a.m. — 1:00  p.m.  on  Saturdays. 
Our  doctors  rotate  “on  call”  nights  and  week- 
ends. 

Eligibility  for  service  is  by  place  of  residence 
and  by  income.  Income  has  just  been  adjusted 
by  national  OEO  to  $3,600  per  year  for  a family 
of  4,  some  $500  more  or  less  for  each  dependent. 
A recent  ruling  by  OEO  indicates  that  we  will 
be  allowed  to  serve  those  above  the  level  on  a 
sliding  fee  scale  or  on  a basis  of  sliding  medi- 
cal insurance  premium. 

Our  Health  Council  of  33  persons  is  elected 
by  the  members  of  our  Health  Association.  It 
shares  policy-setting  functions  with  Meharry 
Medical  College. 
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24th  AM  A 

Clinical  Convention  in 

Boston,  cj Massachusetts 
November  29-December  2, 1970 


WHAT’S  NEW  IN  MEDICINE?  N umerous  scientific  ses- 
sions at  the  AMA  24th  Clinical  Convention  will  provide 
the  answers  • Clinical  Immunology  • Clinical  Gy- 
necology • Pollution  and  the  Physician  • 3 Post- 
graduate Courses  in  Anesthesia,  Burns,  and  Fluid 
and  Electrolyte  Balance  • 9 Luncheon  Round 
Tables  • Renal  Failure  • Coronary  Heart 
Disease  • Drug  Dependence  • Complete 
. program  contained  in  October  19,  1970 

i_  JAMA.  Use  the  housing  and  registration 
forms  in  JAMA  and  the  American  Med- 
ical News  to  register  in  advance.  24th 
Clinical  Convention,  American 
Medical  Association,  Boston, 
Massachusetts,  November  29- 
December  2,  1970. 


EXCLUSION  OF  OSTEOPATHS  FROM  HOSPITAL  STAFF  VALID  IN  TENNESSEE  . . . 

Exclusion  of  osteopaths  from  the  staff  of  a hospital  within  the  state 
is  not  unreasonable  and  is  for  the  protection  of  the  public,  according 
to  a Tennessee  appeals  court.  A bylaw  limiting  practice  at  the  hospital 
to  M.D.'s  from  approved  schools  was  held  valid  and  not  in  violation  of 
the  constitutional  rights  of  an  osteopath  whose  application  for 
appointment  to  the  staff  was  rejected.  This  review  was  reported  in  the 
"Citation",  an  AMA  legal  publication  ...  The  applicant,  a graduate  of 
an  osteopathic  college,  had  served  a clerkship  of  one  year  at  a Missouri 
osteopathic  hospital.  He  was  licensed  as  an  osteopath  in  Tennessee  and 
was  on  the  medical  staff  of  a local  private  hospital.  His  application 
lor  appointment  to  the  medical  staff  of  the  county  general  hospital  was 
rejected.  The  bylaw  involved  required  the  applicant  for  membership  on 
the  medical  staff  to  be  a graduate  of  an  approved  medical  school,  to  be 
legally  licensed  to  practice  in  the  State  of  Tennessee  (qualified  for 
membership  in  the  local  Medical  Society)  and  to  be  practicing  in  the 
community  or  within  a reasonable  distance  of  the  hospital.  It  further 
stipulated  that  he  should  be  of  good  moral  and  professional  standing. 

Under  the  Tennessee  statute,  there  were  no  restrictions  as  to  practice 
in  the  hospital  except  as  provided  in  the  definition  of  the  term  "staff 
physicians"  ...  A physician  is  defined  as  being  a graduate  of  an 
accredited  medical  school  authorized  to  confer  upon  graduates  the  degree 
of  doctor  of  medicine  (M.D. ) and  who  is  duly  licensed  in  Tennessee,  or 
an  osteopathic  physician  who  is  a graduate  of  a recognized  osteopathic 
college  authorized  to  confer  the  degree  of  "doctor  of  osteopathic 
( D . 0 . ) " and  who  is  licensed  to  practice  osteopathic  medicine  in 
Tennessee . 

# # ^ ^ # 

FINDINGS  OF  THE  TRIAL  COURT  . . . The  trial  court  found  that  the  words 
"graduate  of  an  approved  medical  school"  in  the  hospital  bylaws  had 
been  construed  by  the  trustees  to  mean  a school  approved  by  the 
American  Medical  Association.  This,  it  ruled,  was  against  public  policy 
and  illegal.  A decree  was  entered  ordering  the  trustees  to  consider  the 
osteopath's  application  in  accordance  with  the  remaining  valid  bylaws 
. . . The  hospital  trustees  and  members  of  the  medical  staff  testified 
that,  after  investigation,  they  found  the  medical  services  and 
abilities  of  the  osteopath  to  be  substandard.  They  denied  that  he  was 
rejected  solely  because  he  was  not  an  M.D. 


APPEALS  COURT  REVERSES  TRIAL  COURT  DECISION  ...  The  appeals  court  ruled 
that  hospital  officials  must  have  great  discretion  in  the  selection  of 
a medical  staff.  The  court  observed  that  when  a physician  is  admitted 
to  the  medical  staff  of  a hospital,  the  public  justifiably  assumes  that 
the  management  vouches  for  the  competency  of  such  physician.  Members  of 
the  staff  take  turns  being  on  call.  Emergency  patients  often  have  no 


alternative  but  to  be  treated  by  a staff  member  who  is  on  call  even 
though  such  patients  do  not  know  the  staff  member.  Such  emergency 
treatment  often  involves  major  surgery  or  other  treatment  attended  by 
great  risk  to  the  patient  . . . The  Tennessee  legislature  itself  set  a 
precedent  by  not  qualifying  D.O.'s  for  membership  in  the  State  Hospital 
Board.  Also,  it  was  pointed  out,  the  osteopath’s  college  had  never  been 
approved  by  the  state  Board  of  Medical  Examiners,  nor  had  the  osteopath 
himself  ever  been  examined  by  the  Board. 

In  reversing  the  decree  against  the  trustees,  the  court  specifically 
ruled  that  since  D.O.'s  and  M.D.'s  do  not  generally  attend  the  same 
medical  colleges  and  do  not  generally  receive  internship  training  at  the 
same  hospitals,  and  since  they  are  not  examined  and  licensed  by  a common 
medical  examining  Board  in  Tennessee,  the  trustees  of  a public  hospital 
have  a legal  right  to  accept  only  M.D.'s  as  members  of  the  medical 
staff  to  the  exclusion  of  D.O.'s  and  other  practitioners  who  are  not 
M.D.'s  . . • State  of  Tennessee  ex  rel.  Carpenter  v.  Cox,  453  S.W*2d  69 
( Tenn. Ct . App. , Western  Sec.,  March  20,  1969;  cert,  denied,  Tenn. 

Sup.Ct.,  Aug.  27,  1969) 

TENNESSEE'S  POPULATION  GROWTH  WILL  AFFECT  PHYSICIANS  AND  HEALTH  CARE  . . . 

The  final  tally  of  the  1970  national  census  reveals  Tennessee's 
population  to  be  3,838,777,  up  7.6%  over  1960.  The  figures  reveal  that 
Tennessee  is  growing  slightly  more  slowly  than  the  national  average 
. . . Two  of  Tennessee's  cities,  both  large  medical  centers,  are  now 
included  in  the  fifty  largest  cities  in  the  nation  • • . Memphis  showed 
a gain  of  24.8%  in  the  preliminary  count  that  places  Memphis  as  the 
seventeenth  biggest  city  in  the  U.S.  (Population  620,873)  • . . 

Nashville  is  now  the  nation's  thirtieth  largest  city,  rising  from  73rd 
over  the  last  decade.  In  the  preliminary  count,  Nashville  and  Davidson 
County  has  444,489  people,  a gain  of  44,746  . . . Knoxville  population 
gained  51.8%.  Chattanooga  dropped  from  the  92nd  rating  in  the  nation  to 
126th,  population  loss  of  13.1%  over  the  decade. 

^ t 

TMA  HEADQUARTERS  BUILDING  ADDITION  READY  FOR  OCCUPANCY  ...  The  greatly 
improved  facilities  included  in  the  addition  to  the  present  headquarters 
building  of  TMA  in  Nashville,  was  ready  for  occupancy  on  October  1 
• • • TMA  staff  personnel  have  moved  into  the  additional  office  space 
where  added  facilities  include  a sizeable  workroom  for  mimeographing  and 
mailing;  better  lighted  working  space;  and  more  efficient  working  con- 
ditions for  the  activities  that  are  performed  by  TMA.  Further  renovation 
is  yet  to  be  completed  on  the  original  headquarters  building  after  which 
the  finished  unit  will  have  considerably  improved  meeting  facilities. 


NEWS  BRIEFS  . . • American  Board  of  Family  Practice  will  have  its  second 
examination  for  certification  February  27-28,  1971.  For  information, 
write  N.  J.  Pisacano,  M.D.,  Secretary-Treasurer,  American  Board  of 
Family  Practice,  University  of  Kentucky  Medical  Center,  Annex  No.  2, 
Room  229,  Lexington,  Kentucky  40506  . . . The  late  Walter  Reuther's  na- 
tional committee  for  health  care  has  filed  a plan  for  a national, 
socialized  medical  program.  The  commmittee  report  contains  an 
interesting  economic  inconsistency.  It  estimates  cost  of  the  program  at 
$37,000,000,  but  fails  to  explain  how  this  figure  could  be  realized 
when  present  total  health  care  spending  in  America  approximates 
$60,000,000. 


Hadley  Williams,  Public  Service  Director 


TMA-SEF  NEEDS  SUPPORT  . . . TMA's  Student  Education  Fund  has  become  an 
increasingly  active  program  since  its  inception  in  1963.  A substantial 
cutback  in  Federal  appropriations,  coupled  with  an  increase  in  the  cost 
of  medical  education,  has  put  a severe  strain  on  programs  providing 
financial  assistance  to  medical  students.  Consequently,  more  students 
are  turning  to  TMA-SEF  for  assistance.  There  were  more  loans  made  during 
the  past  year  than  in  any  three  previous  years  and  as  a result,  the  loan 
program  has  now  depleted  its  funds.  The  existence  and  continuation  of 
this  loan  fund  depends  entirely  on  periodic  endowments  by  TMA  and 
voluntary  contributions  by  physicians  and  other  interested  individuals. 
Over  the  past  several  years,  TMA  has  allotted  $69,000  to  the  Student 
Education  Fund  and  since  it  is  impossible  to  continue  providing  this 
type  of  support,  individual  contributions  are  necessary  to  perpetuate 
this  most  worthwhile  TMA  program.  Interested  in  helping?  Send  your  tax- 
deductible  contribution  to  TMA-SEF,  112  Louise  Avenue,  Nashville, 
Tennessee  37203.  (See  Editorial  for  further  comment). 

* * * * * 

MARYLAND  DEVELOPES  UNIQUE  MEDICAID  PLAN  ...  The  State  of  Maryland 
will  launch  an  experimental  program  under  its  Medicaid  program  which 
will  package  medical  and  dental  services  now  provided  under  the  plan. 
Under  the  plan,  which  is  the  first  in  the  nation,  the  State  would  pay 
hospitals  a single  fee  based  on  the  number  of  patients  treated,  rather 
than  the  services  provided.  Two  hospitals,  Johns  Hopkins  and  Greater 
Baltimore  Medical  Center,  have  enlisted  in  the  program.  Under  the  plan 
all  medical  and  dental  treatment,  including  hospitalization,  will  be 
provided  with  Medicaid  beneficiaries  having  the  choice  of  enlisting  in 
the  plan  or  continuing  to  receive  their  services  and  treatments  from 
physicians  and  dentists  of  their  choice. 

s£  sje  sjs 

PROFESSIONAL  INCORPORATION  RECOMMENDATIONS  ...  A Waterloo,  Iowa 
professional  management  consultant,  Howard  Baker,  recommends  four  tests 
for  physicians  considering  incorporating.  They  are  (1)  a group  should 
have  a minimum  of  two  physicians  and  three  is  preferable  ; (2)  the  group 
should  have  an  average  profit  per  physician  of  at  least  $35,000,  with 
no  one  in  the  group  lower  than  $30,000;  (3)  the  physicians  should 
collectively  be  willing  and  able  to  contribute  at  least  10%  of  their 
earnings  to  a profit-sharing  plan;  and  (4)  the  physicians  should  be 
presently  in  partnership  practice  together,  so  they  know  in  advance 
that  they  can  practice  successfully  as  a group.  It  should  also  be  noted 
by  those  considering  incorporating  that  IRS  has  legislative  proposals 
in  the  mill  that  would  remove  the  extra  advantage  employees  enjoy  in 
tax  treatment  of  pensions  in  corporations  as  compared  with  self-employed 
plans.  IRS’  general  counsel  has  warned  that  it  might  prove  difficult  to 
unincorporate  without  "adverse  tax  consequences." 


CONSUMER  GROUP  CONDEMNS  CHIROPRACTIC  ...  The  Consumer  Federation 
of  America  has  urged  the  Senate  Finance  Committee  "to  reject  the 
inclusion  of  chiropractic  services  under  the  Medicare,  Medicaid  and  all 
other  federally  supported  health  programs."  The  federation  is  composed 
of  184  local,  state  and  national  consumer  organizations  and  adopted  the 
policy  at  its  Annual  Meeting  in  August.  The  statement  said  in  part  that 
it  is  "gravely  concerned  that  Medicare  coverage  of  chiropractic  services 
would  needlessly  expose  beneficiaries  to  potential  health  hazards, 
particularly  the  harm  which  would  result  when  beneficiaries  treated  by 
such  practitioners  delay  or  avoid  seeking  proper  medical  care.  The 
inclusion  would  add  substantially  to  the  cost  of  the  Medicare  program 
and  studies  of  chiropractic  have  not  produced  evidence  of  the  scientific 
validity  of  chiropractic  theory  and  practices." 

f ij!  ^ ^ 

HEW  REPORT  ON  CHIROPRACTIC  . . . HEW's  Task  Force  on  Medicaid  and 
related  programs  recommended  that  payment  for  the  services  of 
chiropractors  is  not  an  effective  use  of  Federal  Medicaid  funds.  Since 
individual  states  have  the  option  of  including  chiropractic  services 
under  Medicaid  programs,  the  report  further  recommended  that  a 
legislative  amendment  be  enacted  denying  Federal  financial  participation 
in  Medicaid  payments  to  chiropractors  and  naturopaths. 

# ^ 

FORMER  OFFICIAL  SAYS  PHYSICIANS  TRAPPED  ...  Mr.  Robert  J.  Myers, 
former  chief  actuary  for  the  Social  Security  Administration  until  his 
resignation  earlier  this  year,  gave  his  views  of  Government  health  care 
programs  and  physician  participation  in  a speech  before  the  Oklahoma 
State  Medical  Association.  Mr.  Myers  said:  "The  physicians  of  this 
country  have  been  neatly  trapped  by  the  social  planners,  who  secretly 
envy  their  high  incomes,  whether  real  or  only  apparent,  and  thus 
criticize  them  on  any  possible  grounds.  The  intent  of  the  Medicare 
program  was  that  persons  aged  65  and  over  should  pay  the  same  physician 
fees  as  younger  citizens  and  thus  should  not  be  second-class  citizens  by 
being  given  lower,  'charity1  rates.  Now  that  the  physicians  have  charged 
in  this  manner,  they  are  severely  criticized!  If  they  had  artifically 
held  down  their  fees  for  Medicare  patients,  then  they  would  have  been 
subject  to  the  danger  that  the  social  planners  would  have  pointed  out 
that  Medicare  was  operating  very  well  and  at  a low  cost  and  that 
therefore  it  should  be  extended  to  the  entire  population.  You  can't 
win." 

AVERAGE  DAILY  HOSPITAL  COSTS  CONTINUE  TO  CLIMB  ...  The  Guide  Issue  of 
Hospitals,  published  by  the  American  Hospital  Association,  reports  that 
the  average  daily  hospital  cost  in  1969  was  $70.03.  The  figure  reflected 
a 17.3%  increase  over  the  daily  per-patient  hospital  cost  of  $61.38  re- 
ported for  1968.  Employee  wages,  up  16.2%,  is  the  main  reason  for  the 
rise  which  was  the  second  largest  increase  in  history.  Payrolls  of  the 
Nation's  hospitals  in  1969  was  $9.8  billion  which  represents  a 16.2% 
increase  over  the  $8.4  billion  1968  payroll.  There  were  1.8  million 
hospital  employees  last  year,  280  per  100  patients. 
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MEDICARE  CLAIMS  HAVE  CUT-OFF  DATE  . . . The  fiscal  intermediary  for 
Medicare  in  Tennessee,  Equitable  Life  Assurance  Society,  reminds  phy- 
sicians that  all  claims  for  services  rendered  to  Medicare  recipients 
between  October  1,  1968  and  September  30,  1969  must  be  received 
at  Equitable's  Nashville  Office  by  December  31,  1970  in  order  to  qualify 
for  reimbursement.  Physicians  should  double  check  records  of  their 
Medicare  patients  and  submit  claims  for  any  services  rendered  during 
the  12  month  period  above  before  the  cut-off  date.  Equitable's  mailing 
address  is  P.0.  Box  1465,  Nashville , Tennessee  37202. 


'P'le&cdettt  & "P&fye 


It  is  generally  agreed  that  the  most  urgent  problem  facing  our 
country  in  terms  of  “the  health  care  crisis”  is  the  lack  of  medical 
manpower.  A solution  to  the  very  real  shortage  of  physicians,  in 
turn,  poses  a challenge  which  the  medical  profession  cannot  and 
must  not  ignore.  Physicians  have  always  acknowledged  and  ac- 
cepted the  responsibility  for  helping  younger  men  to  become 
doctors.  Today  that  obligation  is  even  greater. 

There  is  one  avenue  available  to  every  Tennessee  doctor  which 
offers  an  opportunity  to  participate  in  a program  of  help  to  deserv- 
ing young  men  who  are  entering  the  study  of  medicine.  That  route 
is  through  the  Tennessee  Medical  Association — Student  Education  Fund  (TMA-SEF) . 
The  TMA-SEF  is  now  seven  years  old  and  has  over  $70,000  on  loan  to  Tennessee  boys  in 
medical  school.  These  loans  are  non-interest  bearing  until  one  year  following  the  com- 
pletion of  medical  school;  they  are  made  only  to  Tennessee  residents  who  are  needy  and 
deserving;  they  cannot  exceed  $2,000  per  year  nor  more  than  $5,000  to  any  one  person; 
they  are  available  to  first-year  students;  they  are  secured  by  a life  insurance  policy  on 
the  recipient. 

Today  the  TMA-SEF  is  out  of  funds!  In  approximately  three  years  this  fund  will  be 
self-perpetuating  as  loans  begin  to  be  repaid,  but  at  the  moment  there  are  no  available 
funds  to  continue  the  program.  The  Board  of  Directors  of  TMA-SEF  is  currently  mount- 
ing a campaign  to  raise  at  least  $30,000  to  provide  loan  money  for  the  next  three  years. 
Unless  this  money  can  be  raised,  our  TMA  student  loan  program  must  be  drastically 
curtailed. 

I hope  every  member  of  TMA  will  consider  this  appeal  for  funds  as  an  opportunity  to 
participate  in  fulfilling  his  Hippocratic  Oath  to  help  in  the  training  of  young  physicians. 
Send  your  contribution  of  $25  or  $50  or  $100  to  TMA-SEF  today — and  urge  your  col- 
leagues to  join  with  you.  Make  this  an  important  facet  of  your  1970  tax-deductible 
giving. 


Tom  E.  Nesbitt 


Sincerely, 


M.D. 


President 
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EDITORIAL 

TMA— STUDENT  EDUCATION  FUND 

An  activity  of  the  Tennessee  Medical  As- 
sociation which  unquestionably  has  the 
approval  of  each  of  its  members,  is  the  Stu- 
dent Education  Fund.  Its  history  and  pur- 
poses are  quoted  from  the  brochure  each 
member  has  received  upon  one  occasion  or 
another. 

History  and  Purpose.  The  Tennessee  Medical 
Association  Student  Education  Fund  was  in- 
corporated as  a non-profit  organization  on 
June  23,  1963  for  the  purpose  of  providing 
financial  assistance  to  talented  students  in- 
terested in  pursuing  a course  of  study  lead- 
ing to  a Doctor  of  Medicine  degree.  The 
existence  and  continuance  of  this  loan  fund 
depends  on  periodic  endowments  by  TMA 
and  the  voluntary  contributions  of  the  phy- 
sician membership  and  other  interested  in- 
dividuals. 

Availability  and  Amount  of  Loans.  The  amount 
of  funds  available  for  loans  is  limited  and 
efforts  are  made  to  give  priority  to  first 
year  medical  students.  Initial  loans  are 
granted  in  various  amounts  depending  upon 
a student’s  needs,  however,  no  loan  will  be 
made  in  excess  of  $2,000.  An  additional  loan 
up  to  $1,000  may  be  granted  for  subsequent 
years  but  in  no  event  can  the  total  amount 
to  one  individual  exceed  $5,000. 

Eligibility  Requirements.  To  be  eligible  to 
apply  for  a TMA-SEF  loan,  a person  must 
be: 


(1)  a resident  of  the  State  of  Tennessee, 

(2)  enrolled  or  accepted  for  enrollment  in 
medical  school,  and 

(3)  in  need  of  financial  assistance  to  pursue 
a course  of  study. 

Obligation  of  Loan  Recipient.  The  recipient  of 
a TMA-SEF  loan  is  required  to  sign  a 
promissory  note  and  agree  to: 

(1)  secure  a life  insurance  policy  for  a min- 
imum of  $2,000  face  value,  or  equal  to 
the  amount  of  the  loan  granted,  which- 
ever is  greater,  naming  Tennessee  Med- 
ical Association  Student  Education 
Fund,  Inc.  as  beneficiary,  and 

(2)  advise  TMA-SEF  on  or  before  April 
1st  of  each  year  of  progress  made  in 
pursuing  his  medical  education  and 
promptly  advise  of  any  change  of 
address. 

A unique  feature  of  this  program  is  that 
loans  bear  no  interest  until  maturity.  After 
maturity,  all  loans  bear  interest  at  a rate  of 
10%  per  annum  until  paid. 

When  A Loan  Matures.  The  note  is  due  and 
payable  one  year  after  the  date  of  the  loan. 
It  is  renewable  at  the  discretion  of  the 
TMA-SEF  Board  of  Directors,  following  a 
personal  interview  with  a Board  member 
to  determine  if  satisfactory  progress  is  be- 
ing made  and  annual  requirements  continue 
to  be  met. 

Board  of  Directors.  A Board  of  Directors  com- 
posed of  six  physicians  administers  the 
TMA-SEF  loan  program.  The  Board  meets 
annually  each  April  and  on  special  call  to 
consider  loan  applications. 

Since  1963,  the  TMA  Board  of  Trustees 
has  allotted  $69,000  from  its  funds  to  the 
Student  Education  Fund.  Additional  monies 
have  been  received  from  gifts  by  members 
of  TMA.  The  total  number  of  loans  made  to 
date  is  58,  of  which  49  are  outstanding  at 
the  moment. 

However,  the  fund  is  in  serious  need  of 
replenishment  because  of  several  circum- 
stances of  recent  origin  which  account  for 
a sharp  rise  in  requests  for  financial  as- 
sistance by  improverished  medical  students. 
A major  factor  in  this  has  been  the  cutback 
of  federal  funds — the  Health  Professions 
Scholarship  and  Loan  Funds.  Additionally, 
the  tuition  at  the  University  of  Tennessee 
College  of  Medicine  and  at  Meharry  Medi- 
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cal  College  has  been  increased  substan- 
tially. As  a result  the  coffers  of  the  TMA 
Student  Education  Fund  are  empty  after 
parcelling  out  what  was  left,  leaving  addi- 
tional needy  medical  students  without  a 
source  to  which  to  turn  for  a loan. 

We  urge  that  TMA  members,  as  they 
begin  to  think  of  their  income  tax  returns 
within  the  next  few  months,  will  remember 
this  activity  of  their  Association  as  a place 
for  deductible  gifts. 

DR.  H.  B.  EVERETT— PAST  PRESIDENT 

On  August  8,  Hiram  Bailey  Everett  died 
in  Memphis  at  the  age  of  86  years.  His  term 
as  President  of  the  Tennessee  State  Medical 
Association  was  in  the  year  1933-34. 

A native  of  a rural  county  in  Mississippi, 
Dr.  Everett  attended  the  public  schools  of 
his  county  and  later  the  Georgia  Robertson 
Christian  College  of  Henderson,  Tennessee. 
He  entered  the  Memphis  Hospital  College 
in  1902,  receiving  his  M.D.  degree  in  1906. 
He  won  an  internship  at  St.  Joseph’s  Hos- 
pital, of  Memphis,  on  a competitive  exami- 
nation. The  following  year,  after  completing 
the  internship  he  entered  practice  in  Bing- 
hamton, later  incorporated  into  Memphis, 
maintaining  his  office  at  the  same  address 
until  he  retired  from  active  practice.  Dr. 
Everett  served  as  Chief  of  Staff  of  St. 
Joseph’s  Hospital  and  held  staff  appoint- 
ments at  other  Memphis  hospitals.  He  was 
elected  as  vice-president  of  the  Tri-State 
Medical  Association  in  his  earlier  days  of 
practice. 

His  interests  in  organized  medicine 
brought  him  the  presidency  of  the  Mem- 
phis and  Shelby  County  Medical  Associa- 
tion and  committee  appointments  in  the 
Tennessee  State  Medical  Association,  ulti- 
mately the  Speakership  of  its  House  of 
Delegates,  serving  during  six  terms  before 
his  election  to  the  Presidency  of  the  State 
Association.  Additionally,  Dr.  Everett  rep- 
resented Tennessee  in  the  AMA  House  of 
Delegates  from  1927  to  1950. 

He  was  deeply  interested  in  the  law  and 
earned  the  nickname  of  “Chancellor”  by 
his  friends.  However,  this  interest  made 
him  a valued  member  of  the  Medical  De- 
fense Committee  of  the  State  Association. 
Dr.  Everett  found  numerous  extracurricular 


interests  in  the  business  world — active  in 
the  affairs  of  the  Memphis  Physician’s  Busi- 
ness Bureau  and  vice-president  of  the  Com- 
mercial and  Industrial  Bank  of  Memphis. 
Other  civic  and  community  interests  are 
indicated  by  the  name  of  the  Everett 
Memorial  Methodist  Church,  named  in 
honor  of  him  and  his  wife  to  whom  he  had 
been  married  59  years  at  the  time  of  her 
death. 

Those  of  us  who  remember  him  as  he 
took  the  floor  in  the  TMA  House  of  Dele- 
gates recall  him  as  an  outspoken  orator  and 
parliamentarian,  and  thereby  one  who 
wielded  much  influence  in  organized  med- 
icine of  Tennessee.  His  love  for  the  profes- 
sion and  his  friends  was  jealously  tended. 

R.  H.  K. 


BOX 


AN  EFFECTIVE  TREATMENT  FOR  HERPES 
ZOSTER  (SHINGLES) 

For  about  forty  years  I have  been  treating 
Shingles  with  a treatment  that  was  given  to  me 
by  an  older  Doctor  while  I was  serving  my 
internship. 

I have  used  this  treatment  on  a great  number 
of  cases  and  I have  never  had  it  to  fail  or  have 
there  been  any  reactions  of  any  kind  to  the  drug. 
The  patient  is  given  lcc  Surgical  Pituitrin,  lcc 
Thiamin  Hydrochloride  100  Megs.,  and  1000 
Megs,  of  B12,  daily  for  three  to  four  days,  after 
the  first  injection  the  patient  experiences  a re- 
lief from  the  neuralgic  pain  associated  with  the 
illness.  The  lesions  begin  to  dry  and  the  redness 
disappears.  With  the  second  injection  the  patient 
is  still  improved  and  after  the  third  one  he  has 
completely  recovered. 

For  several  years  I used  only  the  Surgical 
Pituitrin,  but  later  added  the  B1  & B12.  I use 
Parke-Davis  Surgical  Pituitrin  but,  I imagine 
other  Pharmaceutical  Houses  manufacture  a 
Surgical  Pituitrin. 

I certainly  would  like  to  pass  this  information 
along  as  I have  heard  many  patients  suffer 
extreme  pain  from  this  illness  for  months.  I 
have  not  had  any  suffering  after  first  injection. 
I believe  it  would  be  worth  while  to  try  it  as  I 
have  found  it  most  effective. 

James  T.  Hayes,  M.D. 
Nashville,  Tenn. 


Yes,  Kolantyl'. 

Kolantyl  Gel/ Wafers  contain 
antacids,  and  Bentyl®  (dicyclomine 
hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 
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IN  MEMORIAM 


Cupp,  Horace  B.,  Sr.,  Johnson  City.  Died 
August  12,  1970,  Age  67.  Graduate  of  University 
of  Tennessee  School  of  Medicine,  1929.  Member 
of  the  Washingt on-Car ter -Unicoi  Medical 
Society. 

Everett,  H.  B.,  Memphis.  Died  August  8,  1970, 
Age  86.  Graduate  of  University  of  Tennessee 
School  of  Medicine,  1906.  Member  of  the  Mem- 
phis-Shelby  County  Medical  Society. 

Mason,  Joseph  W.,  Memphis.  Died  August  22, 
1970,  Age  83.  Graduate  of  University  of  Tennes- 
see School  of  Medicine,  1913.  Member  of  the 
Memphis- Shelby  County  Medical  Society. 

Williams,  G.  Victor,  Chattanooga.  Died  August 
5,  1970,  Age  89.  Graduate  of  University  of  Louis- 
ville School  of  Medicine,  1904.  Member  of  the 
Chattanooga-Hamilton  County  Medical  Society. 

Preas,  William  G.,  Johnson  City.  Died  Septem- 
ber 3,  1970,  Age  65.  Graduate  of  the  Medical 
College  of  Virginia,  1929.  Member  of  Wash- 
ington-Carter-Unicoi  County  Medical  Society. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 


The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  mem- 
bers. 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

William  F.  Burnett,  M.D.,  Jackson 
Rodrigo  V.  Tiongson,  M.D.,  Bolivar 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Margaret  H.  Brooks,  M.D.,  Philadelphia 
Donald  Catron,  M.D.,  Knoxville 
Jerry  J.  Embry,  M.D.,  Knoxville 
James  R.  Williams,  M.D.,  Knoxville 

MEMPHIS-SHELBY  COUNTY  MEDICAL 
SOCIETY 

Jon  C.  Jenkins,  M.D.,  Memphis 


NASHVILLE  ACADEMY  OF  MEDICINE 

Thomas  J.  Davis,  Jr.,  M.D.,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY  OF 
MEDICINE 

Harold  Judd  Sparling,  Jr.,  M.D.,  Union  City 

ROANE -ANDERS  ON  COUNTY 
MEDICAL  SOCIETY 

Charles  Lynn  Campbell,  M.D.,  Oak  Ridge 
Tom  Wendell  Evans,  M.D.,  Rockwood 

Nashville  Academy  of  Medicine 

The  Nashville  Academy  of  Medicine  held 
its  September  dinner  meeting  at  Baptist 
Hospital  in  Nashville.  The  program  dealt 
with  the  use  of  computers  and  allied 
mechanism  by  physicians  and  medical  facil- 
ities Guy  S.  Longobardo,  Ph.D.,  Director  of 
the  Medical  Information  Systems  Depart- 
ment, Advanced  Systems  Development 
Division  of  IBM,  was  the  principal  speaker 
for  the  evening  and  his  topic  was  “New 
Horizions  in  Clinical  Decision  Making.” 
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The  Month  In  Washington 
(From  Washington  Office,  AMA) 

The  Nixon  Administration  is  drafting 
legislation  that  would  eliminate  the  reason 
for  physicians  forming  professional  corpora- 
tions for  federal  income  tax  advantages. 

The  legislation  would  remove  the  tax 
discrimination  against  self-employed  phy- 
sicians and  other  professionals  in  the  tax 
treatment  of  retirement  savings. 

K.  Martin  Worthy,  chief  counsel  of  the 
Internal  Revenue  Service,  said  the  legisla- 
tion probably  will  be  submitted  to  Congress 
next  year  as  an  Administration  measure. 
He  said  the  Administration  intends  to  “re- 
move the  present  discrimination  between 
tax  treatment  of  qualified  plans  for  em- 
ployees and  qualified  plans  adopted  by  self- 
employed  persons.” 

The  IRS  official  said  that  it  was  unfor- 
tunate that  disparate  tax  treatment  of  cor- 
porate employees  and  professionals  has  led 
to  the  adoption  of  state  laws  permitting 
the  formation  of  professional  corporations. 

“The  potential,  if  not  actual,  erosion  of 
the  traditional  stringent  professional  stan- 
dards and  liabilities  on  the  part  of  those 
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who  form  such  organizations  is,  in  my 
opinion,  a highly  undesirable  by-product  of 
this  problem  and  its  resolution  to  date,”  he 
told  a meeting  of  lawyers.  “The  interven- 
tion of  a legal  entity  between  the  doctor, 
lawyer,  or  accountant  and  his  client  would 
not  appear  to  serve  any  social  or  public 
purposes.” 

Worthy  warned  that  recognition  of  a pro- 
fessional organization  is  recognized  as  a 
corporation  for  tax  purposes  did  not  neces- 
sarily mean  that  the  organization  and  its 
employees  would  have  a clear  track  as  far 
as  securing  the  tax  benefits  which  are  de- 
sired. 

Worthy  said  an  important  consideration 
to  be  weighed  by  the  professional  person 
is  that  the  new  tax  act  provides  for  a 50 
percent  maximum  tax  rate,  after  a transi- 
tion period,  upon  “earned  income,”  which 
includes  earnings  from  personal  services. 

“In  view  of  this  new  tax  ceiling,  it  is 
questionable  whether  a professional  person 
would  find  it  as  important  as  it  was  pre- 
viously to  achieve  the  tax  deferral  available 
as  an  employee  covered  by  a qualified 
pension  or  profit  sharing  plan,”  he  said. 

The  Board  on  Medicine  of  the  National 
Academy  of  Sciences  urged  wide  use  of 
three  types  of  physician’s  assistants  as  the 
quickest  way  to  relieve  the  national  short- 
age of  doctors. 

In  a special  report,  the  board  called  for 
the  cooperation  of  the  American  Medical 
Association,  the  Association  of  American 
Medical  Colleges  and  the  government  in 
developing  physicians’  assistants  programs. 

The  AMA  has  been  advocating  use  of 
physicians’  assistants  for  some  time.  Dr. 
Walter  C.  Bornemeier,  president  of  the 
AMA,  recently  said: 

“We  of  the  AMA  believe  the  shortage  (of 
physicians)  can  be  dramatically  relieved  if 
the  physician  divests  himself  of  functions 
which  can  be  performed  by  assistants  or 
associates.  That  relief  would  be  provided, 
not  in  ten  years,  but  as  fast  as  assistants 
could  be  trained — no  major  legislation,  no 
huge  appropriations  of  money  are  required. 
We  are  certain  the  plan  will  result  in  bet- 
ter care  for  more  people  at  a lower  unit 
cost.  Much  of  the  training  given  to  the  as- 
sistants is,  and  would  be  in  future  pro- 


grams, on-the-job  instruction  in  the  doctor’s 
office. 

“There  is  nothing  revolutionary  about 
this  plan.  Until  50  years  ago,  American 
doctors  trained  by  working  in  the  offices  of 
established  physicians.  And  even  with  the 
rise  of  university-affiliated  medical  colleges, 
we  doctors  continued  to  train  the  bulk  of 
our  non-professional  nurses  and  office  tech- 
nicians.” 

The  NAS  board  said  that  physicians’  as- 
sistants could  “extend  the  arms,  legs  and 
brains  of  the  physician”  by  performing 
tasks  that  do  not  require  the  unique  talents 
of  the  physician. 

The  three  types  of  assistants  recom- 
mended by  the  board  were: 

1)  Physician’s  associate — the  most  highly 
trained  type;  would  be  qualified  to  do  work 
that  involves  some  independent  medical 
judgment;  under  the  physician’s  super- 
vision, he  could  in  some  cases  make  a diag- 
nosis and  perform  therapy,  with  the  range 
of  his  responsibilities  increasing  as  he  de- 
velops new  skills  on  the  job. 

2)  Specialized  assistant — would  be  highly 
skilled  in  one  type  of  clinical  specialty  or 
procedure  within  a specialty  (such  as  the 
operation  of  a renal  dialysis  unit) ; would 
receive  most  of  his  training  from  a phy- 
sician specialist. 

3)  Non-specialized  assistant — would  be 
to  medicine  what  the  practical  nurse  is  to 
nursing;  could  receive  much  of  his  training 
on  the  job. 

As  the  AMA  has  been  doing,  the  board 
cautioned  against  the  premature  enactment 
of  licensing  laws  that  would  establish  rigid 
job  qualifications  before  the  full  potential 
usefulness  of  the  assistants  had  been  de- 
termined. The  board  report  recommended 
a system  of  registration  that  would  permit 
physicians  to  employ  assistants  who  had 
completed  an  approved  program  or  other- 
wise established  their  qualifications. 

Possession  of  a high  school  diploma 
should  be  an  adequate  prerequisite  for 
training  to  become  physician’s  assistants, 
according  to  the  NAS  Board.  It  suggested 
varying  amounts  of  education,  clinical  ex- 
perience, and  on-the-job  training  for  the 
three  types  of  assistants.  For  physician’s 
associates,  it  recommended  the  equivalent 
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of  two  years  of  professional-level  classroom 
and  clinical  work.  Instruction  should  cover 
the  basic  sciences  underlying  medical  prac- 
tice, and  clinical  training  should  be  “of 
essentially  the  same  type  and  degree  as  that 
given  medical  students.”  Medical  corpsmen, 
about  30,000  of  whom  are  discharged  from 
the  military  services  each  year,  and  other 
medical  workers  who  enter  the  training 
program  should  be  allowed  credit  for  the 
clinical  knowledge  they  already  have  ac- 
quired. 

The  American  Medical  Association  op- 
posed establishment  of  a national  formulary 
that  could  restrict  the  prescribing  practices 
of  physicians  with  respect  to  federally  sup- 
ported medical  programs. 

In  a letter  of  Sen.  Russell  B.  Long  (D., 
La.) , chairman  of  the  Senate  Finance  Com- 
mittee, which  was  considering  such  legisla- 
tion, Dr.  Ernest  B.  Howard,  executive  vice 
president  of  the  AM  A,  said: 

“The  American  Medical  Association,  rep- 
resenting approximately  180,000  active  pri- 
vate practitioners  of  medicine  in  America, 
is  opposed  to  a proposal  that  would  inter- 
fere with  the  professional  judgment  and 
responsibilities  of  physicians.  The  proposed 
amendment,  which  would  give  a Federal 
Formulary  Committee  the  authority  to  ex- 
clude from  the  Formulary  (and  therefore 
from  payment)  any  drug  which  it  considers 
unnecessary  is,  in  our  opinion,  just  such  an 
infringement  upon  the  professional  judg- 
ment of  practicing  physicians. 

“The  amendment  would  provide  the 
Formulary  Committee  with  authority  to 
publish  prescribing  information  about  each 
drug  listed.  Adequate  prescribing  informa- 
tion to  assist  physicians  in  selecting  the 
most  rational  course  of  therapy  is  available 
through  a variety  of  acceptable  sources. 
The  proposed  additional  information  is  not 
only  unnecessary  but  undesirable  since 
physicians  would  be  unable  to  deviate  from 
that  standard  regardless  of  a particular 
patient’s  circumstances  without  facing  the 
risk  of  malpractice  liability. 

“Further,  the  amendment  would  require 
that  a physician  who  desires  to  prescribe 
the  product  of  a particular  manufacturer 
with  which  he  had  experience  and  confi- 
dence could  do  so  only  by  writing  in  his 


own  handwriting  the  established  name  of 
the  drug  again  and  the  name  of  the  pre- 
ferred manufacturer.  We  disagree  with  this 
practice  limiting  the  authority  of  the  phy- 
sician to  prescribe  the  drug  of  his  choice. 
Our  governing  body,  the  AMA  House  of 
Delegates,  has  stated  and  reaffirmed  on 
many  occasions  that  physicians  should  be 
free  to  use  either  the  generic  (established) 
or  brand  name  in  writing  prescriptions. 

“In  addition,  the  proposed  amendment 
would  have  the  Formulary  Committee  in- 
stitute inspections,  sample  examinations 
and  scientific  review  of  drug  products  to 
be  listed  by  the  name  of  the  supplier  or 
the  brand  name.  This  task  of  the  committee 
seems  to  be  beyond  its  capability,  particu- 
larly since  it  is  constituted  only  on  a part- 
time  basis  . . . 

“We  have  said  many  times  that  we  want 
our  patients  to  receive  high-quality  drugs 
at  the  lowest  possible  cost.  We  continue  in 
this  position,  more  strongly  than  ever.  But, 
we  firmly  believe  that  the  creation  of  a 
national  formulary  would  not  bring  about 
a more  economical  provision  of  drugs  under 
programs  established  within  the  Depart- 
ment of  Health,  Education,  and  Welfare, 
now  would  it  enhance  the  quality  of  these 
drugs.” 

5«C  5-S  % 

The  American  Medical  Association  sup- 
ported a senate-approved  bill  that  would 
expand  federal  family  planning  services 
and  population  research  activities. 

In  a statement  submitted  to  the  House 
Subcommittee  on  Public  Health  and  Wel- 
fare, the  AMA  said  it  believes  the  estab- 
lishment of  an  Office  of  Population  Affairs 
under  a deputy  assistant  secretary  in  the 
Department  of  Health,  Education,  and  Wel- 
fare is  highly  desirable.  The  Office  would 
make  formula  or  special  project  grants  re- 
lating to  population  and  family  planning; 
administer  population  and  family  planning 
research;  act  as  a clearing  house  on  do- 
mestic and  international  population  family 
planning  programs;  provide  liaison  with 
other  federal  agencies;  and  support  training 
for  manpower  in  these  programs. 

The  bill  (S.  2108)  also  would  authorize 
special  projects  for  family  planning  ser- 


Achrocidin  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HC1— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderh 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth- 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpur3. 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES 
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vices,  formula  grants  for  family  planning, 
training  and  research  grants,  and  grants 
for  the  construction  and  operation  of  pop- 
ulation research  centers. 

The  AMA  said  that  there  is  an  urgent 
need  for  a greatly  expanded  program  of 
population  research,  as  authorized  by  the 
legislation. 

“If  the  worldwide  population  increase  is 
to  be  controlled,”  the  AMA  said,  “it  will 
require  more  scientific  knowledge  of 
human  behavior.  We  need  more  research 
on  reproductive  physiology,  more  demo- 
graphic research,  and  more  attitudinal  and 
motivational  research.” 

The  AMA  listed  a number  of  obstacles 

I 

to  be  overcome  if  a national  program  for 
population  control  is  to  be  effective:  educa- 
tion, religion,  legal  and  economic  considera- 
tions. 

“The  most  formidable  of  these  is  lack  of 
education,”  the  AMA  statement  said.  “Pop- 
ulation control  is  only  attainable  when 
people  first  understand  the  nature  of  their 
own  bodies.” 

Meantime,  the  Defense  Department  dis- 
closed that  a series  of  rulings  this  year  had 
made  it  mandatory  that  U.S.  military  base 
hospitals  throughout  the  world  perform 
abortions  and  surgical  sterlizations  for 
armed  forces  personnel  and  their  depen- 
dents regardless  of  state  and  local  laws. 

Dr.  Louis  M.  Rousselot,  assistant  secre- 
tary of  defense  for  health  and  environment, 
issued  the  rulings  to  clarify  a policy  that 
had  been  effective  since  1966  but  which 
some  bases  had  not  been  following. 

^ ^ ^ 

Five  Republican  senators  introduced  leg- 
islation that  would  establish  a four-year 
federal  program  of  family  physician 
scholarships  and  fellowships  to  medical  stu- 
dents and  graduates  who  agree  to  practice 
in  physician-shortage  areas  or  to  serve  mi- 
gratory agricultural  workers. 

For  the  first  year,  about  500  scholarships 
not  to  exceed  $5,000  and  200  fellowships 
would  be  offered  at  a cost  of  $4.5  billion. 
The  program  would  be  expanded  each  year 
until  by  the  fourth  year  1,000  scholarships 
and  500  fellowships  would  be  authorized 
for  students  and  graduates  agreeing  to  prac- 


tice in  isolated  rural  areas,  migrant  areas, 
city  ghettos  and  Indian  reservations  with  a 
shortage  of  physicians. 

For  each  year  of  a scholarship,  one  year 
of  service  would  be  required.  No  additional 
service  would  be  required  under  the  fellow- 
ship part  of  the  program. 

Sen.  George  W.  Murphy  (R.,  Calif.)  was 
chief  sponsor  of  the  legislation  (S.  4208). 
Cosponsors  were  Sens.  Peter  H.  Dominick 
(R.,  Colo.),  Jacob  K.  Javits  (R.,  N.Y.), 
Winston  L.  Prouty  (R.,  Vt.)  and  William  B. 
Saxbe  (R.,  Ohio) . 


MEDICAL  NEWS 
IN  TENNESSEE 


Meharry  Medical  College 

Meharry  Medical  College  has  been 
awarded  a federal  grant  of  nearly  $3  mil- 
lion toward  construction  of  a $3.9  million 
laboratory-learning  resources  center.  The 
funds  will  join  a $1.5  million  grant  made 
last  year  for  the  project  by  the  Kresge 
Foundation  of  Detroit. 

Location  of  the  multipurpose  center, 
which  will  probably  begin  construction  in 
November  with  a completion  target  of  June 
1972,  has  been  set  tentatively  for  the  center 
of  the  Meharry  campus.  The  first  floor  of 
the  120,000  square  foot  center  will  include 
lecture  rooms  for  combined  medical  and 
dental  classes  and  community  health  educa- 
tion facilities,  comprised  of  displays  on 
health  problems,  bio-medical  science  ex- 
hibits, and  other  pertinent  materials  of  in- 
terest to  the  community  in  general,  es- 
pecially high  school  and  college  students  in- 
terested in  health  sciences. 

The  second  and  third  floors  will  contain 
library  materials,  study  and  reading  areas 
and  other  library  learning  aides.  The  fifth 
floor  will  house  college  administrative 
offices.  The  sixth  floor  will  have  an  audio- 
visual department,  automated  teaching 
machines  and  production  rooms  for  video 
tapes  and  television  transmission  for  college 
students. 

One  of  the  special  features  of  the  center 
will  be  a computer  linked  retrieval  system 
which  will  permit  a person  to  ask  the  com- 
puter for  the  source  of  information  on  a 
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particular  subject  and  the  computer  will 
indicate  exactly  which  book,  pages,  and 
paragraphs  contain  the  desired  informa- 
tion. 

Vanderbilt  University 
School  of  Medicine 

Dr.  Earl  W.  Sutherland,  discoverer  of 
Cyclic  AMP,  and  his  colleague,  Dr.  G.  Alan 
Robison  are  co-chairmen  of  the  first  Gordon 
Research  Conference  on  Cyclic  AMP  being 
held  this  week  in  Plymouth,  New  Hamp- 
shire. 

Career  Investigator  for  the  American 
Heart  Association,  Dr.  Sutherland  is  Pro- 
fessor of  Physiology  at  Vanderbilt;  Dr. 
Robison  is  Associate  Professor  of  Pharma- 
cology and  Physiology. 

Cyclic  AMP,  or  cyclic  adenylate,  is  a 
biologic  and  biochemical  mechanism  im- 
portant in  the  action  of  hormones.  Cyclic 
AMP  seems  to  mediate  or  control  the  action 
of  a variety  of  hormones.  Different  hor- 
mones are  produced  by  the  adrenals,  the 
sex  glands,  the  pituitary  and  other  glands. 

An  understanding  of  how  hormones  and 
Cyclic  AMP  actually  works  at  the  molecular 
level  could  lead  to  new  controls  over  health 
and  disease. 


PERSONAL  NEWS 


Br.  Van  Fletcher,  Chattanooga,  was  recently 
appointed  Secretary-Treasurer  of  the  Blue  Cross- 
Blue  Shield  of  Tennessee.  Dr.  Fletcher  has  been 
a member  of  the  Blue  Cross-Blue  Shield  Board 
of  Directors  since  1961  and  is  replacing  Dr. 
Henry  Kirby-Smith,  who  recently  resigned  after 
13  years  as  a board  member. 

Dr.  Rollin  A.  Daniel,  Jr.,  Nashville,  has  been 
named  the  first  full-time  Chief  of  Surgery  at  the 
St.  Thomas  Hospital  in  Nashville.  The  post  of 
Chief  of  Surgery  was  previously  filled  on  a part- 
time  basis  by  members  of  the  surgical  staff. 

Drs.  Robert  H.  Hutcheson,  Jr.,  Nashville,  and 
Jack  C.  Clark,  Lafayette,  have  been  appointed 
to  the  Governor’s  Advisory  Council  on  Mental 
Retardation.  Dr.  Hutcheson  was  also  a program 
participant  at  the  recent  20th  Annual  Post- 
graduate Obstetrical-Pediatric  Seminar  in  Ft. 
Lauderdale,  Florida.  He  is  the  Director  of  the 
Division  of  Family  Health  Services  for  the  state 
department  of  Public  Health  in  Nashville. 

Dr.  James  F.  Crawley,  Jr.,  has  joined  Drs. 
John  Higgason,  John  Crowell  and  Myron  J. 


Szczukowski  in  the  practice  of  radiology  in 
Chattanooga.  Dr.  Crawley  is  a graduate  of  the 
University  of  Tennessee  College  of  Medicine  and 
served  his  internship  and  residency  training  at 
the  Methodist  Hospital  in  Memphis. 

Dr.  David  Beavers,  formerly  of  Gallatin,  has 
assumed  duties  as  the  first  full-time  Pathologist 
at  the  Cookeville  General  Hospital. 

Dr.  R.  H.  Kampmeier,  Nashville,  gave  The 
William  S.  Middleton  Lecture  at  the  Wisconsin 
Regional  Meeting  of  the  American  College  of 
Physicians  on  September  18 — his  title,  “The 
Past — Guide-post,  Not  Hitching-post.” 

Dr.  John  L.  Sawyers,  Nashville,  has  been 
elected  President  of  the  Middle  Tennessee  Chap- 
ter of  the  Easter  Seal  Society.  Dr.  Sawyers  is 
Chief  of  Surgery  at  the  Nashville  General  Hos- 
pital. 

Dr.  Edgar  D.  Akin,  Chattanooga,  has  been  ap- 
pointed to  the  full-time  staff  at  Newell  Clinic 
and  Hospital  where  he  will  be  engaged  in  the 
practice  of  surgery  with  Dr.  Edward  T.  Newell, 
Jr.,  a past  president  of  TMA.  Dr.  Akin  will  also 
be  an  associate  of  Drs.  J.  Marsh  Frere,  Sr.,  Robert 
E.  Mabe,  Nat  H.  Swann  and  Wallace  D.  Grissom. 

Dr.  R.  C.  Kimbrough,  Madisonville,  has  been 
awarded  a commendation  by  President  Nixon 
“in  recognition  of  exceptional  services  to  others, 
in  the  finest  American  tradition.”  Dr.  Kim- 
brough, who  has  practiced  medicine  in  Tennessee 
for  62  years,  was  TMA’s  1970  Physician  of  the 
Year. 

Dr.  James  Hudgens,  Nashville,  was  guest 
speaker  at  a recent  meeting  of  the  American 
Business  Women’s  Association  in  Nashville.  He 
presented  slides  to  illustrate  his  work  as  a 
medical  missionary  in  the  Andes  Mountains  of 
Bolivia. 

Dr.  Noel  C.  Hunt  III,  Chattanooga,  has  joined 
Dr.  Philip  H.  Livingston  in  the  practice  of 
cardiovascular  diseases. 

Dr.  S.  W.  Turney  has  joined  the  Miller  Clinic, 
Nashville,  for  the  practice  of  general  and  tho- 
racic surgery. 

Drs.  John  F.  Boxell  and  Hathaway  K.  Harvey 
have  joined  Dr.  Charles  H.  Alper  and  Dr.  John  T. 
Evans  in  the  practice  of  Otolaryngology  in  Chat- 
tanooga. 
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Calendar  of  Meetings 

1970-71 

State 

Oct.  19-20  Tennessee  Valley  Medical  As- 

sembly, 18th  Annual,  Read 
House,  Chattanooga 
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Nov.  4-6  Tennessee  Academy  of  Gen- 

eral Practice,  22nd  Annual 
Meeting  and  Scientific  Assem- 
bly, Civic  Auditorium,  Gatlin- 
burg 

Nov.  6-7  National  Conference  on  Man- 

agement of  Occlusive  Arterial 
Disease,  Underwood  Audi- 
torium, Vanderbilt  University, 
Nashville,  Tenn. 


Nov.  19 

Middle  Tennessee  Medical  As- 
sociation, Dickson 

National 

Oct.  25-29 

American  Association  of  Blood 
Banks,  San  Francisco  Hilton, 
San  Francisco 

Oct.  25-30 
1 

American  College  of  Chest 
Physicians,  Century  Plaza 
Hotel,  Los  Angeles 

Oct.  29-Nov.  2 

Association  of  American  Medi- 
cal Colleges,  Biltmore  Hotel, 
Los  Angeles 

Nov.  10-17 

American  Heart  Association, 
Shelburne-Dennis  Hotel,  At- 
lantic City,  New  Jersey 

Nov.  16-19 

Southern  Medical  Association, 
64th  Annual  Meeting,  Dallas 
Memorial  Auditorium,  Dallas 

Nov.  29-Dec.  2 

American  Medical  Association, 
(Clinical  Convention),  Boston 

Dec.  5-10 

American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 

Dec.  7-9 

Southern  Surgical  Association, 
Boca  Raton  Hotel,  Boca  Raton, 
Fla. 

Dec.  9-12 

American  Academy  of  Cere- 
bral Palsy,  Shamrock-Hilton, 
Houston 

Jan.  2-21 

American  College  of  Surgeons, 
Scientific  Winter  Cruise,  com- 
bined with  sectional  meetings, 
Panama  City,  Caracas,  and  San 
Juan 

Jan.  29-31 

Southern  Radiological  Confer- 
ence, Grand  Hotel,  Point  Clear, 
Ala. 

Feb.  3-7 

American  College  of  Cardi- 
ology, Sheraton  Park  Hotel, 
Washington,  D.C. 

Feb.  8-10 

American  Academy  of  Occu- 
pational Medicine,  Park  Shera- 
ton Hotel,  New  York 

Orthopedic  Surgeons  Sponsor 
Emergency  Care  Course 

The  first  practical  course  in  “Emergency  Care 
and  Transportation  of  the  Sick  and  Injured” 
will  be  held  on  November  19-21  at  the  College 
of  Health,  East  Tennessee  State  University,  in 
Johnson  City,  Tennessee.  The  course  will  be 


sponsored  by  the  American  Academy  of  Ortho- 
pedic surgeons. 

Invited  to  attend  the  three  day  course  of 
lectures  and  practical  demonstration  are  ambu- 
lance attendants,  firemen,  policemen,  nurses, 
members  of  volunteer  rescue  squads,  public 
health,  civil  defense,  and  other  officials  dealing 
with  the  sick  and  injured. 

Dr.  Sam  W.  Huddleston,  Johnson  City  Ortho- 
pedic surgeon,  is  chairman  of  the  advanced  train- 
ing meeting  to  be  held  in  cooperation  with  East 
Tenneessee  State  University,  the  Tri-City  Ortho- 
pedic Society,  and  the  medical  staff  of  Memorial 
Hospital  in  Johnson  City. 

To  furnish  instruction,  physicians  and  first  aid 
experts  will  speak  and  demonstrate  on  a wide 
range  of  subjects,  including  shock,  resuscitation, 
cardiac  massage,  wound  dressing,  splinting  of 
fractures,  and  other  medical  emergencies. 
Emergency  child-birth,  water  rescue,  electrical 
safety,  even  the  legal  aspect  of  emergency  medi- 
cal care  will  be  discussed.  Demonstrations  of 
how  to  extricate  victims  from  crushed  autos 
and  use  of  rescue  equipment  will  be  given. 

For  information  and  registration  forms,  please 
contact  Sam  W.  Huddleston,  M.D.  202  West 
Fairview,  Johnson  City,  Tennessee  37601. 

Regional  Continuing  Education  Courses 

The  following  are  continuing  education  courses 
which  will  be  held  within  the  region: 

— The  Department  of  Pediatrics  of  the  University 
of  Louisville  School  of  Medicine  will  present 
its  Fourth  Annual  Newborn  Symposium  on 
November  5-6.  Participants  will  be  Drs.  Marvin 
Cornblath,  Louis  Gluck,  Harry  S.  Gordon, 
Charles  Lowe,  Grant  Morrow,  III,  Gerard  B. 
Odell,  Leo  Stern,  Robert  Usher  and  the  faculty 
of  the  department  of  pediatrics.  For  further 
information,  write:  Billy  F.  Andrews,  M.D., 

Professor  and  Chairman,  Department  of  Pedi- 
atrics, 226  East  Chestnut  Street,  Louisville,  Ken- 
tucky 40202. 

— The  University  of  Miami  School  of  Medicine, 
Department  of  Otolaryngology,  is  presenting  a 
post-graduate  course  entitled  “Otolaryngology 
for  the  Family  Practitioner.”  The  course  will  be 
held  November  13-14,  1970  at  the  Sheraton 
Four  Ambassadors  Hotel  in  Miami,  Florida  and 
is  accredited  by  the  AAGP.  For  information 
write:  Fredric  W.  Pullen,  M.D.,  Neuro-Otologic 
Laboratory,  University  of  Miami  School  of  Med- 
icine, P.  O.  Box  875,  Miami,  Florida  33152. 

—The  University  of  Florida  College  of  Med- 
icine in  Gainesville  will  present  a course  entitled 
“Seminar  in  Obstetrics  and  Gynecology”  on 
November  19-20,  1970.  Guest  speakers  include: 
Lawrence  L.  Hester,  Professor  and  Chairman, 
Department  of  Obstetrics  and  Gynecology  in 
South  Carolina;  and  William  N.  Thornton,  Jr., 
M.D.,  Professor  and  Chairman,  Department  of 
Obstetrics  and  Gynecology,  University  of  Vir- 
ginia School  of  Medicine.  For  further  informa- 
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Medical  technology 

is  demanding  enough— 

Here's  how  to  relieve 
the  demands  of  business: 


— and  enjoy  personal  satisfaction,  peace  of  mind 
and  freedom  of  time  greater  than  you  may  have 
imagined  possible. 

Just  a few  years  ago,  a group  of  doctors  in 
Kentucky  resolved  to  make  their  practices  simpler 
and  more  profitable.  They  formed  a non-profit 
corporation,  the  Professional  Service  Corporation 
Association.  The  doctors  talked  with  many  profes- 
sional consultants.  Together  they  explored  every 
aspect  of  practice  — office  procedure,  billing,  ac- 
counting, salaries,  fringe  benefits,  insurance,  retire- 
ment, equipment  — even  auto  leasing  — literally 
every  business  demand.  Time  and  energy  were 
lavished  on  every  detail.  Each  was  honed,  polished 
and  perfected.  Now,  benefits  in  each  of  these 
areas  are  available  to  PSCA  members. 

Specific  business  guidelines  are  the  key 

You  may  unknowingly  be  using  business  techniques 
discarded  years  ago  by  professional  businessmen. 
You  may  be  needlessly  hampered  by  restrictions  — 
penalized  by  advice  from  persons  not  knowledg- 
able  in  medicine.  Today,  PSCA  guidelines  for  sys- 
tematic and  simplified  business  procedures  can  be 
applied  to  incorporated  practices.  Remarkable 
benefits  are  immediately  available. 

Get  every  benefit  you're  entitled  to 

Professional  Service  Corporation  Association  (PSCA) 
offers  members  complete  guidance  to  qualify  for 
every  benefit  legitimately  available.  You'll  find  this 


Professional  Service  Corporation  Association,  Inc. 

A non-profit  organization  formed  and  controlled  by  doctors 

1622  Commonwealth  Building,  Louisville,  Ky.  40202 

Phone:  502/583-8164 


list  surprisingly  long.  Exceptional  financial  rewards 
are  possible.  Details  of  planned  incentives  and 
benefits  for  employees  are  covered.  Carefully 
qualified  and  professional  services  are  made  avail- 
able exclusively  to  PSCA  members. 

Direct  and  immediate  cash  savings  — three  and 
four  times  your  membership  fee  — may  be  realized 
in  a single  business  transaction. 

Here's  how  you  can  get  these  remarkable  benefits 

Regular  PSCA  membership  is  open  to  incorporated 
professionals  exclusively.  Junior  membership  to 
qualified  senior  students,  interns,  residents  and 
fellows.  Dues  for  Regular  membership  are  $25 
for  each  stockholder-employee  per  year.  $10  for 
Junior  members.  Complete  the  coupon  below  and 
send  it  with  your  check  today.  You'll  be  provision- 
ally enrolled  until  qualification  is  approved.  Bene- 
fits of  membership  come  just  as  easily  as  this 
means  of  joining.  Full  information  covering  all 
details  will  start  you  enjoying  your  chosen  profes- 
sion as  never  before. 

r j 

; To  PSCA:  Enroll  me  os  o □ Regular  □ Junior  member  for 

| one  year.  My  practice  specialty  is 

: Send  full  information  and  details  to: 

j NAME 

| TITLE 

I CORPORATE  NAME 

] ADDRESS 

j CITY STATE ZIP | 

L 


(Your  fee  is  refundable  if  you  do  not  qualify.) 
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tion  contact:  Division  of  Postgraduate  educa- 
tion, J.  Hillis  Miller  Health  Center,  Box  758, 
College  of  Medicine,  Gainesville,  Florida  32601. 

— On  December  18  and  19,  1970  a course 
entitled  “Practical  Ophthalmology  for  the  Pri- 
mary Physician”  will  be  given  at  the  University 
of  Kentucky  Medical  Center.  This  two  day 
course  for  generalists  in  medicine,  pediatrics, 
and  family  medicine  will  review  common  prob- 
lems in  ophthalmologic  diagnosis  and  manage- 
ment. Practical  methods  will  be  stressed.  Criteria 
will  be  given  for  identifying  patients  requiring 
specialized  care.  For  further  information  regard- 
ing this  program,  contact:  Frank  R.  Lemon, 

M.D.,  Associate  Dean,  Continuing  Education, 
College  of  Medicine  of  Kentucky,  Lexington, 
Kentucky  40506. 

American  Heart  Association 

New  booklets  have  been  issued  in  the  Associa- 
tion’s Monograph  Series  as  follows:  Volume  27, 
“Research  on  Acute  Myocardial  Infarction,”  re- 
ports on  a symposium  to  identify  and  promulgate 
promising  concepts  for  investigation  in  the  still 


unknown  areas  of  the  disease.  The  volume  was 
edited  by  Stuart  Bondurant;  Volume  28,  “Mass 
Field  Trials  of  the  Diet-Heart  Question — Their 
Significance,  Timeliness,  Feasibility  and  Appli- 
cability,” is  an  assessment  of  seven  proposed  ex- 
perimental designs  by  the  National  Heart  In- 
stitute’s Diet-Heart  Review  Panel,  chaired  by 
Edward  H.  Ahrens; 

Reducing  the  Risk  of  Coronary  and  Hyperten- 
sive Disease,”  the  book  stems  from  the  Minne- 
sota Symposium  on  Prevention  in  Cardiology 
which  the  Minnesota  Heart  Association  spon- 
sored in  cooperation  with  the  Mayo  Clinic,  Mayo 
Foundation,  University  of  Minnesota,  and  Ameri- 
can Heart  Association’s  Council  on  Clinical 
Cardiology,  edited  by  Henry  Blackburn  and 
Jennifer  Willis,  the  book’s  25  articles  cover  the 
several  risk  factors  and  provide  practical  sug- 
gestions for  reducing  the  risk  by  controlling 
hypertension,  diet,  obesity,  cigarette  smoking 
and  physical  activity. 

Copies  may  be  obtained  through  local  Heart 
groups  or  the  AHA’s  Distribution  Department, 
44  E.  23rd  St.,  New  York,  N.Y.  10010. 


IMPORTANT  NOTICE! 


The  Tennessee  Pharmaceutical  Associa- 
tion has  contacted  the  Tennessee  Medical 
Association  concerning  a serious  dilemma 
involving  the  physician’s  signature  on  Class 
“A”  narcotic  prescription  blanks. 

According  to  Regulation  No.  151.397  is- 
sued pursuant  to  the  Federal  Statute,  26 
USCA  4705,  referred  to  in  the  Tennessee 
Code  Annotated  52-1307: 

“It  is  illegal  for  a pharmacist  to  fill  a prescrip- 
tion for  a Class  “A”  narcotic  drug  unless  he 
has  the  signed  prescription  blank  in  his  hand 
or  in  an  emergency,  it  is  presented  to  his 
agent  when  the  medication  is  delivered  to  the 
patient.” 

Over  an  extended  period  some  pharma- 
cists, as  an  accommodation  to  both  the 
patient  and  the  physician,  have  taken  some 
prescriptions  over  the  telephone  and  mailed 
the  prescription  blanks  to  the  physician  for 
his  signature.  This  is  a violation  of  the  reg- 
ulation by  both  the  pharmacist  who  fills  the 
prescription  and  the  physician  who  gives 


the  prescription  to  the  pharmacist.  Regula- 
tion No.  151.393  makes  both  the  practitioner 
and  the  pharmacist  liable  for  the  penalties 
prescribed  by  violation  of  the  law. 

Recently  in  Tennessee,  a pharmacist  was 
found  to  have  unsigned  Class  “A”  narcotic 
prescription  blanks  in  his  file  and  was  re- 
quired to  either  surrender  all  of  his  nar- 
cotics and  dangerous  drug  inventory  and  his 
narcotic  permit  for  thirty  days  or  face 
court  action  by  narcotic  agents.  These 
agents  indicated  that  the  physician  involved 
in  these  violations  will  also  be  investi- 
gated. 

It  is  most  important  that  physicians  he 
familiar  with  this  requirement  and  furnish 
the  pharmacist  with  the  lawfully  required 
signed  prescription  blanks. 

Therefore,  please  cooperate  with  your 
pharmacist  in  furnishing  the  signed  narcotic 
drug  prescription  blanks  in  order  that 
further  violations  of  this  type  can  be 
avoided. 


His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic, 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 


SEAR  LE 


Research  in  the  service  of  medicine. 
G.  D.  Searle  & Co.,  Chicago,  III.  60680 


Pro-Banthi  ne 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-BanthTne  15  mg. 

propantheline  bromide 

i \ • • 


Pro-Banthine  15  mg. 

propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-BanthTne  15  mg. 

propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-Banthine  P.fl.  30  mg. 

propantheline  bromide 
in  time-release  form 


Pro-BanthTne  7V2  mg. 

propantheline  bromide 
Half  Strength 
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Physicians  On  Hospital  Governing  Boards 

L.  O.  Simenstad,  M.D.,  Trustee 
American  Medical  Association 


OSCEOLA, 

In  each  of  the  past  several  years,  the 
AMA  House  of  Delegates  has  adopted  one 
or  more  resolutions  urging  the  AMA  Com- 
missioners to  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  to  promote  the 
adoption  by  the  Joint  Commission  of  an 
accreditation  standard  that  would  require 
either:  (1)  that  there  be  physician  repre- 
sentation on  the  governing  boards  of  hos- 
pitals, (2)  that  the  physician  representation 
be  from  the  medical  staff  of  the  hospital, 
or  (3)  that  that  medical  staff  representation 
be  by  physicians  elected  by  the  medical 
staff. 

Full  voting  rights  have  been  asked  for 
those  physicians  representing  the  medical 
staff.  And  it  has  been  stated  that  the  phy- 
sician or  physicians  so  elected  or  appointed 
should  be  willing  and  able  to  carry  out  the 
functions  of  the  office. 

Staff  Representation 

The  AMA  Commissioners  have  been  re- 
sponsive to  these  wishes  of  the  House  of 
Delegates  and  have  urged  that  such  medical 
staff  representation  be  a requirement  for 
accreditation. 

Important  progress  has  been  made  to- 
ward this  goal.  At  the  August  9,  1969  meet- 
ing of  the  Board  of  Commissioners,  the  fol- 
lowing statement  was  included  in  the 
interpretive  material  under  the  first  stan- 
dard applicable  to  the  governing  body: 
Physicians  who  are  members  of  the  Medical 
Staff,  where  legally  permissible,  shall  be  eligi- 
ble for,  and  should  be  included  in  the  mem- 
bership of  the  hospital  governing  body  in  the 
same  manner  as  are  all  other  knowledgeable 
and  effective  individuals.  Other  physicians  also 
should  be  considered  eligible  for  membership 
on  the  governing  body. 

The  Glossary  of  the  new  draft  of  the 
Standards  defines  “should”  as  reflecting:  “a 
desirable  but  not  mandatory  practice  that 
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produces  compliance  with  the  standard  and 
does  not  eliminate  alternative  or  innovative 
courses  of  action.” 

Interpretative  Material 

What  the  Joint  Commission  is  thus  now 
saying  to  hospitals  in  the  interpretive  ma- 
terial is  that,  where  it  is  legally  permissible, 
members  of  the  medical  staff  must  not  be 
descriminated  against  as  regards  eligibility 
for  membership  on  the  governing  board; 
however,  it  is  not  mandatory  that  there  be 
medical  staff  representation  on  the  govern- 
ing body. 

It  should  be  pointed  out  that  that  inter- 
pretive material  is  presently  accepted  only 
for  field  testing.  Presumably,  finalized  ver- 
sions of  the  interpretive  material  will  be 
adopted  at  the  December  meeting  of  the 
Board  of  Commissioners. 

Regardless  of  the  action  of  the  Joint  Com- 
mission, however,  physicians  are  going  to 
be  welcomed  more  and  more  frequently  on 
governing  boards  of  hospitals. 

I have  read  that,  at  the  recent  annual 
meeting  of  the  American  Hospital  Associa- 
tion, there  was  strong  reaction  to  the  in- 
clusion in  the  Standards  of  the  interpretive 
language  that  I quoted  above.  But,  at  the 
joint  meeting  of  state  hospital  and  medical 
society  representatives  that  were  held  in 
Chicago  in  February  and  March  of  1969  to 
discuss  an  earlier  draft  of  the  Standards,  a 
number  of  hospital  people  stated  that  they 
would  welcome  physicians  on  their  govern- 
ing boards. 

The  reasons  are  quite  plain.  Hospitals, 
today,  are  involved  in  a wide  variety  of 
programs  where  decisions  cannot  be  logical- 
ly reached  without  the  advice  of  physicians. 
To  name  but  a few,  these  include  Regional 
Medical  Programs,  comprehensive  health 
planning,  Medicare  and  Medicaid.  When  a 


878 


THE  VIEWING  BOX 


October,  1970 


hospital  is  planning  its  role  in  effectively 
delivering  health  services  to  a community, 
it  would  seem  that  its  medical  staff  must  be 
intimately  involved,  not  just  because  phy- 
sicians more  than  any  other  group  have  a 
concerned  awareness  of  the  medical  needs 
of  the  community,  but  because  physician 
advice  may  prevent  costly  errors  in  the 
planning,  development  and  operation  of 
new  facilities  and  services. 

Corporate  Responsibility 

Another  reason  for  medical  staff  repre- 
sentation on  hospital  governing  boards 
stems  from  corporate  responsibility  of  the 
hospital  for  the  quality  of  the  medical  care 
delivered  in  the  institution.  The  measure  of 
the  degree  to  which  the  hospital  fulfills  this 
responsibility  is  twofold.  First  is  effective- 
ness of  its  organized  medical  staff  to  pro- 
vide the  necessary  supervision  essential  to 
the  maintenance  of  high  quality  medical 
care.  Second  is  the  excellence  of  hospital 
management.  And  as  was  stated  in  the  1964 
Report  on  Physician  Hospital  Relations: 

the  excellence  of  hospital  management  is  not 
solely  the  responsibility  of  the  governing  au- 
thority and  administration.  The  medical  staff 
is  responsible  for  much  of  the  hospital’s  in- 
come and  expense;  therefore,  it  must  be  con- 
cerned with,  and  share  responsibility  for,  the 
quality  and  efficacy  of  the  total  management 
of  the  hospital. 

Physicians  cannot  remain  aloof  from  the 
hospital  management  structure.  All  too 
frequently,  the  nonpresence  of  a member  of 
the  medical  staff  on  the  governing  board  of 
a hospital  is  because  the  medical  staff  has 
not  requested  representation.  This  is  one 
fact  of  the  problem  that  I hope  medical 
staffs  everywhere  will  rectify. 

At  this  point,  I think  it  should  be  noted 
that  the  policy  of  the  American  Hospital 
Association  has  long  been  that  “Members  of 
the  medical  staff  can  be  members  of  the 
hospital  governing  board.”  This  was  a posi- 
tion taken  by  the  AHA  Board  of  Trustees 
in  1953  when  it  joined  with  the  AMA  Trus- 
tees in  a joint  statement  on  physician- 
hospital  relations.  Governing  board  mem- 
bership was  one  of  four  listed  alternatives 
to  insure  that  the  medical  staff  has  access 
to  the  governing  board. 

It  is  this  question  of  access  or  the  assur- 


ance of  effective  communication  between 
the  governing  board  and  the  medical  staff 
that  is  of  prime  importance  today,  perhaps 
of  even  greater  importance  than  it  was  in 
1953. 

It  is  the  policy  of  the  American  Medical 
Association  that  this  liaison,  this  communi- 
cation, is  most  effectively  carried  out  when 
an  elected  representative  of  the  medical 
staff  is  on  the  governing  board. 

(From  the  Massachusetts  Physician — 
January  1970) 

As  the  Twig  Is  Bent  . . . 

By  a Unionized  Teacher 

Pushing  children  ahead  of  advancing 
riflemen  to  serve  as  a human  shield  for  the 
attackers  is  an  oriental  tactic  not  unknown 
to  modern  warfare.  Unionized  school  teach- 
ers who  subvert  young  minds  with  the 
propaganda  spawned  by  organized  labor 
headquarters  for  classroom  use  are  guilty 
of  a crime  lesser  only  in  degree. 

When  teachers  joined  forces  with  hod 
carriers,  either  in  the  CIO-AFL  or  the 
Teamsters,  only  the  naive  could  assume 
that  their  card-carrying  affiliation  wouldn’t 
make  a travesty  of  the  honor,  integrity, 
dedication  and  professional  pride  that  once 
were  essential  ingredients  of  the  teaching 
art. 

Teachers,  lobbying  for  higher  pay  and 
added  benefits,  remind  parents  that  their 
“most  precious  possessions”  are  daily  en- 
trusted to  the  teachers’  custody.  That  is 
true,  of  course.  And  the  over-burdened, 
tax-paying  parents  also  have  a right  to 
expect  that  the  teachers  will  honor  an  obli- 
gation that  is  actually  a trust,  namely,  “to 
teach  the  child  with  due  regard  to  honesty, 
objectivity,  and  fairness  in  all  subjects.” 

This  concept  can’t  endure  when  teachers 
join  labor  organizations.  Now,  exceptions 
will  have  to  be  made  to  that  fundamental 
doctrine  of  “due  regard  to  honesty,  objec- 
tivity and  fairness.”  Teachers  paying  dues 
to  Mr.  Hoffa’s  heirs  and  their  ilk  can  be 
expected  to  attack  the  capitalistic  system, 
free  enterprise,  sound  currency  and  bal- 
anced governmental  budgets. 

Parents  concerned  by  the  flow  of  por- 
nography and  smut  now  being  purveyed  to 
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the  young  minds  have  equal  reason  to  re- 
sent a recent  union  ploy  among  member- 
teachers  in  New  York.  During  the  pro- 
longed General  Electric  Company  strike 
when  a major  American  corporation  was 
being  subjected  to  every  form  of  union 
reprisal  for  its  refusal  to  abjectly  surrender 
to  union  threats,  the  dear  teachers  even  got 
into  the  act.  The  New  York  AFL-CIO 
teachers  were  exposed  to  a background 
piece  on  the  G.  E.  strike.  It  was  carried  in 
The  United  Teachers,  official  party  organ 
promoting  the  official  party  line  of  the 
United  federation  of  Teachers. 

Among  other  things,  the  piece  revealed 
that  “lesson  plans”  had  been  devised  by  the 
union  for  use  in  the  classrooms  by  teachers 
who  wished  to  enlarge  upon  the  G.E.  strike 
theme.  The  lesson  plan  cited  statistics,  per- 
centages of  profit  increases  for  G.E.  versus 
wage  increases  for  workers,  and  a lot  of 
other  purposeful  misrepresentations. 

Forgetting  for  a moment  a lack  of  ethics, 
if  any  teachers  were  so  ignorant  of  the  eco- 
nomic facts  of  life  that  he  or  she  would 
dare  to  peddle  these  distortions  and  false 
conclusions,  such  a teacher  should  be  barred 
from  every  class,  including  finger-painting 
for  pre-schoolers.  And  if  any  teacher  knew 
better,  but  could  be  perfidious  enough  to 
unload  such  patent  untruths  upon  impres- 


sionable pupils,  then  such  a teacher  should 
be  kicked  bodily  out  of  the  profession — if, 
indeed,  it  is  still  a profession. 

Unions  demand  loyalty.  They  demand 
compliance  with  the  dictates  from  the  labor 
temple  or  the  plush  Washington  headquar- 
ters. Teachers  who  finally  put  down  their 
picket  signs  to  resume  classroom  duties 
after  a strike  can  hardly  be  expected  to 
rebel  against  orders  from  the  international, 
or  even  from  the  local. 

How  tragic  that  young  people  can  become 
hooked  on  hard  drugs  and  turn  into  “junk- 
ies.” How  tragic  that  teachers  can  become 
“hooked  on  labor  propaganda”  and  become 
intellectual  junkies.  We  respectfully  insist 
that  teachers  who  join  organized  labor  to 
further  their  own  objectives  cannot  retain 
that  intellectual  freedom  which  they  claim 
is  so  essential  to  the  academic  world.  Will 
they  learn  the  art  of  scattering  roofing  nails 
in  driveways,  slashing  tires,  shooting  out 
transformers,  telephoning  threats,  scream- 
ing “scab”  and  other  little  niceties  that, 
alas,  go  with  so  many  strikes?  Even  those 
activities  are  less  heinous  than  teaching  un- 
truths to  children. 

— W.  L.  Thornton,  President — (Reprinted 

from  SSIC  Bulletin,  March  15,  1970) 
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Studies  of  the  amniotic  fluid  are  being:  extended  constantly.  New  applicable  techniques  are  permit- 
ting- the  gathering  of  information  in  regard  to  fetal  and  maternal  health  during  pregnancy.  The 
authors  review  the  several  studies  now  feasible  on  amniotic  fluid. 

AMNIOCENTESIS:  Its  Diagnostic  and 
Research  Applications 


ARTHUR  T.  FORT,  M.D.  AND  ANNE 

Introduction 

Reproduction  was  regarded  as  entirely  a 
waiting  game  until  just  three  decades  ago. 
Mother,  father,  medical  attendant,  and  any 
other  interested  parties  spent  9 months 
patiently  awaiting  the  outcome.  If  the  out- 
come proved  successful,  all  concerned,  in- 
cluding the  medical  attendant,  were  quick 
to  claim  credit.  If  the  outcome  proved  to 
be  unfortunate  then  God,  evil  influence,  or 
the  in-laws  were  left  unchallenged  in  shar- 
ing the  blame. 

Within  the  past  three  decades  the  rules 
of  the  game  have  begun  to  change.  It  has 
become  increasingly  evident  that  neither 
the  mother  nor  the  medical  attendant  need 
always  accept  the  outcome  of  reproduction 
so  passively.  Understandable  causes  of  re- 
productive misfortune  are  emerging  and, 
moreover,  many  of  these  causes  are  poten- 
tially modifiable  or  avoidable  although 
some  are  not.  For  example,  inherent  fetal 
defects  such  as  chromosomal  or  enzymatic 
aberrations  remain  outside  our  range  of 
alteration  while  the  environment  that  the 
mother  provides  for  fetal  development  is 
potentially  within  our  scope  of  modification 
or  simulation. 

Broadly,  the  environmental  abnormalities 
fall  into  two  categories: 

(1)  Inadequacy — placental  insufficiency 

maternal  malnutrition 
maternal  disease 

(2)  Hostility — maternofetal  isoimmuni- 

zation 

maternal  drug  ingestion 
maternal  infections 

*From  the  Department  of  Obstetrics  and 
Gynecology,  University  of  Tennessee  College  of 
Medicine,  Memphis,  Tenn.  38103. 
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Although  notably  significant,  the  formu- 
lation of  these  concepts  of  environmental 
failure  and  environmental  hostility  have 
resulted  in  few  reliable  techniques  for 
identifying  such  failure  or  hostility  ante- 
partum. Therefore,  we  are  far  more  cap- 
able of  imagining  treatment  than  delivering 
it.  Even  in  our  imagination  therapeutic 
possibilities  for  the  foreseeable  future  seem 
limited  to  either  modification  of  the  in- 
trauterine environment  or  extraction  of  the 
fetus  if  the  environmental  modification 
proves  inadequate.  Direct  treatment  of  the 
fetus  probably  will  remain  limited  to  isoim- 
munization. Furthermore,  how  is  one  to 
determine  from  the  long  term  fetal  point 
of  view,  if  measures  directed  at  improving 
the  maternal  environment  are  actually  ac- 
complishing their  purpose?  To  current  stu- 
dents of  reproduction  goes  the  challenge  of 
solving  these  problems  by  actually  deter- 
mining the  sufficiency  and  safety  of  the 
intrauterine  environment,  the  state  of  fetal 
health,  and  fetal  maturity.  One  response  to 
this  challenge  has  been  an  unabashed  in- 
trusion into  the  once  sacroscant  amniotic 
sac.  This  paper  will  briefly  review  some  of 
the  diagnostic  applications  of  this  intrusion 
called  amniocentesis. 

Technique  of  Amniocentesis 

Simply  stated,  a 22  gauge  spinal  needle 
is  introduced  into  the  amniotic  sac  after 
traversing  in  order:  an  anesthetized  skin 
wheal,  the  maternal  abdominal  wall,  the 
uterus,  and  the  chorioamnion.  Just  how 
painful  is  this  procedure?  In  answer — 
many  patients  say  an  intravenous  aspira- 
tion is  worse.  Anxiety  about  pain  apparent- 
ly far  exceeds  the  actual  pain. 
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How  hazardous  is  the  technique  to  the 
mother?  Theoretically,  maternal  infection 
is  a possibility  but  has  not  been  reported 
in  many  large  series  where  amniocentesis 
was  employed  only  for  diagnosis.  Freda1 
reported  over  5000  amniocenteses  without 
infection.  Queenan2  did  report  that  10%  of 
584  patients  undergoing  intrauterine  trans- 
fusion showed  infection,  but  in  most  cases 
in  which  infection  occurred  the  fetus  was 
moribund  or  dead.  What  sort  of  culture 
media  is  amniotic  fluid?  Galaske  and 
Synder3  found  amniotic  fluid  to  inhibit  bac- 
terial growth,  even  when  enriched  with 
casein  hydrolysate.  Florman  and  Teubner4 
found  that  amniotic  fluid  poorly  supported 
bacterial  growth  until  meconium  was 
added.  The  meconium  seemed  to  enhance 
bacterial  growth.  On  the  contrary  Walsh, 
Hildebrandt,  and  Prystowsky5  could  not 
demonstrate  inhibition  of  bacteria  inocu- 
lated into  amniotic  fluid.  Although  other 
studies  could  be  cited,  extensive  clinical 
experience  indicates  that  injection  of  hyper- 
tonic solutions  and  intrauterine  transfusion, 
especially  in  the  presence  of  a dead  or 
moribund  fetus,  are  the  only  situations 
where  sepsis  is  a significant  risk  of  am- 
niocentesis. 

How  hazardous  is  amniocentesis  to  the 
fetus?  Direct  fetal  damage  has  not  been 
reported  except  when  the  fetus  has  been 
subjected  to  intrauterine  transfusion  or  a 
radiopaque  medium  has  inadvertently  been 
injected  into  the  fetal  subcutaneous  tissues. 
Indirect  damage  to  the  fetus  has  been  far 
more  frequent.  Such  as  the  not  unusual 
possibility  of  creating  fetomaternal  bleed- 
ing which  may  result  in  increased  maternal 
antibodies  against  fetal  erythrocytes.  Far 
more  infrequent  is  the  laceration  of  a 
placental  vein  leading  to  fetal  exsangui- 
nation. 

Diagnosis  by  Amniocentesis 

Amniotic  Fluid  Volume.  The  exact  de- 
terminants of  amniotic  fluid  volume  are 
unknown,  but  clinical  relationships  be- 
tween fetal  conditions  and  oligohydramnios 
are  known.  Fetal  renal  agenesis  is  a well 
established  example  of  a clinical  condition 
almost  always  accompanied  by  oligohy- 
dramnios. More  recently  post-term  preg- 
nancies associated  with  fetal  malnutrition 


have  been  found  to  be  accompanied  by 
oligohydramnios.  Since  toxemia  of  preg- 
nancy and  chronic  maternal  hypertensive 
cardiovascular  disease  often  cause  de- 
creased placental  function  and  fetal  malnu- 
trition, oligohydramnios  might  be  identified 
earlier  in  the  course  of  these  maternal  dis- 
eases as  an  indicator  of  failing  placental 
function.  This  reasoning  led  Elliott  and 
Inman6  to  determine  amniotic  fluid  volume 
in  the  last  trimester  of  pregnancy  associated 
with  hypertension  and  in  normals.  They 
employed  a dye  dilution  technique  with 
Coomassie  blue  to  document  that  normally 
amniotic  fluid  volume  increases  up  to  37 
weeks  gestation,  then  declines  rapidly  as 
term  arrives.  In  severe  preeclampsia  and 
essential  hypertension  they  noted  less 
volume  and  an  earlier  decline.  Other  stud- 
ies have  more  or  less  confirmed  these  re- 
sults and  shown  that  dye  dilution  tech- 
niques are  accurate  and  not  particularly 
difficult  to  do. 

Amniotic  Fluid  Protein.  The  concentra- 
tion of  amniotic  fluid  protein  is  much  below 
that  of  serum.  Albumin  is  the  major  com- 
ponent constituting  at  least  50%  of  the 
total.  The  concentration  of  protein  in 
amniotic  fluid  increases  along  with  biliru- 
bin in  the  face  of  severe  erythroblastosis, 
while  in  normal  gestations  the  concentra- 
tion of  both  amniotic  fluid  bilirubin  and 
protein  declines  to  barely  measurable  levels 
at  term.  Globulins  are  also  present  in 
amniotic  fluid,  constituting  a small  pro- 
portion of  the  total.  The  globulins  normally 
tend  to  decline  near  term,  keeping  the  same 
relative  proportion  to  albumin.  Gamma 
globulin  (IgG)  gets  into  amniotic  fluid 
only  when  severe  maternal  anti-Rh  sensi- 
tization has  occurred  and  is  closely  related 
to  fetal  illness.  However,  anti-Rh  IgG  may 
appear  in  amniotic  fluid  even  though  the 
fetus  is  Rh  negative,  although  it  is  unlikely 
to  ever  reach  the  levels  seen  with  an  ill 
fetus.  It  is  not  possible  to  predict  amniotic 
fluid  anti-Rh  titers  from  the  maternal  titer. 

Human  placental  lactogen  (HPL)  is  also 
present  in  amniotic  fluid.  Josimovich7 
measured  maternal  serum  and  amniotic 
fluid  HPL  levels  serially  in  19  patients  with 
histories  of  Rh  sensitization.  In  those  cases 
terminating  with  a healthy  fetus  there  was 
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a “divergence”  between  maternal  serum 
and  amniotic  fluid  concentrations  of  HPL 
caused  by  a declining  amniotic  fluid  level. 
In  those  cases  where  the  fetus  was  severely 
affected  there  was  a “convergence”  as  the 
amniotic  fluid  concentration  rose  rather 
than  declined. 

Just  how  does  protein  get  into  the 
amniotic  fluid  and  what  determines  its 
concentration?  Labeled  albumin  readily 
passes  from  mother  to  amniotic  fluid  even 
in  excess  of  the  quantity  getting  to  fetal 
plasma.  Ruoslahti,  Tallbery  and  Seppala8 
investigated  the  origin  of  amniotic  fluid  Gc 
and  L-2  proteins  whose  genetic  roots  could 
be  traced  and  found  them  to  be  maternal  in 
origin.  IgG  gets  into  amniotic  fluid  when 
maternal  serum  titers  are  high  and  the  size 
of  this  molecule  would  most  likely  preclude 
its  excretion  by  the  fetal  kidney  into  the 
amniotic  fluid.  Therefore,  the  most  plausi- 
ble theory  for  the  origin  of  amniotic  fluid 
protein,  from  the  evidence  available  is  that 
it  perfuses  from  the  intraplacental  and 
uterine  blood  flowing  adjacent  to  the 
amniotic  sac. 

The  concentration  of  amniotic  fluid  pro- 
tein normally  declines  as  does  amniotic 
fluid  volume  as  term  approaches.  When 
the  fetus  is  ill  the  decline  reverses.  Why? 
In  answer,  it  seems  plausible  that  the  fetal 
illness  interferes  with  fetal  ingestion  of 
amniotic  fluid  allowing  an  accumulation  of 
protein  and  amniotic  fluid  as  hydramnios  is 
also  associated  with  fetal  illness.  If  this 
hypothesis  is  correct  it  is  the  egress  of 
amniotic  fluid  that  controls  its  accumula- 
tion. Standing  in  immediate  opposition  to 
this  hypothesis  are  the  data  showing  that 
the  volume  of  amniotic  fluid  never  reaches 
its  usual  value  in  chronic  placental  in- 
sufficiency even  though  the  fetus  is  ill. 
Perhaps  in  placental  insufficiency  the  rate 
of  transfer  from  mother  to  fetus  may  be 
diminished.  It  has  been  shown  that  feto- 
maternal  transfer  of  drugs  is  reduced  in 
conditions  associated  with  chronic  placental 
insufficiency. 

The  hypothesis  must  then  be  modified  to 
state  that  both  maternal  amniotic  fluid 
transfer  and  fetal  swallowing  effect  the  ac- 
cumulation of  amniotic  fluid  and  amniotic 
fluid  protein.  However,  the  transfer  into 


the  amniotic  sac  is  the  most  important  fac- 
tor in  chronic  placental  insufficiency  while 
fetal  ingestion  is  the  most  important  in  Rh 
isoimmunization,  acute  fetal  distress,  and 
probably  diabetes  mellitus  where  hydram- 
nios is  often  seen. 

Amniotic  Fluid  Bilirubin.  This  pigment 
released  in  the  degradation  of  hemoglobin 
has  received  a great  deal  of  attention  in 
recent  years  as  an  index  of  fetal  hemolysis 
in  Rh  isoimmunization  and  fetal  maturity 
estimation.  It  is  not  the  absolute  quantity 
of  bilirubin  but  the  spectrophotometric 
absorption  pattern  that  more  nearly  reflects 
the  state  of  fetal  health.  Bevis9  first  de- 
scribed the  pattern  seen  in  Rh  isoimmuni- 
zation where  a “bulge”  in  absorption  is  seen 
from  450  to  460  m^  extending  outward  from 
a background  of  absorption  between  375  to 
525  rrifx  that  is  normally  present  in  amniotic 
fluid.  This  bulge  is  observed  in  all  preg- 
nancies at  the  beginning  of  the  third  tri- 
mester but  declines  as  term  approaches 
unless  erythroblastosis  is  present.  This 
bulge  is  created  by  unconjugated  (indirect) 
bilirubin  in  the  amniotic  fluid.  Many 
theories  as  to  the  route  of  this  unconjugated 
bilirubin  takes  in  getting  into  the  amniotic 
fluid  have  been  proposed.  The  most  plausi- 
ble is  that  unconjugated  bilirubin  simply 
diffuses  from  the  intraplacental  or  uterine 
maternal  blood  into  the  amniotic  sac.  In 
support  of  this  theory,  Bashore10  clearly 
demonstrated  the  bidirectional  movement 
of  unconjugated  bilirubin  through  placentas 
of  rhesus  monkeys.  Furthermore,  condi- 
tions characterized  by  maternal  hyper- 
bilirubinemia, sickle  cell  crisis  and 
intrahepatic  cholestatic  jaundice  of  preg- 
nancy or  fetal  upper  gastrointestinal  ob- 
struction, have  all  been  reported  to  be 
associated  with  increased  unconjugated 
bilirubin  in  the  amniotic  fluid.  Once  in 
amniotic  fluid,  what  determines  the  rate  of 
accumulation?  Again,  as  in  protein  accu- 
mulation, fetal  ingestion  is  probably  the 
most  important  factor.  Indirect  bilirubin 
swallowed  by  the  fetus  can  readily  pass 
through  the  fetal  intestine  into  the  fetal 
blood  stream  and  be  carried  to  the  placenta 
for  rapid  disposal.  In  erythroblastosis 
fetalis  due  to  fetal  hemolysis  an  excess  of 
indirect  bilirubin  arrives  at  the  placenta. 
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A small  amount  of  this  bilirubin  then  di- 
fuses into  the  amniotic  sac.  The  fetus 
swallows  poorly  because  of  the  erythro- 
blastosis and  therefore  the  bilirubin  ac- 
cumulates. The  same  mechanism  of 
accumulation  probably  also  operates  in  im- 
mature fetuses  who  also  have  elevated 
levels  of  amniotic  fluid  bilirubin. 

Amniotic  Fluid  Steroids.  The  steroids 
found  in  amniotic  fluid  probably  have  re- 
sulted directly  from  fetal  metabolic  and 
excretory  efforts  so  that  they  are  potential- 
ly one  of  the  most  direct  indices  of  fetal 
health  and  maturity.  Neither  fetus  nor 
placenta  are  complete  steroidogenic  sys- 
tems capable  of  elaborating  finished  ste- 
roids from  acetate.  However,  they  sup- 
plement each  other  and  the  fetal  adre- 
nals are  supplied  by  the  placenta  with  the 
precursor  steroids  it  needs  to  produce 
corticosteroids  while  the  placenta  is  sup- 
plied by  the  fetus  with  the  precursor  for 
its  major  estrogen,  estriol.  The  fetal  liver 
is  active  in  the  disposal  of  the  potent 
steroids  produced  by  the  fetal  adrenal.  They 
are  conjugated  by  sulfurylation,  16  alpha 
hydroxylation,  and  to  a minor  extent  by 
glucuronylation  or,  if  unconjugated,  readily 
diffuse  through  the  placenta  to  be  carried 
away  by  the  mother.  The  steroids  being 
extensively  conjugated,  unlike  bilirubin, 
are  excreted  by  the  kidneys  into  the 
amniotic  fluid.  What  can  be  learned  from 
the  quantity  and  conjugation  of  amniotic 
fluid  steroids?  To  begin  with,  Schindler 
and  Siiteri11  found  that  dehydroepiandros- 
terone,  a product  of  the  fetal  adrenal, 
existed  principally  as  a sulfate,  with  the 
16-alpha-OH-dehydroepiandrosterone  con- 
jugate being  next  in  order.  The  fetal  liver 
is  capable  of  sulfurylation,  16  alpha  hy- 
droxylation of  C-19  and  C-18  steroids,  15- 
alpha  hydroxylation  and  probably,  some 
glucuronidation  while  the  placenta  lacks 
these  capabilities.  Therefore,  it  is  likely 
that  the  quantity  of  the  various  conjugates 
of  dehydroepiandrosterone  is  a direct  re- 
flection of  fetal  hepatic  and  adrenal  func- 
tion. On  the  other  hand,  unconjugated 
steroids  of  the  amniotic  fluid  probably  ar- 
rived in  the  amniotic  fluid  by  diffusion 
from  the  intraplacental  or  uterine  circula- 
tion and  could  represent  either  maternal  or 


fetal  efforts.  The  placenta  is  rich  in  sul- 
fatase  and  16-alpha  hydroxylase.  Further 
support  of  this  concept  are  the  results  of  a 
study  by  Schindler  and  Ratanasopa12  com- 
paring amniotic  fluid  estriol,  16-ketoandros- 
tenediol,  16-alpha  hydroxydehydroepian- 
drosterone  dehydroepiandrosterone,  and 
pregnanediol  in  normal  patients  and  those 
with  Rh  isoimmunization.  In  severe 
erythroblastosis  they  found  that  16-alpha- 
OH-dehydroepiandrosterone  and  16-ketoan- 
drostenediol  could  not  be  detected,  perhaps 
indicating  the  liver  failure  of  these  fetuses. 
A small  amount  of  estriol  and  usual 
amounts  of  dehydroepiandrosterone  and 
pregnanediol  were  present,  all  of  which 
could  have  diffused  from  the  intraplacental 
or  uterine  blood  irrespective  of  fetal  liver 
function. 

The  area  of  amniotic  fluid  steroids  is  ripe 
for  exploration  but  is  unfortunately  limited 
by  the  difficult  biochemical  methodology 
required. 

The  only  clinical  use  thus  far  has  been 
antepartum  detection  of  a fetus  with  the 
adrenogenital  syndrome. 

Amniotic  Fluid  Cytology.  The  fetus  ob- 
viously exfoliates  cells  from  his  many  sur- 
faces in  contact  with  amniotic  fluid.  These 
cells  can  be  harvested  by  amniocentesis  for 
culture,  enzymology,  karyotyping,  and  mor- 
phologic examination.  What  has  been 
learned  so  far  from  amniotic  fluid  cytology? 

Cytologists  can  interpret  fetal  sex 
chromatin  correctly  95%  of  the  time.  Suc- 
cessful culturing  of  cells  yields  cells  suit- 
able for  karyotyping  in  a majority  of  cases. 
From  these  karyotypes  one  can  diagnose 
translocation  disorders  such  as  Down’s 
Syndrome.  Certain  metabolic  disorders  of 
the  fetus  can  be  identified  from  analysis  of 
enzymes  in  the  amniotic  fluid  cell.  For  ex- 
ample, galactose-l-phosphate  uridyltrans- 
ferase  and  other  enzymes  of  amniotic  fluid 
cells  have  been  measured.  Amourotic 
familial  idiocy  (Tay-Sacks  Disease)  has 
been  diagnosed  prenatally  by  demonstrat- 
ing a deficiency  of  hexosaminedase  A in 
fetal  cells. 

An  increasing  number  of  studies  of 
amniotic  fluid  cytomorphology  has  been 
published.  The  majority  of  cells  are  squa- 
mous epithelial  cells;  most  are  nucleated.  As 
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term  approaches  there  is  a linear  increase 
in  the  total  number  of  these  cells  and  in 
the  anucleate  proportion.  Many  clinicians 
have  attempted  to  determine  fetal  maturity 
by  staining  amniotic  fluid  with  Nile  blue 
sulfate,  finding  that  the  number  of  cells 
taking  the  stain  increases  with  maturity. 
When  greater  than  20%  of  the  cells  take  on 
the  characteristic  orange  tint  fetal  ma- 
turity is  virtually  assured.  The  assumption 
has  been  made  that  these  orange  staining 
cells  are  sebaceous  in  origin,  since  in  frozen 
biopsy  of  fetal  skin  sebaceous  glands  take 
the  Nile  blue  sulfate  stain.  Yet  it  is  un- 
likely that  cells  from  a holocrine  gland 
such  as  the  sebaceous  gland  ever  arrive  in- 
tact in  the  amniotic  fluid;  the  more  logical 
interpretation  is  that  increasing  quantities 
of  lipid  material  is  excreted  by  the  seba- 
ceous glands  as  the  fetus  matures;  this  ma- 
terial then  adheres  to  amniotic  fluid  cells. 
The  orange  material  usually  appears  as 
droplet  accumulations  on  cell  peripheries. 

Amniotic  Fluid  Enzymes.  Most  of  the 
well  known  tissue  enzymes  used  in  clinical 
medicine  can  be  found  in  amniotic  fluid. 
Lactic  acid  dehydrogenase  has  been  more 
clarified  than  the  others,  with  electro- 
phoretic determination  of  its  5 isoenzymes 
in  amniotic  fluid.  Torrinha  and  Leite13  col- 
lected amniotic  fluid  from  12  normals,  8 
intrapartum  instances  of  fetal  distress,  and 
10  erythroblastotics.  They  found  an  in- 
crease in  Fraction  V (LDH5)  in  the  fluid  of 
the  erythroblastotic  fetuses.  Fraction  V 
(LDH5)  is  elevated  in  liver  disease  as  the 
liver  is  rich  in  this  isoenzyme,  and  so  in- 
creased amniotic  fluid  levels  of  Fraction  V 
is  no  surprise  in  erythroblastosis  as  the 
liver  is  extensively  involved  in  erythroblas- 
tosis. 

Transfer  of  Drugs  in  Amniotic  Fluid. 
Drugs  placed  in  the  amniotic  fluid  are 
swallowed,  absorbed  from  the  fetal  intes- 
tinal tract,  borne  to  the  placenta,  trans- 
ferred to  the  mother  and  finally  excreted. 
The  rate  of  transfer  might  be  an  index  of 
placental  function.  As  early  as  1934,  PSP 
(phenolsulfonphthalein)  was  injected  in- 
tra-amniotically  and  its  ultimate  appear- 
ance in  maternal  urine  noted.  More  recent 
investigators  have  injected  PSP  in  both 
normal  and  abnormal  gestations.  In  con- 


ditions associated  with  placental  dysfunc- 
tion there  was  a prolonged  interval  between 
intra-amniotic  injection  and  appearance  in 
maternal  urine.  Edelberg  and  associates14 
injected  PAH  (para-amniophippurate)  and 
found  a distinct  decrease  in  clearance  in 
pregnancies  complicated  by  preeclampsia, 
diabetes  mellitus,  and  chronic  hyperten- 
sion. 

Amniography.  Injecting  radiopaque  con- 
trast media  into  the  amniotic  sac  has  proved 
useful  in  outlining  the  placenta,  the  fetus, 
and  diagnosing  hydatidiform  mole.  The 
fetus  swallows  the  media  opacifing  his 
gastrointestinal  tract.  This  technique  is 
quite  safe  if  the  mother  is  skin  tested  prior 
to  injection.  A quantity  of  amniotic  fluid 
equal  to  contrast  media  to  be  injected  is 
removed.  The  medium  is  injected  at  rough- 
ly 1.5  ml  per  week  of  gestation.  More  is 
needed  for  hydramnios.  Within  the  hour 
the  fetal  upper  intestinal  tract  is  usually 
opacified. 

Amniotic  Fluid  Electrolytes  and  Osmol- 
ality. Cassady  and  Barnette15  reported  that 
amniotic  fluid  osmolality  and  sodium  de- 
cline in  the  latter  weeks  of  gestation  in 
normal  pregnancy.  They  noted  a reversal 
of  this  trend  in  unsuccessful  perinatal  out- 
comes. We  have  found  in  serial  evaluations 
of  osmolality  that  such  a trend  is  true, 
though  weekly  variations  are  wide. 
Kowarski16  found  that  the  fetus  produces 
and  accumulates  more  aldosterone  than  the 
mother.  Perhaps  that  would  suggest  that 
the  fetus  is  in  positive  sodium  balance  in 
relation  to  the  amniotic  fluid.  He  would 
maintain  such  a positive  sodium  balance  by 
retaining  more  of  the  amniotic  fluid  sodium 
ingested  than  he  lost  by  urination.  Further 
studies  are  in  progress  on  amniotic  fluid 
electrolytes  and  osmolality. 

Amniotic  Fluid  Creatinine.  The  amniotic 
fluid  begins  to  accumulate  creatinine  in  the 
final  weeks  of  the  last  trimester.  This  ac- 
cumulation is  related  to  fetal  maturity  and 
has  become  another  measure  of  fetal  ma- 
turity. We  have  found,  as  have  others,  that 
2 mg  per  100  ml  of  creatinine  in  the  amni- 
otic fluid  strongly  suggests  a physiologically 
mature  fetus. 

Summary 

Fetology’s  invasion  of  the  amniotic  sac 
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in  recent  years  has  proved  to  be  safe, 
clinically  useful,  and  a research  tool  of 
inestimable  value. 
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The  authors  review  their  cases  of  this  condition,  considering  causes,  history,  diagnosis  and  surgical 

findings. 

Foreign  Body  Injury 
To  the  Gastrointestinal  Tract 


J.  M.  YOUNG,  M.D.,  and  J.  A.  SAPORTA,  M.D.,  Memphis,  Tenn.* 


The  vast  majority  of  ingested  foreign 
bodies  cause  few,  if  any,  symptoms  and  are 
passed  spontaneously.  Certain  types,  how- 
ever, are  more  likely  to  lodge  and  produce 
serious  symptoms  and  sequelae.  These  are 
the  sharp  pointed  ones  such  as  splinters  of 
wood,  bones,  needles  and  pins,  and  the  more 
dense  parts  of  vegetables  and  fruits.  There 
have  been  many  individual  case  reports 
concerning  swallowed  foreign  bodies  and 
a few  reviews.  While  the  incidence  of  per- 
forations and  penetrations  of  the  gastroin- 
testinal tract  by  sharp  foreign  bodies  is 
low,  this  possibility  should  be  considered  in 


Material 

Table  1.  lists  our  cases.  The  only  fatality 
was  a “dead-on-arrival”  instance  with  gen- 
eralized peritonitis  in  one  who  had  been 
referred  with  a diagnosis  of  acute  appendi- 
citis. In  the  2 cases  with  bones  in  the 
esophagus,  the  history  was  short  and  the 
diagnosis  and  treatment  were  quickly  ac- 
complished with  the  esophagoscope. 

The  great  majority  of  cases  were  those 
involving  the  small  intestine,  and  the  his- 
tory of  the  present  illness  ranged  from  one 
day  to  3 months.  Six  of  these  patients  had 
histories  and  physical  findings  quite  typical 


TABLE  1. 

SWALLOWED  FOREIGN  BODIES 

ABDOMINAL  LENGTH  OF 


CASE 

FOREIGN  BODY 

SITE  INVOLVED 

X-RAY 

DENTITION 

HISTORY 

1.  63  NM 

Pig  Neck  Bone 

Esophagus 

None 

Full  dentures 

1 day 

2.  28  NM 

Pork  chop  bone 

Esophagus 

None 

Not  listed 

1 day 

3.  74  NM 

Toothpick 

Jejunum 

None 

Edentulous 

10  days 

4.  43  WM 

Fishbone 

Meckel’s  diverticulum 

None 

Most  teeth 
present 

2 days 

5.  40  NM 

Fishbone 

Ileum 

Negative 

Few  teeth 
remaining 

1 day 

6.  58  WM 

Fragment  deer  rib 

Ileum 

Positive 

Full  dentures 

2 weeks 

7.  48  NM 

Fishbone 

Ileum 

Positive 

Edentulous 

3 months 

8.  78  NM 

Fishbone 

Ileum 

Positive 

Full  dentures 

Not  given 

9.  37  WM 

Fishbone 

Ileum 

None 

Most  teeth 
present 

Not  given 

10.  67  NM 

Fishbone 

Ileum 

None 

Few  teeth 
remaining 

Not  given 

11.  59  NM 

Fishbone 

RLQ  abscess 

Positive 

Most  teeth 
missing 

2 weeks 

12.  65  WM 

Fishbone 

Free  near  sigmoid 

Negative 

Most  teeth 
missing 

Not  given 

13.  50  NM 

Fishbone 

Perirectal  abscess 

None 

Not  listed 

2 weeks 

14.  54  NM 

Fishbone 

Bone  in  rectal  wall 

None 

Not  listed 

Not  given 

the  differential  diagnosis,  particularly  when 
certain  findings  are  present.  This  report 
concerns  14  such  instances  seen  in  a large 
VA  hospital  during  the  past  23  years. 

*From  the  Laboratory  and  Surgical  Services 
of  the  VA  Hospital,  Memphis,  Tenn.  38104. 


of  acute  appendicitis  with  the  onset  of 
epigastric  or  paraumbilical  pain  settling 
in  the  right  lower  quadrant  associated  with 
rebound  tenderness  in  this  area.  Bowel 
sounds  were  hypoactive  in  most.  One  of 
these  6 patients  had  a 10  day  history  of 
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abdominal  discomfort,  increased  gaseous 
distension,  and  some  diarrhea,  and  by  the 
eighth  day  his  symptoms  and  physical  find- 
ings caused  his  local  physician  to  refer  him 
with  a diagnosis  of  appendicitis.  In  a sev- 
enth case  there  was  a mass  in  the  right 
lower  quadrant  which  contained  pus  and  led 
to  a diagnosis  of  ruptured  appendicitis  and 
abscess  formation;  the  bone  was  present  in 
the  abscess,  and  a review  of  the  x-ray  film 
showed  it.  The  white  blood  count  was  ele- 
vated in  4 of  the  7 above  cases,  normal  in  2 
and  of  course,  was  not  done,  in  the  “dead- 
on-arrival”  case  in  which  the  diagnosis  by 
a local  physician  had  been  acute  appendi- 
citis. 

One  patient  showing  one  bone  perforat- 
ing the  ileum  and  another  bone  walled  off 
in  the  mesentery  of  the  small  bowel  had 
a 4 day  history  of  cramping  abdominal  pain 
and  some  distension.  Seven  years  before, 
he  had  had  gastric  resection  for  duodenal 
ulcer,  and  one  year  before  had  been  oper- 
ated upon  for  intestinal  obstruction  with 
lysis  of  adhesions.  Here,  the  preoperative 
diagnosis  was  intestinal  obstruction  due  to 
adhesions.  The  abdominal  x-ray  films,  on 
subsequent  review,  revealed  the  bone. 

Two  other  patients  had  symptoms  sug- 
gesting mesenteric  artery  thrombosis  to 
some  observers  because  the  pain  was 
steady,  severe,  and  unrelated  to  meals  and 
not  relieved  by  change  of  posture  or  ant- 
acids. One  gave  a 20  year  history  of  symp- 


Fig. 4.  X-rays  in  2 cases 


toms  of  duodenal  ulcer,  but  the  present 
symptoms  were  different  and  more  severe. 
In  one  of  these  cases,  the  pain  radiated  to 
the  back.  One  had  a localized  perforation 
of  the  ileum  due  to  a fragment  of  deer  rib 
which  he  must  swallowed  about  2 weeks 
before.  (Fig.  1)  The  other  had  a fishbone 


Fig.  1.  Ileum  with  fragment  of  deer  rib. 


lying  free  near  the  sigmoid;  in  this  instance 
a diagnosis  of  diverticulitis  also  had  been 
entertained.  The  possible  diagnosis  in  both 
cases  included  penetrating  peptic  ulcer. 
Both  patients  had  elevations  of  white  blood 
counts  above  18,000. 

The  2 patients  with  rectal  involvement 
showed  marked  local  inflammation,  one 


shadows  of  bones. 
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with  an  extensive  perirectal  abscess,  and 
the  other  with  the  bone  crosswise  in  the 
rectum  penetrating  the  wall  at  both  ends. 

Scout  abdominal  films  were  taken  in  6 
of  the  cases,  and  the  bone  could  be  identi- 
fied in  4 instances.  (Fig.  4)  In  our  2 most 
recent  examples,  the  scout  film  led  to  a pre- 
operative consideration  of  foreign  body.  The 
table  also  reveals  that  the  majority  of  our 
patients  were  ^lderly  and  either  wore  den- 
tures or  had  very  few  remaining  teeth. 

Discussion 

The  possibility  of  a complication  result- 
ing from  a swallowed  object  often  is  not 
considered  in  the  differential  diagnosis  un- 
less a positive  history  is  given  by  the 
patient  or  unless  one  is  examining  a child 
or  a person  of  unsound  mind.  The  patient 
with  a foreign  body  in  the  esophagus  almost 
always  gives  a lucid  history,  but  those  with 
abdominal  or  rectal  origin  usually  do  not. 
How  often  they  might  remember  if  asked 
is  difficult  to  determine.  The  usual  diag- 
noses entertained  in  such  cases  are  acute 
appendicitis,  diverticulitis,  and  perforated 
peptic  ulcer. 

The  most  common  sharp  foreign  body 
listed  by  McManus1  in  1940  was  a metallic 
one,  occurring  in  45  of  his  93  collected 
cases.  However,  the  type  of  swallowed 


Fig.  2.  Ileum  showing  through  and  through 
penetration  by  fishbone. 


Fig.  3.  Ileum  perforated  by  toothpick. 


foreign  body  listed  most  commonly  in  the 
more  recent  literature  is  a bone  fragment, 
particularly  a small  fishbone.  (Fig.  2)  Frag- 
ments of  chicken  bones,  ribs,  and  bits  of 
bones  from  wild  game  are  also  reported. 
Wooden  splinters  and  toothpicks  are  next 
in  frequency.  (Fig.  3)  Perforations  from  a 
toothpick  make  an  interesting  group  of 
cases.2'3 

The  length  of  time  from  swallowing  the 
object  to  operation  is  surprisingly  variable. 
This  ranges  from  hours  to  several  years. 
Some  bones  have  penetrated  the  bowel  and 
have  become  walled-off  dense  areas  in  the 
mesentery  or  omentum.  In  our  series, 
where  the  history  was  established,  the  time 
interval  from  swallowing  the  object  until 
operation  was  relatively  short,  compared  to 
many  reported  cases.  The  history  usually 
is  not  given  unless  specifically  asked  for, 
and  this  is  usually  in  the  postoperative 
period. 

The  usual  site  of  perforation  is  the  term- 
inal ileum  or  cecum,  but  other  points  along 
the  intestine  may  be  involved.  Foreign 
bodies  may  cause  acute  diffuse  peritonitis, 
but  are  more  likely  to  present  with  local- 
ized acute  inflammatory  masses.  Some  are 
found  in  the  para-intestinal  abscesses  or 
walled-off  inflammatory  masses  in  the 
mesentery  or  omentum.  Some  present  as 
abscesses  of  the  abdominal  wall,  perirectal 
abscesses,  intestinal  fistulas,  or  esophageal 
perforations.1  Perforation  of  the  ileum,  ap- 
pendix, and  colon  with  the  object  lying 
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free  in  the  peritoneal  cavity  have  been 
described.4’5 

Thirty-nine  cases  of  perforation  of 
Meckel’s  diverticulum  have  been  described 
previously,6  and  the  appendix  has  been  the 
site  of  involvement  in  more  than  40  cases.1’7 
It  is  interesting  that  many  of  the  instances 
of  perforation  of  Meckel’s  diverticulum 
have  developed  slowly  and  the  pain  has 
been  intermittent  and  sometimes  mild.  In 
other  cases  the  pain  has  been  of  sudden  and 
severe  onset.  The  sharp  objects  causing 
perforation  of  the  Meckel’s  diverticulum 
are  listed  as  fishbones  21,  wood  splinters  6, 
needles  and  pins  4,  rolled  tomato  skins  2, 
and  one  each  of  costume  jewelry,  bone 
fragment,  cabbage  stalk,  grape  seed,  and 
prune  seed.  A point  to  remember  during 
exploration  is  that  periappendicitis  may  be 
present  and  confuse  the  diagnosis  unless  a 
perforation  elsewhere  is  considered.6’8 

The  importance  of  the  preoperative  ab- 
dominal x-ray  study  is  brought  out  by 
Gunn4  and  Burke  and  associates.9  In  a re- 
view of  our  cases,  films  were  available  in  6 
and  bones  were  visible  in  4 of  these.  In 
our  last  2 cases,  the  objects  were  seen 
before  operation  and  the  possibility  of 
foreign  body  was  considered. 

Poor  dentition  and  the  use  of  dentures  in 
patients  who  have  swallowed  a foreign 
body  have  been  noted  by  many.  These  per- 
sons tend  to  bolt  their  food  and  lose  the 
sense  of  touch  from  the  palate.9’10  Intake  of 
alcohol  has  been  a factor  in  swallowing 
objects  in  several  of  our  patients.  We  have 
seen  this  as  a factor  also  in  cases  where 
objects  have  been  inhaled  into  the  tracheo- 
bronchial tree.  Swallowing  of  toothpicks  at 
cocktail  parties  has  been  reported  in  a 
number  of  cases.  Achlorhydria  has  also 
been  mentioned  as  a factor  in  allowing 
bones  to  pass  through  the  stomach  in  a 
sharp  condition.10  Unfortunately,  this  factor 
was  not  investigated  in  our  cases.  The  old- 
time  remedy  of  doses  of  vinegar  for  swal- 
lowed bones  was  no  doubt  to  aid  the  normal 
acidity.  Intra-abdominal  adhesions  may  also 
kink  the  bowel  and  slow  up  or  stop  passage 
of  foreign  bodies. 

Conclusions 

Sharp  foreign  bodies  are  an  unusual  but 


important  cause  of  intestinal  injury.  In  the 
adult  population  of  sound  mind,  this  com- 
monly occurs  in  the  elderly  patient  with 
dentures  or  with  few  remaining  teeth.  The 
diagnosis  is  usually  missed  because  it  is  not 
considered.  An  abdominal  scout  film  will 
frequently  show  the  bony  foreign  body. 
These  patients  rarely  give  an  initial  history 
of  swallowing  a bone  or  toothpick  unless 
asked,  except  when  it  lodges  in  the  throat 
or  esophagus. 
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This  review  celebrating  seventy-five  years  of  the  Middle  Tennessee  Medical  Association,  offers 
entertaining  reading,  with  an  especially  excellent  account  of  “grave  robbing.” 

Middle  Tennessee  Medicine  75  Years  Ago 

THOMAS  GUV  PENNINGTON,  M.D.,  Nashville,  Tenn. 


On  September  20,  1894,  at  eleven  o’clock 
in  the  morning,  33  Middle  Tennessee  phy- 
sicians met  in  the  Gentlemen’s  Parlor  of 
the  old  Maxwell  House  Hotel  in  Nashville. 
The  following  day,  a news  item  appeared 
in  the  Nashville  American.  At  this  meet- 
ing it  was  decided  that  a Middle  Ten- 
nessee organization  would  be  started  to 
represent  the  physicians  of  this  area.  Com- 
mittees were  appointed,  arrangements  made 
and  the  first  actual  meeting  was  held 
on  November  20th  of  that  same  year  in 
Nashville  in  the  Senate  Chamber  of  the 
State  Capitol  Building.  Doctor  J.  B.  Cowan 
of  Tullahoma  became  our  first  president 
and  the  constitution  and  by-laws  adopted 
at  the  first  meeting  basically  have  been 
unchanged  to  date.  As  semi-annual  meet- 
ings were  decided  upon,  we  today  are 
marking  the  150th  such  meeting. 

Adorning  our  earlier  programs  and  active 
in  this  organization  in  past  years  have  been 
such  illustrious  names  as  Paul  and  Duncan 
Eve,  C.  S.  Briggs,  W.  D.  Haggard,  Sr.  and 
Jr.,  Richard  Douglas,  Lucius  Burch,  W.  H. 
Witt,  William  Litterer,  and  on  and  on. 
Since  its  inception  and  as  outlined  by  Dr. 
Cowan,  our  first  president,  in  his  initial 
address  to  the  organization,  our  goal  has 
been  to  serve  the  Middle  Tennessee  physi- 
cian and,  to  best  do  this,  hold  meetings  in 
the  various  towns  of  the  area.1'2 

The  attendance  has  varied  some  over  the 
years  but  has,  for  the  most  part,  remained 
amazingly  constant  in  numbers.  Although 
about  one-half  of  the  names  of  those  at- 
tending vary  from  town  to  town,  there 
has  always  been  a central  corps  of  loyal 
members  attending  each  meeting.  The 
original  meetings  were  2 days  in  length 
and  the  public  was  invited.  The  duration 
probably  had  something  to  do  with  the  in- 


*Presidential  Address  delivered  to  Middle 
Tennessee  Medical  Association  75th  Anniversary 
Meeting  in  Murfreesboro,  Tennessee,  November 
20,  1969. 


creased  travel  time  required  by  the  horse 
drawn  vehicle.  The  attendance  has  varied 
over  the  years  but  in  no  one’s  recall  have 
there  been  less  than  40  at  a meeting  with 
an  average  attendance  of  about  75.  The 
largest  attendance,  about  125,  was  reached 
in  Shelby ville  in  1925,  Fort  Campbell  in 
1960  and  at  the  present  meeting.  In  recent 
years,  Clarksville,  Tullahoma,  Lawrence- 
burg,  Sewanee,  Cookeville,  Columbia, 
Shelbyville,  Murfreesboro,  Gallatin,  Dick- 
son, Lewisburg,  and  Springfield  are  num- 
bered among  the  towns  that  have  gen- 
erously hosted  our  meetings. 

From  time  to  time,  there  have  been  sug- 
gestions that  we  build  our  programs  around 
nationally  known  medical  speakers.  To 
many,  however,  one  of  the  charms  of  our 
organization  has  been  that  our  programs 
have  been  produced  in  Middle  Tennessee 
and,  for  the  most  part,  the  practicing  phy- 
sicians have  been  the  speakers.  On  one  such 
occasion,  at  a meeting  in  Lawrenceburg 
several  years  ago,  Dr.  Henry  Kirby-Smith 
of  Sewanee  best  stated  the  feeling  of  most 
of  us  when  he  bluntly  stated  that  if  he 
wanted  to  hear  a speaker  from  New  York 
or  Philadelphia,  he  would  go  there  to  hear 
him.  In  the  meantime,  he  liked  our  organi- 
zation just  the  way  it  was  with  our  speakers 
supplied  locally.  I think  he  voiced  the  true 
feelings  of  the  Association  as  no  serious 
attempts  have  been  made  to  “import”  medi- 
cal speakers  since.  Certainly,  we  would  all 
agree  there  is  much  talent  in  our  midst 
and  there  is  need  for  some  outlet  whereby 
we  can  learn  from  our  colleagues. 

In  attempting  a historical  sketch  of  the 
Middle  Tennessee  Medical  Association,  one 
immediately  becomes  immersed  in  the  his- 
tory of  Middle  Tennessee  medicine  and  per- 
haps that  is  the  way  it  should  be.  If  our 
Association  adequately  represents  the  Mid- 
dle Tennessee  physician,  any  history  of  our 
Association  should  encompass  some  of  the 
problems  facing  the  physician  of  the  day.  It 
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should  depict  a few  of  the  customs  of  the 
time,  a few  of  the  theories  of  the  under- 
standing of  disease,  a few  of  the  treatments 
realized,  and,  yes  . . . discuss  a few  per- 
sonalities and  even  pass  on  to  you  some 
of  the  anecdotes — not  in  any  sense  to  be 
complete,  but  in  the  hopes  of  taking  you 
through  some  of  Middle  Tennessee  medi- 
cine as  it  grew  to  the  point  of  75  years  ago 
and  in  its  earlier  stages  since  then. 
Seventy-five  years  ago  Nashville,  as  now, 
represented  the  oldest  and  largest  popula- 
tion mass  of  the  area  and  most  of  the 
smaller  towns  represented  here  today  were 
then  in  existence.  Nashville  in  1890  had  a 
population  of  76,000,  Clarksville  7,900,  Co- 
lumbia 5,300,  Murfreesboro  3,700,  Tulla- 
homa  2,400,  Franklin  2,200,  Gallatin  2,100, 
Lebanon  1,900,  McMinnville  1,700,  Spring- 
field  1,400,  Lawrenceburg,  Manchester, 
Lewisburg  and  Woodbury  600,  and  Cooke- 
ville 500  each.3  To  catch  some  of  the  flavor 
of  medicine  as  it  existed  in  Middle  Tennes- 
see 75  years  ago,  one  needs  to  regain  some 
perspective  of  dates  and  to  orient  oneself 
as  to  the  signs  of  the  times,  etc. 

Middle  Tennessee  Medicine  Prior  to 
Founding  of  M.T.M.A. 

The  first  “doctor”  in  the  Middle  Tennes- 
see area  for  many  years  after  the  founding 
of  Nashville  in  1784  and  before  any  physi- 
cian arrived  was  a horse  doctor.  Then,  there 
was  for  a period  of  time  “Granny  Nell,”  an 
old  full-blooded  Shawnee  Indian,  a “female 
doctor,”  who  ran  a small  tavern  on  the 
Nashville  Square.  She  doctored  the  popu- 
lace with  various  herbs  and  Indian  potions 
but  her  major  mark  on  the  memory  of 
Nashvillians  was  the  Christmas  days  when 
she,  quite  drunk,  would  climb  astride  her 
horse  and  gallop  around  the  Square  several 
times  until  she  finally  fell  off.4 

From  1784  to  1894,  the  110  years  between 
the  settlement  of  Nashville  and  the  found- 
ing of  The  Middle  Tennessee  Medical  As- 
sociation, medicine  had  no  consistent  ap- 
pearance. Physicians  were  available  but  it 
was  not  until  1889,  after  a half  century  of 
attempts,  that  The  Tennessee  State  Medical 
Association  was  finally  able  to  push  through 
the  Legislature  a law  requiring  the  licens- 
ing of  physicians  and,  hence,  in  some  way, 


establishing  minimal  standards  of  practice.3 
Homeopathy,  osteopathy,  patent  medicine 
travelers  and  downright  “con  men”  were 
the  rule  of  the  day.  These  people  variously 
called  themselves  “Steam  Doctors,”  “Faith 
Doctors,”  “Hoot  Doctors,”  “Negro  Doctors,” 
“Cancer  Doctors,”  “Doctors  by  Nature”  and 
advertising  to  cure  anything  and  every- 
thing by  newspaper,  posters,  or  whatever 
means  was  common  practice  of  the  day.5 
The  better  physicians  usually  received 
their  training  in  a two  year  apprentice- 
ship with  a practicing  physician  and 
some  months  of  lectures  at  one  of 
the  many  medical  schools.  A relatively 
large  percentage  of  qualified  physicians  in 
the  Middle  Tennessee  area  in  the  first  half 
of  the  1800’s  were  graduates  of  The  Uni- 
versity of  Pennsylvania6,  but  by  the  latter 
half  of  the  century  many  medical  schools 
of  more  or  less  inferior  quality  had  sprung 
up  in  Middle  Tennessee.  All  were  pro- 
prietary schools,  often  supervised  by  one 
or  more  doctors  who  charged  consider- 
able in  tuition  and  offered  their  students 
varying  qualities  of  medical  education.  For 
instance,  one  of  the  best  qualified  teachers 
of  the  latter  half  of  the  1800’s  was  Dr.  W.  K. 
Bowling  who,  in  1851,  founded  the  medical 
school  of  The  University  of  Nashville  and 
subsequently  became  Professor  of  Medicine 
at  The  University  of  Tennessee  Medical 
College  in  Nashville  and  the  first  editor  of 
The  Nashville  Journal  of  Medicine  and 
Surgery.  It  is  interesting  that  just  before 
coming  to  Nashville,  he  himself  had  for 
several  years  filled  all  the  professorships 
in  a small  medical  school  in  Logan  County, 
Kentucky,  where  classes  were  held  in  a 
cave.7 

One  can  well  imagine  the  setting  in 
which  the  reputable  physician  in  the  1800’s 
found  himself  in  attempting  to  practice 
medicine  adequately.  In  the  first  half  of  the 
century,  very  little  was  understood  about 
the  nature  of  diseases  in  general,  and  bleed- 
ing, blistering,  purgation  and  leeches  were 
the  common  practice  of  the  day.8  To  review 
history  briefly,  it  was  not  until  1857  that 
Pasteur  made  his  first  observations  on  the 
relationships  of  bacteria  to  disease,  and 
from  then  until  1900  revelation  after  revela- 
tion of  causes  of  disease  began  to  unfold — 
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the  relation  of  fungi  to  disease  between 
1850  and  1870,  the  significance  of  parasites 
between  1870  and  1880,  the  specific  relation- 
ship of  bacteria  to  many  of  the  diseases  be- 
tween 1880  and  1890,  the  significance  of 
insects  as  vectors  of  diseases  between  1890 
and  1900,  the  appearance  of  antitoxins 
about  1900.  The  antibody  and  complement 
fixation  tests  in  diagnosing  disease  became 
more  widely  used  in  the  Middle  Tennessee 
area  about  1910.  It  was  between  1880  and 
1890,  however,  that  the  most  important 
work  was  done.  It  was  during  this  period 
that  Koch  developed  his  solid  media  for 
culturing  microorganisms,  demonstrated 
the  tubercle  bacillus  and  laid  down  the 
now-famous  Koch’s  postulates  which  have 
had  so  much  to  do  with  the  scientific  basis 
of  the  origin  of  diseases  in  general  and  in- 
fections in  particular.  It  was  during  this 
decade  that  Eberth  described  the  typhoid 
bacillus  and,  subsequently,  the  pneumococ- 
cus, gonococcus,  tetanus  bacillus,  etc.,  were 
demonstrated.  The  spirochetal  origin  of 
syphilis  was  not  demonstrated  until  1904. 
It  was  early  in  the  1900’s  before  the  practi- 
cal values  of  bacteriology  came  into  use  in 
Middle  Tennessee.  It  was  only  then  that 
the  Widal  test  was  used  widely  to  diag- 
nose typhoid  fever,  the  Schick  test  was 
developed,  and  more  sophisticated  cultures, 
Gram  stains,  etc.,  came  into  being.  These 
aids  were  available  to  the  medical  student 
75  years  ago  only  to  a limited  extent.9 
Seventy-five  years  ago,  the  medical  stu- 
dent was,  as  a rule,  fairly  sophisticated, 
however,  in  the  study  of  anatomy.10 

Middle  Tennessee  Medical  Schools 

There  were  5 medical  schools  in  Middle 
Tennessee  in  1894.  By  the  turn  of  the 
century  some  300  new  students  were  being 
admitted  annually  to  medical  schools  in 
Nashville  alone.11  Vanderbilt  and  The  Uni- 
versity of  Nashville  were  combined  physi- 
cally but  gave  separate  diplomas  and  were 
located  in  a building  at  the  corner  of 
Second  Avenue  (Market  Street)  and  Elm 
Street,  near  our  present  Metropolitan  Gen- 
eral Hospital.  (This  building  which  many 
of  you  will  recognize,  is  still  standing 
adjacent  to  the  old  fire  hall  at  that  site.  A 
year  later,  1895 — Vanderbilt  University 


University  of  Nashville  & Vanderbilt  Until  1895 
University  of  Nashville  1895-1909 
University  of  Tennessee  1909-1911 


Medical  School  separated  from  The  Uni- 
versity of  Nashville  Medical  School  and 
moved  into  its  own  building  at  the  corner 
of  Fifth  Avenue  [Summer  Street]  and 
Elm.) 

The  University  of  Tennessee  was  located 
on  Broad  Street  between  Sixth  and  Seventh 
Avenues  in  the  building  now  occupied 


1909  University  of  Tennessee 

by  The  Ansley  Hotel.  It  actually  was  an 
outgrowth  of  The  Nashville  Medical  Col- 
lege founded  in  1876. 12  The  fourth  medical 
school,  and  also  founded  in  1876,  was  Me- 
harry  Medical  College  which  was  located 
at  First  Avenue  and  Chestnut  Street  diag- 
onally across  from  where  the  Johnson  Ele- 
mentary Negro  School  is  now  located.  It 
was  generally  referred  to  as  Hubbard  In- 
firmary; Dr.  George  Hubbard  was  a cap- 
able and  respected  Negro  surgeon  in  the 
community.13  The  fifth  medical  school  was 
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Sewanee  which  opened  its  medical  depart- 
ment in  1892  and  finally  closed  in  1907.  It 
operated  in  association  with  the  Emerald 
Hodgson  Hospital  which  is  still  being  used 
today.12 

In  the  1900-1910  era,  Dr.  William  L.  Dudley 
was  Dean  of  Vanderbilt  and  Professor  of  Chem- 
istry; Dr.  Richard  Douglas  was  Professor  of 
Gynecology;  Dr.  John  A.  Witherspoon,  Professor 
of  Medicine;  Dr.  Thomas  Menees,  Professor  of 
Obstetrics;  Dr.  George  H.  Price,  Professor 
of  Physiology  and  Diseases  of  the  Eyes,  Ears, 
Nose  and  Throat;  and  Dr.  William  Litterer, 
Professor  of  Pathology,  Histology  and  Bacteri- 
ology.9-12’14 The  University  of  Nashville  boasted 
such  names  as  Dr.  Charles  Brower,  Professor  of 
Surgery;  Dr.  C.  S.  MacGannon,  Professor  of 
Gynecology;  Dr.  E.  G.  Wood  as  Professor  of 
Medicine;  Dr.  Thomas  Maddin  as  Professor  of 
Urology  and  Psychiatry;  Dr.  Sidney  Crockett, 
Professor  of  Obstetrics;  Dr.  Alberte  Hudson, 
Professor  of  Anatomy;  Dr.  Charles  E.  King,  Pro- 
fessor of  Chemistry  and  Physics;  Dr.  Jacobs, 
Professor  of  Physiology;  Dr.  William  “Daddy” 
Ewing,  Professor  of  Materia  Medica  (Pharma- 
cology) ; and  Dr.  McTyeire  Tigert,  Professor  of 
Prescription  Writing.15  The  University  of  Ten- 
nessee had  such  illustrious  names  as  Dr.  William 
D.  Haggard,  I,  Professor  of  Gynecology;  Dr.  Paul 
F.  Eve,  Professor  of  Surgery;  Dr.  John  S.  Cane 
and  Dr.  W.  McCampbell  as  Professors  of  Medi- 
cine; and  Dr.  W.  Frank  Glenn,  Professor  of 
Urology.12 

It  is  well  to  pause  a moment  and  review 
the  situation  that  existed  in  medical  educa- 
tion in  Middle  Tennessee  75  years  ago.  Four 
of  the  5 Middle  Tennessee  medical  schools 
were  located  in  Nashville  within  only  a few 
blocks  of  each  other.  Although  earlier  The 
University  of  Tennessee  occupied  quarters 
on  Broad  Street  between  Sixth  and  Sev- 
enth Avenues,  in  1909  it  moved  to  Sec- 
ond Avenue  (Market  Street)  and  joined 
The  University  of  Nashville  Medical 
School,  occupying  the  same  quarters  and 
the  same  relationship  with  The  University 
of  Nashville  as  had  previously  been  held 
by  Vanderbilt.12  The  rivalry  that  developed 
between  these  schools  was  intense.  The 
recruiters  for  the  schools  were  quite  ag- 
gressive and  it  is  stated  that  they  actually 
boarded  trains  carrying  prospective  stu- 
dents coming  into  Nashville  in  attempts  to 
sign  these  students  to  their  respective 
schools.14  It  was  not  uncommon  at  that  time 
to  see  the  rivalry  carried  to  such  an  extent 
that  the  professors  verbally  abused  each 
other  from  their  classrooms.16  Although  it 


is  reported  by  at  least  one  writer12  that  all 
of  the  Nashville  medical  schools  had  access 
to  the  Nashville  City  Hospital  for  their 
clinical  teaching,  existent  information 
seems  to  deny  this  and  confirms  that  the 
Meharry  students  had  their  clinical  ex- 
periences largely  confined  to  The  Hubbard 
Infirmary.14’15  The  curriculum  set  up  for  the 
students  usually  was  for  a period  of  six 
or  seven  months  a year,  the  course  of  study 
extending  over  a period  of  3 years.  In  1906, 
Sewanee  increased  its  requirements  to  4 
annual  courses  of  medical  lectures  of  not 
less  than  6 months  each,  including  2 
courses  of  anatomic  dissection,  2 clinical 
courses,  one  “endorsed”  course  in  operative 
surgery,  practical  chemistry,  bacteriology 
and  microscopy.  Written  examinations  were 
required.12  Vanderbilt  graduated  its  first 
four-year  students  in  190314  and  at  least  by 
1907,  The  University  of  Nashville  Medical 
School  was  requiring  the  same.15  During 
this  era  great  emphasis  was  placed  on  the 
value  of  anatomic  dissection  and  the  diffi- 
culty of  obtaining  cadavers  and  the  rivalry 
existing  between  the  schools  in  relation  to 
this  will  be  described  later.10  The  average 
student  spent  most  of  his  day  in  classes 
listening  to  lectures.  Once  or  twice  a week 
he  was  allowed  the  exciting  experience 
of  attending  a demonstrative  surgical 
clinic  at  Nashville  City  Hospital,  and  usual- 
ly the  operation  was  carried  out  in  an 
amphitheater.  Various  private  surgeons 
who  taught  in  the  medical  school  would 
from  time  to  time  bring  their  patients 
into  the  City  Hospital  for  operation  and 
for  demonstration  purposes.  Although 
allowed  to  watch,  the  student  never  be- 
came involved  nor  was  he  allowed  to  assist 
in  the  operation.12’14’17 

Pharmacology  was  generally  referred  to 
as  “materia  medica”  and  the  students  were 
required  to  learn  the  Latin  botannical 
names  of  most  of  the  drugs  used  in  their 
prescriptions.  They  were  given  “shotgun 
prescriptions”  to  memorize  and  when  asked 
specifically  by  the  professor  for  one  of  these 
prescriptions,  the  student  quickly  learned 
to  rattle  off  these  prescriptions  verbally. 
An  example  was  an  old  time  prescription 
used  as  a tonic  for  stomach  trouble  and  was 
as  follows: 
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“Tincture  nux  vomica — drams  iv 
Tincture  gentian  compound — drams  iv 
Dilute  hydrochloric  acid — drams  ii  or 
drams  iv 

Elixir  lactated  pepsin  ad  qs — ounces  iv 
Sig:  I teaspoon  ac.” 

Quinine  and  Dover’s  powders  were  com- 
monly used  at  that  time,  and  of  course 
every  student  was  quite  familiar  with 
calomel  and  jalap,  used  primarily  as  purga- 
tives. The  antipyretic  drugs  included  the 
coal  tar  derivatives  which  came  into  being 
about  1890, 9 beginning  with  antifebrine, 
followed  by  phenacetine,  antipyrene,  and 
others.8 

During  the  first  25  years  of  the  1900’s,  the 
medical  school  curriculum  gradually  be- 
came more  sophisticated  and  more  recogniz- 
able as  being  similar  to  our  current  medical 
school  curricula.  The  emphasis  on  anatomy 
lessened  and  other  courses  such  as  bacteri- 
ology, chemistry,  physiology  and  pathology 
gained  importance.  Whereas  the  teachers 
generally  received  no  remuneration  for 
their  work,  it  was  recognized  that  it  cer- 
tainly aided  and  abetted  their  clinical  prac- 
tices. By  1920,  a number  of  the  basic  science 
professors  were  full-time  in  the  medical 
school  and  hence  drew  their  full  income 
from  the  medical  school.  At  Vanderbilt  this 
included  such  professors  as  George  M. 
Curtis,  Professor  of  Anatomy;  Dr.  Charles 
E.  King,  Professor  of  Physiology  and 
Pharmacology;  Dr.  Benjamin  T.  Terry,  Pro- 
fessor of  Clinical  Pathology;  Dr.  Leery, 
Professor  of  Biological  Chemistry;  Dr.  Wil- 
liam Litterer,  Professor  of  Bacteriology  and 
Dr.  W.  H.  Dudley,  Dean  of  the  Medical 
School.  On  the  other  hand,  practicing  phy- 
sicians were  the  professors  and  did  all  of 
the  teaching  in  the  clinical  years  and  the 
responsibility  for  the  service  rotated  be- 
tween different  clinicians,  usually  in  peri- 
ods of  two  months  each.  In  the  early  1920’s, 
these  included  Drs.  W.  C.  Dixon,  McTyeire 
Tigert,  Owsley  Manier,  McPheeters  Glas- 
gow, John  A.  Witherspoon,  Lucius  Burch, 
Richard  Barr,  etc. 134448 

By  1922  or  1923,  the  Vanderbilt  Medical 
School,  still  located  at  Fifth  and  Elm  Street, 
had  almost  completed  a new  hospital,  re- 
ferred to  as  the  Galloway  Hospital.  The 
roof  was  barely  completed  when  Chancel- 
lor Kirkland  received  a multimillion  dollar 


Galloway  Hospital,  Built  1923 
Now  Metropolitan  Office  Building 


grant  from  the  General  Education  Fund 
and  the  Rockefeller  Fund  and  work  was 
halted  on  the  new  hospital  as  the  grant  re- 
portedly stipulated  that  the  University  be 
confined  to  a single  campus.  This  “hospital” 
building  is  still  standing  and  now  serves  as 
the  Metropolitan  Office  Building  on  Second 
Avenue.  As  the  Medical  School  then  was 
still  located  on  Elm  Street  and  the  re- 
mainder of  the  University  was  on  the  West 
Campus  (where  it  is  now  located) , arrange- 
ments subsequently  were  made  to  move  the 
Medical  School  to  the  West  Campus  and 
this  was  executed  in  September,  1925.  At 
the  time  of  the  move,  Kirkland  Hall,  Fur- 
man Hall,  Kissam  Hall  and  Wesley  Hall 
were  all  standing  on  the  West  Campus. 
(Just  prior  to  the  move,  two  young  resi- 
dents were  brought  into  the  Vanderbilt 
Medical  School,  the  Resident  in  Medicine 
being  Dr.  Tinsley  Harrison,  the  Resident  in 
Surgery,  Dr.  Alfred  Blalock.)  The  subse- 
quent course  of  this  school  has,  of  course, 
been  an  illustrious  one  and  its  history  is 
so  vivid  in  the  minds  of  most  of  us  that 
it  will  not  be  repeated  at  this  time. 

The  University  of  Tennessee,  on  the  other 
hand,  following  the  somewhat  devastating 
report  by  Abraham  Flexner  in  1909,  it  then 
being  combined  with  The  University  of 
Nashville,  moved  to  Memphis  and  its  sub- 
sequent course  is  also  well  known  to  us. 
The  momentous  decision  to  move  The  Uni- 
versity of  Tennessee  was  reportedly  made 
on  an  upper  floor  of  The  Absinthe  House  in 
New  Orleans  at  a nonpublicized  meeting 
between  Dr.  R.  O.  Tucker  and  Dr.  Duncan 
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Eve,  representing  The  University  of  Ten- 
nessee, and  Dr.  Lucius  Burch,  representing 
Vanderbilt.19 

Meharry,  along  with  Hubbard  Hospital, 
subsequently  moved  to  its  present  location 
on  18th  Avenue  in  North  Nashville  and  its 
record  can  well  stand  for  itself.  The  Se- 
wanee  Medical  School  became  defunct  in 
1907. 12 

Thus,  what  was  originally  an  over-con- 
centration of  medical  education  in  Middle 
Tennessee  by  everyone’s  standards  and 
brought  out  by  the  Flexner  report,  was  in 
1911  resolved  into  a more  reasonable  situa- 
tion and  it  was  on  the  strength  of  these 
changes  that  the  three  surviving  medical 
schools — Vanderbilt,  The  University  of  Ten- 
nessee, and  Meharry — have  grown  to  their 
present  stature.  It  is  interesting  that  Flex- 
ner strongly  advocated  the  abolishment  of 
The  University  of  Tennessee  since  he 
thought  the  state  could  not  support  another 
medical  school.12  History,  at  least  in  this 
instance,  has  proven  Abraham  Flexner 
wrong. 

Medical  School  Anatomy  Courses — The 
Problem  of  Supply  and  Demand 

As  mentioned  above,  a relatively  greater 
emphasis  was  placed  on  the  teaching  of 
anatomy  in  the  medical  schools  in  1894  than 
today.  Dissection  of  cadavers  was  in  vogue 
but  problems  existed.  With  more  than  300 
medical  students  in  anatomy  classes  each 
year,  the  problem  of  supplying  bodies  for 
dissection  became  acute. 

Although  Massachusetts  had  liberalized 
the  legal  provisions  for  dissection  in  that 
State  as  far  back  as  1831,  by  allowing  un- 
claimed bodies  to  be  turned  over  to  medical 
institutions  for  dissection,  in  Tennessee  it 
was  against  the  law  to  dissect  a cadaver 
under  any  circumstances.  However,  the 
Southern  white  authorities  often  were  lax 
in  enforcing  the  law,  especially  where 
Negro  cadavers  were  concerned.  It  was 
not  until  1899  that  the  Anatomical  Act  of 
Tennessee  was  passed,  allowing  unclaimed 
bodies  from  public  penal  or  charitable 
institutions  to  be  used  by  medical  schools 
for  dissection.  Unfortunately,  this  par- 
ticular law  applied  only  to  communities 
of  40,000  or  more  and  it  was  not  until 


1947  that  a more  liberal  law,  allowing  dis- 
section of  unclaimed  bodies  in  counties 
with  a population  of  10,000  or  more,  was 
passed.  In  1961,  the  final  liberalization  of 
the  law  was  made  in  which  the  Tennes- 
see Legislature  at  last  made  it  legal  to  allow 
a person  to  will  his  body  for  the  advance- 
ment of  science.10’20  In  the  meantime,  to 
ease  the  problems  created  by  strict  laws  of 
obtaining  cadavers,  grave-robbing  was 
widely  practiced  and  grave  robbers  were 
commonly  referred  to  as  “resurrectionists.” 
The  practice  of  grave-robbing  was  rampant 
in  Middle  Tennessee  at  about  the  turn  of 
the  century  and  persisted  well  into  the 
early  1920’s.18’20  In  fact,  because  of  Tennes- 
see’s antiquated  laws,  grave-robbing  prob- 
ably persisted  in  this  area  longer  than  any- 
where else  in  the  country.  The  number  of 
tales  that  are  still  told  about  the  escapades 
of  the  “resurrectionists”  are  legion  among 
many  of  the  older  doctors. 

Each  medical  school  in  the  area  had  its 
own  “buyer”  or  “fence”  who  received  and 
presumably  paid  for  the  stolen  bodies  and 
embalmed  them  when  necessary.  The  going 
rate  was  $25.00  per  body  received.  Less 
frequently  the  medical  school  representa- 
tive did  the  actual  grave-robbing.  These 
“buyers  or  fences”  at  the  medical  schools 
usually  had  acquaintances  who  were  in- 
formers and  supplied  them  with  informa- 
tion about  the  locations  of  new  burials  or 
accessible  bodies.  The  informers  varied  in 
occupation,  and  one  in  Nashville  at  the  turn 
of  the  century  was  the  actual  custodian  of 
Potter’s  Field.  Some  were  doctors  who  had 
attended  the  patient  during  the  last  illness 
or  who  had  a great  interest  in  a particular 
medical  school.  Some  were  undertakers,  and 
at  least  one  was  a minister  who  advised  his 
mourning  families  exactly  where  and  how 
to  bury  their  dead.  One  such  supplier  was 
a mail  carrier  who  worked  on  Fessler’s  Lane 
and  lived  near  the  cemetery  and  had  an 
arrangement  with  the  sexton  at  one  of  the 
cemeteries.  At  night,  after  opening  graves, 
he  would  bring  the  bodies  into  town  in  the 
same  buggy  in  which  he  had  delivered  the 
mail  in  the  day  time.  Often,  in  locating  and 
learning  how  a casket  was  buried,  the  grave 
robbers  or  the  informants  would  attend  the 
funeral  of  their  intended  victim  and  would 
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pay  attention  to  the  type  of  casket  that  was 
used  so  they  would  better  know  what  types 
of  tools  to  use.  They  even  accompanied  the 
mourners  to  the  cemetery  to  learn  exactly 
where  to  strike. 1(U9j20 

The  purpose  was  to  get  the  body  as  soon 
after  it  was  buried  as  possible.  It  seems 
plausible  that  our  rather  unusual  custom  in 
Middle  Tennessee  of  having  the  family  stay 
at  the  funeral  until  the  last  shovel  of  dirt 
has  been  placed  on  the  grave  may  well  have 
had  more  than  just  sympathetic  feeling  be- 
hind it. 

Negro  graves  furnished  by  far  the  majori- 
ty of  bodies,  probably  for  two  reasons.  They 
were  often  buried  in  small  private  grave- 
yards where  guards  were  not  available  and, 
secondly,  the  Negroes  were  often  afraid  to 
stay  around  graveyards  after  dark  which, 
of  course,  made  robbing  the  graves  much 
easier. 

The  actual  techniques  used  by  the  grave 
robbers  is  of  interest.  The  resurrectionists 
usually  approached  the  grave  after  dark  in 
groups  of  two  or  three  and  preferably 
worked  by  moonlight.  They  carried  no 
lanterns.  The  transportation  used  was  us- 
ually a privately-owned  wagon,  a livery 
stable  rig  or  a doctor’s  buggy,  on  the  back  of 
which,  “with  top  pushed  back,  two  bodies 
could  be  safely  carried  if  well  tied  on.”  It 
would  usually  be  hitched  some  distance 
from  the  grave  and  a watch  posted.  Only 
half  the  grave  was  opened.  The  coffin  was 
usually  either  glass-topped  or  wooden.  The 
wooden  tops  were  drilled  with  a line  of 
holes  across  by  means  of  a brace  and  bit. 
This  of  course  was  not  necessary  if  the 
coffin  had  a glass  top.  A sack  (probably  the 
one  into  which  the  body  was  later  placed) 
was  put  over  the  top  to  deaden  the  sound 
of  the  breaking  wood  or  glass  and  the  cover 
broken  open.  The  body  was  then  pulled 
out  arms  first  and  put  in  a sack  and  the 
hole  filled.10  Another  variation  of  this  tech- 
nique was  to  tie  a rope  around  the  victim’s 
neck,  once  the  top  of  the  casket  had  been 
broken  and,  in  order  to  speed  things  along, 
pull  the  body  out  by  the  neck  through  the 
opening  with  the  rope  attached  to  a horse.19 
Because  of  the  methods  used,  one  can  see 
the  importance  of  the  resurrectionist  know- 
ing exactly  how  the  body  was  buried,  its 


position  in  the  casket  and  the  type  of  casket 
used.  If  anyone  came  along  by  accident  at 
the  time  the  resurrection  was  being  carried 
out,  the  man  with  the  wagon  or  buggy 
would  often  stop  to  fiddle  with  his  harness 
as  if  something  were  the  matter  with  it  and 
he  had  just  stopped  to  fix  it.10 

The  business  engendered  by  grave  rob- 
bing was  a sizable  one.  Not  only  did  the 
amounts  paid  to  the  resurrectionists  for  the 
bodies  adequately  compensate  them  for  the 
risk,  the  valuables  buried  with  the  bodies 
were  “finders  keepers”  and  not  a small 
amount  was  collected  by  medical  school 
representatives  in  gold  from  teeth,  etc. 
Then,  of  course,  if  the  bodies  were  shipped 
out  of  town,  a middleman’s  profit  was 
anticipated. 

The  residents  of  Middle  Tennessee  gen- 
erally were  aware  of  the  hazards  of  having 
their  beloved  ones  snatched  from  the  grave 
and  various  measures  were  taken  to 
counteract  this.  In  the  larger  cemeteries, 
guards  were  constantly  on  duty,  and  in  the 
smaller  ones  family  members  often  set  up 
“watches”  on  the  newly  buried.  There  were 
various  types  of  patented  coffins  designed 
to  assure  rest  in  peace.  Sometimes  the 
bodies  were  placed  in  storage  houses  until 
the  “worms  and  their  lesser  brethren”  had 
made  the  bodies  undesirable  to  the  resur- 
rectionists.10 

A “44”  and  Winchester  were  tools  of  the 
trade  in  addition  to  the  shovel  and  brace 
and  bit,  as  not  infrequently  the  resurrection- 
ist was  surprised  in  the  act.10  Old  Bill,  as 
we  knew  him  at  Vanderbilt,  was  still 
around  even  when  I came  through  anatomy 
(1948)  and  Bill  showed  each  incoming  fresh- 
man class  the  scars  on  his  leg  where  he  had 
been  surprised  one  night.  This  happened 
while  working  with  another  employee 
called  Sam;  they  were  lifting  a body  from 
a grave  at  Mount  Ararat.  A former  co- 
worker had  decided  to  go  into  business  for 
himself  and  was  sitting  in  wait  for  Bill  and 
Sam  behind  a cedar  tree  and  “rose  up  and 
shot.”  “Poor  old  Sam,  he  run  and  left  me 
there  with  the  stiff,”  Bill  told  Dr.  Clark 
years  later  and  an  occasional  pain  and  the 
scars  remained  the  rest  of  Bill’s  life.20  Sam 
later  got  his  also.  He  used  to  show  the  stu- 
dents in  the  anatomy  class,  as  late  as  1919, 


930 


MIDDLE  TENNESSEE  MEDICINE  75  YEARS  AGO — Penningtoi 


November  1970 


several  bullet  holes  in  his  legs  which  had 
been  obtained  in  various  grave-robbing 
episodes.18 

Sometimes  the  bodies  were  picked  up  at 
prisons  by  people  who  illegitimately  signed 
as  relatives  and  simply  claimed  the  bodies. 
At  the  public  institutions,  however,  an  in- 
former usually  would  let  the  various  medi- 
cal schools  know  when  someone  had  died. 
Then  the  race  was  on,  and  in  the  still  of  the 
night  frequently  carriages  from  two  or  three 
medical  schools  would  make  a wild  race  to 
get  to  the  body  first.  At  the  state  prison, 
for  instance,  the  doctors,  once  the  prisoners 
had  been  buried,  would  have  the  trustees 
dig  them  up  and  have  them  ready  by  the 
time  the  medical  school  representatives  had 
arrived.  At  Central  State  Hospital  they 
were  “buried  down  at  the  far  end”  and  Bill 
and  old  Julius,  with  the  help  of  a senior 
medical  student,  frequently  obtained  bodies. 
At  Potter’s  Field,  the  caretaker  was  an 
old  lady  who  had  a half-witted  son,  and 
buried  the  dead  only  two  or  three  feet  deep. 
She  usually  required  whiskey  in  addition 
to  a payoff.10 

Sometimes  things  did  not  go  so  well.  A 
policeman’s  father  was  stolen  from  the 
cemetery  at  Eagleville  and  arrangements 
were  made  for  the  body  to  be  sold  to  The 
University  of  Nashville  Medical  School.  It 
was  subsequently  shipped  to  Iowa.  The 
residents  of  Eagleville  learned  of  this  and 
brought  suit  against  the  Nashville  school. 
The  suit  was  eventually  thrown  out  of  court 
but  the  doctor  in  the  case  got  a four-year 
prison  sentence  but  was  pardoned  by  the 
Governor  after  a few  months.  The  doctor 
had  to  move  away  from  Eagleville.10  An- 
other story  is  told  about  old  Sam,  one  of 
the  Vanderbilt  employees,  in  reference  to  a 
man  who  had  died  in  Columbia.  Dr.  Dudley, 
then  the  Vanderbilt  Dean,  reportedly  called 
in  Sam  and  ordered  him  to  get  the  body. 
Again,  somehow  or  another,  the  family  dis- 
covered the  empty  coffin  and,  of  course, 
realized  the  body  had  been  stolen.  Sam  had 
been  in  Columbia  at  about  that  time,  and 
his  reputation  as  a grave  robber  being 
known,  a warrant  was  issued  for  his  arrest. 
When  Dr.  Dudley  learned  of  this,  he  called 
in  Sam  and  reportedly  advised  him  to  plead 
the  Fifth  Amendment  by  saying  nothing 


that  might  incriminate  himself  and  told 
him  that  he  would  get  off  if  he  would  simply 
give  that  answer.  Sam  finally  got  the  mes- 
sage and  when  he  was  asked  by  the  court 
if  he  would  swear  the  whole  truth  and  noth- 
ing but  the  truth  with  his  hand  on  the  Bible, 
Sam  reportedly  replied,  “I’m  gonna  tell  you 
what  I ain’t  gonna  tell  you  and  that  is,  I 
ain’t  gonna  tell  you  nothin’  that  will  ’crimi- 
nate me  or  bear  on  me.”  No  further  ques- 
tions were  successful  and  Sam  was 
acquitted.  Still  another  story  is  told  in 
reference  to  Dr.  Hilliard  Wood,  ophthal- 
mologist, who  was  a devout  Vanderbilt  sup- 
porter and  instructor  at  the  turn  of  the 
century,  and  at  the  time  intense  rivalry 
existed  between  Vanderbilt  and  The  Uni- 
versity of  Tennessee.  Dr.  Wood  stabled  his 
horses  at  the  same  livery  stable  with  Dr. 
R.  O.  Tucker.  Dr.  Tucker  was  about  as 
loyal  to  The  University  of  Tennessee  as  Dr. 
Wood  was  to  Vanderbilt.  Quite  late,  one 
evening,  Dr.  Tucker  drove  his  rig  into  the 
stable,  unharnessed  his  horses  and  was  tak- 
ing them  into  their  stalls  when  he  stumbled 
over  something  in  the  hay.  Closer  examina- 
tion revealed  it  to  be  a stiff  in  a sack.  Dr. 
Tucker  assumed  that  Dr.  Wood  had  hidden 
the  body  there  and  was  planning  to  take 
it  to  Vanderbilt  for  anatomic  dissection.  Dr. 
Tucker,  without  saying  a word  to  anyone, 
reharnessed  his  horses,  picked  up  the  sack, 
and  took  the  stiff  to  The  University  of 
Tennessee,  donating  the  body  to  it.  It  is 
interesting  that  a number  of  years  went  by 
and  neither  Dr.  Tucker  nor  Dr.  Wood  men- 
tioned the  incident  to  each  other,  nor  did 
Dr.  Wood  ever  mention  that  the  stiff 
existed.  Dr.  Tucker  assumed  that  Dr.  Wood 
feared  the  family  had  found  the  stiff  or 
that  the  police  had  picked  it  up  and,  there- 
fore, was  afraid  to  mention  it  to  anyone. 
Dr.  Tucker  by  the  same  token  was  able  to 
chuckle  to  himself  for  many  years  there- 
after and  subsequently  told  this  story.19 

The  Nashville  resurrectionists  became  so 
adept  in  their  practice  that  they  were  not 
only  able  to  supply  the  125  to  150  cadavers 
needed  each  year  to  the  local  medical 
schools,  but  were  able  to  ship  by  express 
about  100  bodies  per  year  in  unlabeled 
barrels  of  sawdust  and  alcohol,  mostly  to 
Iowa  City,  Iowa.  No  paperwork  was  done 
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on  these  and  the  expressmen  and  dealers 
handled  the  money  personally. 

Little  Harry  was  one  of  the  people  who 
worked  for  the  medical  school  at  The  Uni- 
versity of  Nashville  and  one  day  got  a body 
out  of  a house  by  signing  up  with  the  Jus- 
tice of  the  Peace  that  he  was  a relative.  He 
sold  the  body  to  The  University  of  Nash- 
ville. At  another  time,  Little  Harry  and  an 
accomplice  “double-crossed”  two  of  their 
partners  and  when  Little  Harry  took  the 
two  bodies  into  the  back  door  of  The  Uni- 
versity of  Nashville  school,  he  failed  to 
shut  the  door  tightly.  His  friends  who  had 
been  “double-crossed”  came  in  later,  took 
the  bodies  out  in  a wheel  barrow  and  broke 
the  lock  on  the  door  to  make  it  appear  as  if 
the  bodies  had  been  stolen.  They  took  the 
bodies  in  the  wheel  barrow  to  Vanderbilt  in 
the  middle  of  the  night  and  resold  them. 
Dr.  William  Ewing,  head  of  the  Nashville 
school  at  that  time,  offered  a $500  reward 
for  information  about  the  identity  of  the 
robbers  and  the  two  detectives  on  the  case, 
Sidebottom  and  Turner,  offered  another 
$100  for  information  about  the  bodies  but 
no  information  was  forthcoming  and  it  was 
not  until  many  years  later  that  the  story 
was  told. 

In  about  1899,  at  the  Vanleer  Kirkman 
place  on  Franklin  Pike,  one  grave  robber 
who  knew  about  a burial  was  shot  and 
killed  by  the  brother  who  was  apparently 
assigned  to  watch  the  grave.  The  other 
men  got  away,  losing  only  their  brace  and 
bit.10 

One  of  the  former  young  professors  at 
Vanderbilt  in  1907  tells  the  interesting  story 
of  the  police  coming  to  the  medical  school 
in  search  of  a body  of  a prominent  Nash- 
villian which  had  been  snatched  from  the 
grave  the  previous  night.  The  young  pro- 
fessor was  sent  down  to  the  front  door  to 
argue  with  the  police  and  detain  them  while 
Bill  and  Alex  let  the  body  down  by  ropes 
from  a back  window  of  the  fourth  floor 
anatomy  laboratory  into  the  buggy  of  Dr. 
B.,  a school  official.  By  the  time  the  police 
got  into  the  anatomy  laboratory  to  make 
their  search,  Dr.  B.  and  the  “stiff”  were  far 
away.21 

A former  assistant  in  the  anatomy  labora- 
tory, and  now  a practicing  physician,  tells 


the  story  of  walking  into  the  fourth  floor 
anatomy  laboratory  at  Fifth  and  Elm  as 
late  as  1919  and  surprising  “Big  Sam,”  one 
of  the  laboratory  employees.  Sam  was  in 
the  process  of  unloading  a large  gunny  sack 
from  the  dumb  waiter  and  emptying  its 
contents,  a body,  onto  the  floor.  Usually 
these  bodies  came  up  at  night  and  the 
“stiffs”  were  in  sacks.  Apparently,  the  de- 
vious obtaining  of  bodies  did  not  stop  at 
least  until  after  this  time.21 

Hospitals  in  the  Middle  Tennessee  Area 

In  the  1800’s,  the  larger  hospitals  of  Ten- 
nessee were  supported  by  state  or  city 
governments  and  were  exclusively  for  the 
poor  who  could  not  afford  to  pay  to  have  a 
surgeon  come  to  their  home.  Hospitals  were 
regarded  as  places  to  which  to  go  to  die, 
and  no  person  with  money  would  think  of 
entering  a hospital.22  It  was  for  the  care 
of  the  charity  sick  in  Middle  Tennessee  that, 
in  1883,  the  Board  of  Public  Works  and  Af- 
fairs of  Nashville  proposed  to  the  City 
Council  plans  for  a hospital.  Nashville  City 
Hospital  was  not  opened,  however,  until 
1890  when  60  beds  were  made  available  for 
emergency  care  and  charity  patients.  Dr. 
Charles  Brower  of  The  University  of  Nash- 
ville was  appointed  superintendent.23  It 
was  not  until  well  into  the  1900’s  that  the 
Board  of  Directors  changed  the  name  of  the 
Nashville  City  Hospital  to  Nashville  Gen- 
eral Hospital  with  the  purpose  of  adding 
prestige  and  hoping  to  escape  the  stigma  of 
being  entirely  a charity  institution.14  With 
the  success  of  Listerism,  however,  a need 
was  created  for  a better  operating  room 
than  the  kitchen  or  nearest  tree,  so  surgical 
infirmaries  began  to  be  established  in  the 
1880’s  and  1890’s  by  the  medical  profession. 
The  term  “infirmary”  was  used  by  doctors 
of  that  day  to  indicate  a small  hospital- 
doctor’s  office  combination.  To  apply  the 
term  “clinic”  would  be  incorrect.13 

St.  Thomas  was  founded  in  1898  and  the 
Hodgson  Memorial  Hospital  in  Sewanee  in 
1899  in  conjunction  with  the  medical  school 
there.  The  University  of  Nashville  had  a 
small  hospital,  primarily  for  teaching  pur- 
poses, that  dated  back  to  1850  when  it 
used  the  facilities  of  St.  John’s  Hospital  and 
later  St.  Vincent’s  Hospital.12  As  both  The 
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University  of  Nashville  and  Vanderbilt  Uni- 
versity, from  1894  through  1910,  were  using 
the  convenient  Nashville  City  Hospital  beds 
for  teaching,  there  was  very  little  stimulus 
to  have  beds  in  the  medical  schools. 

In  1904,  Vanderbilt  did  place  some  20  or 
30  old  pine  beds  on  the  first  floor  of  its 
building  at  Fifth  and  Elm.  Classes  were 
held  on  the  second  and  third  floors  and  the 
anatomy  laboratory  was  on  the  fourth  floor. 
The  very  first  patient  to  come  into  the  new- 
ly created  Vanderbilt  Hospital  was  an  old 
Negro,  Aunt  Lizzie  Jennings,  who  was 
known  to  suffer  from  frequent  intestinal 
obstruction  as  a result  of  adhesions.  One 
day,  word  was  received  that  Aunt  Lizzie 
Jennings  was  ill  again  and,  as  the  hospital 
had  just  opened  its  new  beds  that  day,  Sam 
Crockett,  the  Negro  orderly,  was  dispatched 
with  a wheel  barrow  to  Buck’s  Alley,  which 
was  between  the  school  and  Gerst’s  Brew- 
ery on  High  Avenue  (Sixth  Avenue).  Sam 
brought  Aunt  Lizzie  back  in  the  wheel 
barrow  and  the  operation  was  performed 
that  very  afternoon  before  the  students. 
Aunt  Lizzie  was  not  very  anxious  to  go  into 
the  hospital  as  word  had  been  spread  around 
that  there  was  an  anatomy  laboratory  on 
the  top  floor  and  they  were  probably  going 
to  take  her  remains  from  the  surgery  up  to 
the  top  floor  for  dissection.  Nevertheless, 
Aunt  Lizzie  recovered  from  her  operation 
and  remained  well  thereafter.  It  was  only 
several  years  later  that  patients  were  moved 
from  the  basement  to  the  second  and  third 
floors  of  the  medical  school  building  and 
the  hospital  subsequently  was  expanded. 
However,  it  was  an  expensive  operation  (as 
it  apparently  is  now)  and  the  hospital  was 
never  as  large  nor  as  widely  used  as  the 
close-by  City  Hospital.14 

Of  interest  is  the  manner  in  which  the 
patients  were  managed  surgically.  Once 
antisepsis  had  made  hospitals  safe  as  well 
as  convenient,  the  average  wealthy  patient 
at  the  turn  of  the  century  usually  chose  to 
go  to  a hospital  for  his  operation.  Al- 
though he  might  choose  St.  Thomas,  which 
was  largely  a private  hospital,  he  was 
more  likely  to  choose  one  of  the  many 
infirmaries  that  were  spotted  throughout 
the  area  at  that  time.  The  setup  in  an  in- 
firmary was  interesting  and  generally  con- 


sisted of  a surgeon  as  the  central  figure 
with  an  internist,  obstetrician,  pediatrician, 
etc.,  giving  him  support  and  referring  him 
patients.  “The  internist  shook  the  tree  for 
the  apples  to  fall  off  and  the  surgeons 
picked  them  up.”  One  of  the  best  known 
clinics  in  the  area  was  that  of  Dr.  Richard 
Barr,  which  was  located  at  the  corner  of 
Division  Street  and  19th  Avenue.  It  is  esti- 
mated that  Dr.  Barr’s  clinic  had  about  40 
beds.  He  had  Dr.  Harry  Marr,  an  anes- 
thetist, working  with  him  and  his  “clique” 
(a  term  commonly  used  to  describe  the 
satellite  medical  group)  also  included  Dr. 
Owen  H.  Wilson,  pediatrician;  Dr.  W.  H. 
Witt,  internal  medicine;  Dr.  A1  Harris,  neu- 
rology; and  Dr.  Bush  Anderson  in  general 
medicine  at  that  time.  Drs.  Thomas  and 
Sam  Briggs  had  their  clinic  which,  at  least 
for  a while,  was  located  at  the  corner  of 
Second  Avenue  and  Union;  they  had  about 
20  beds  in  their  infirmary,  but  had  no  clique 
or  supporting  group  working  with  them. 
Although  the  Briggs  Clinic  was  extremely 
prominent  in  the  1880  to  1910  era,  it  dis- 
appeared shortly  thereafter.  A third  clinic 
was  that  of  Dr.  C.  S.  MacGannon,  who  was 
said  to  have  been  a classmate  of  William 
Osier  and  was  brought  to  Nashville  from 
Toronto  as  Professor  of  Gynecology  at  The 
University  of  Nashville  in  1907  or  1908.  He 
was  further  said  to  be  the  society  surgeon 
for  Nashville;  his  infirmary  was  referred  to 
as  the  Woman’s  Hospital  and  was  located  at 
the  corner  of  Eighth  Avenue,  North,  and 
Union  Street,  diagonally  across  from  the 
present  site  of  the  Metropolitan  Public 
Library,  and  on  the  site  where  the  Federal 
Reserve  Building  is  located.  He  had  among 
his  clique  Dr.  David  Pickens,  Sr.,  surgeon; 
Dr.  George  Williamson,  surgeon;  and  Dr. 
E.  G.  Wood  in  internal  medicine,  whom  he 
brought  from  Canada.  Dr.  Williamson  for 
a while  served  as  his  resident  surgeon,  as 
was  often  the  custom  in  the  smaller  hos- 
pitals, that  is  to  have  a single  resident  sur- 
geon serving  his  apprenticeship.  It  is  es- 
timated that  there  were  some  50  to  60  beds 
in  this  clinic.  A fourth  clinic  was  the  Doz- 
ier Clinic  which  included  Drs.  Bate  and 
Robert  Dozier  and  was  located  in  North 
Nashville  at  the  corner  of  Monroe  and  Ninth 
Avenues.  This  was  a small  infirmary  with 
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some  eight  or  ten  beds.  The  fifth  infirmary 
was  operated  by  Drs.  Paul  F.  and  Duncan 
Eve,  Sr.,  brothers,  and  who  later  brought  in 
Dr.  Duncan  Eve,  Jr.  Their  infirmary  was  a 
relatively  small  one,  containing  some  10  to 
20  beds  and  was  located  on  Broad  Street 
near  the  corner  of  15th  Avenue,  where  the 
Bunch  Cadillac  Agency  is  now  located. 
Their  work  was  primarily  industrial  as  they 
were  the  surgeons  for  the  L&N  and  NC& 
St.L.  Railroads,  as  well  as  the  telephone 
company  and  the  streetcar  company.  The 
sixth  major  infirmary  was  that  of  Dr.  Rich- 
ard “Dixie”  Douglas  located  at  the  corner 
of  Second  Avenue  (Market  Street)  and 
Peabody.  Another  group  in  the  1910  to  1920 
era  which  should  be  mentioned  was  that 
of  Dr.  Van  Sanders,  a prominent  surgeon, 
who  also  had  his  own  clique  of  doctors  but 
did  not  have  an  infirmary.  He  disliked  St. 
Thomas  Hospital  and  felt  its  admission 
policies  were  unfair.  He  reputedly  was  the 
major  promoter  in  establishing  the  Protes- 
tant Hospital  in  1919,  now  named  the  Bap- 
tist Hospital  after  it  was  transferred  to 
the  new  ownership  in  1948. 13  The  land  pur- 
chased for  this  was  the  old  Murphy  home- 
place  between  20th  and  21st  Avenues,  ex- 
tending from  Church  to  Charlotte  Ave- 
nues.23 

It  generally  was  the  custom  of  the  sur- 
geons who  headed  the  infirmaries  to  send 
their  surgical  work  to  their  own  infirmary 
and  to  receive  what  support  they  needed 
from  the  other  members  of  their  “clique.” 
If  they  had  an  overflow,  it  was  likely  to  go 
to  St.  Thomas  Hospital  or  occasionally  to 
one  of  the  teaching  hospitals  such  as  Nash- 
ville City  or  Vanderbilt  Hospital.  This  era 
of  mixed  specialty  groups  extended  well 
into  the  1920’s  and  is  quite  a contrast  from 
our  distinct  lack  of  such  mixed  groups  in 
this  area  at  the  present  time.  The  general 
surgeon  of  the  day  was  truly  general.  The 
only  subspecialty  recognized  at  the  turn 
of  the  century  was  “eye  work,”  Dr.  G.  C. 
Savage  being  one  of  the  first  specialists. 
Later  in  the  1900’s,  orthopedics  became  the 
second  specialty,  pioneered  in  Middle  Ten- 
nessee by  Drs.  R.  W.  Billington  and  Adam 
Nichol. 

It  is  apparent  that  little  has  been  said 
about  the  treatment  of  the  non-surgical 


patient,  having  pneumonia,  fever,  etc.  Gen- 
erally speaking,  these  patients  were  treated 
in  their  home.13 

Practice  of  Medicine  in  Middle  Tennessee 

One  can  easily  understand  some  of  the 
trials  and  tribulations  that  beset  the  Middle 
Tennessee  physician  75  years  ago.  The  prac- 
tice of  medicine  was  not  easy.  He  then,  as 
now,  chose  to  see  patients  in  his  office 
whenever  possible,  though  house  calls  to 
see  the  ill,  especially  those  with  nonsurgi- 
cal  problems,  were  frequent.  The  doctors’ 
offices  in  Nashville  were  not  dissimilar  to 
those  of  today.  Generally,  they  consisted 
of  a waiting  room,  two  or  three  examining 
rooms,  and  some  type  of  small  business 
section.  For  the  most  part  they  were  scat- 
tered between  Seventh  Avenue  (Vine 
Street)  and  Eighth  Avenue  (Spruce 
Street) , extending  from  Broad  Street  to  the 
region  of  the  Capitol  Building.  On  Seventh 
Avenue  directly  across  from  where  the 
YMCA  Building  is  now  standing,  there 
were  three  doctors’  offices,  each  with  its 
separate  building.  Seventy-five  years  ago, 
the  old  Ward  School  was  located  on  the 
west  side  of  Eighth  Avenue,  between  Com- 
merce and  Broad  and  next  to  it  was  Dr. 
G.  C.  Savage’s  Ophthalmology  Office  Build- 
ing. Directly  across  the  street  on  the  other 
side  of  Eighth  Avenue,  near  where  Hume- 
Fogg  now  is  located,  were  the  offices  of  Dr. 
J.  A.  Witherspoon,  Dr.  Lucius  Burch,  Dr. 
W.  D.  Haggard,  Drs.  O.  N.  and  W.  A.  Bryan, 
Dr.  W.  C.  Dixon  and  Dr.  George  Price.  Dr. 
Eve  kept  his  horses  on  Polk  Avenue  where 
he  had  his  home  in  back  of  the  present  Doc- 
tors’ Building  although  his  office  was  at 
15th  and  Broad.  At  the  site  where  Fall’s 
Business  College  is  now  located,  on  Eighth 
were  the  homes  of  the  Bransfords,  the 
Thomases,  and  other  fashionable  families. 
These  homes  of  socially  prominent  families 
began  at  this  point  and  extended  west  to 
the  area  of  16th  Avenue  and  West  End 
and  then  southwest  to  the  Belmont  College 
area.  Actually  the  Vanderbilt  University 
West  Campus  was  then  truly  on  the  west 
border  of  the  city.13 

The  major  transportation  in  Nashville  75 
years  ago  was  either  on  foot  or  horseback, 
or  in  some  form  of  horse  rig,  such  as  the 
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buggy  or  livery  stable  rig.  Most  of  the 
doctors  drove  a one-seated  buggy  rather 
than  riding  a horse  because  it  was  easy  to 
get  into  and  out  of  it,  and  was  relatively 
more  wind-  and  rain-proof.  Generally  they 
kept  their  own  horses,  driving  from  home 
to  work  in  the  buggy.  Most  of  the  doctors, 
because  of  where  their  offices  were  located, 
used  the  livery  stable  between  Fifth  and 
Sixth  Avenues  behind  of  where  the  First 
Baptist  Church  is  now  standing.13  The 
rental  in  the  livery  stable  was  “very  high” 
and  the  doctors  were  charged  $18  a month, 
but  this  included  having  the  horse  and 
buggy  picked  up  at  the  office,  taken  to  the 
livery  stable,  kept  during  the  day  and  then 
“sent  back  again  when  ready  to  leave  the 
office.”14  There  was  another  livery  stable 
on  College  Avenue  (Third  Avenue)  where 
the  Nashville  Trust  Building  is  now  located 
and  still  another  one  on  Front  Street  (First 
Avenue)  at  a site  opposite  Fort  Nashboro 
and  extending  between  First  and  Second 
Avenues.  It  was  not  until  the  1905  to  1912 
era  that  automobiles  came  into  use. 

There  seems  to  be  no  real  agreement 
about  which  doctors  had  the  first  auto- 
mobiles in  Nashville,  but  certainly  one  of 
the  first  was  Dr.  Charles  Brower,  who  in 
1908  was  proudly  driving  around  in  a red 
“Steamer.”  He  also  had  an  EMS  and  a 
buggy  with  a blind  horse  and  used  all  three 
interchangeably.  Needless  to  say,  he  “cut” 
a fairly  wide  swath.15  Dr.  J.  A.  Witherspoon 
(the  uncle  of  Dr.  Jack  Witherspoon,  of 
Nashville)  drove  a red  Knox  car  which 
“was  at  least  as  big  as  a Cadillac”  and  al- 
ways used  a Negro  driver  named  Mansfield 
Douglas  (the  grandfather  of  our  present 
city  councilman).  “When  he  went  around 
in  that  red  Knox,  Dr.  Witherspoon  looked 
like  the  Prince  of  Wales  because  the  back 
seat  was  elevated  above  the  front  seat  and 
he  always  sat  up  quite  high  while  Manse 
drove  him  around  town.”  The  doctor  of  the 
day  with  his  Homburg  hat  and  often  a cut- 
away coat  must  have  been  quite  striking. 
When  Dr.  Witherspoon  took  a trip  by  rail- 
road, he  often  had  an  entire  rail  car  as- 
signed to  him  because  of  close  friendships 
with  the  presidents  of  both  the  NC&St.L. 
and  L&N  Railroads.  Dr.  W.  H.  Witt  drove  a 
coupe  with  a hardtop  and  a sliding  window 


in  the  top  very  much  like  the  modern 
European  cars.  Dr.  William  Litterer  re- 
portedly had  a red  Cadillac,  and  it  seems 
that  generally  the  doctors  fared  well  when 
they  gave  up  their  buggies  and  obtained 
the  “horseless  carriage.”13 

The  nonsurgical  problems  of  the  day,  as 
mentioned,  were  treated  largely  in  the 
homes  and  the  physician’s  armamentarium 
was  considerably  less  than  it  is  today.  The 
specialty  of  internal  medicine  did  not  exist. 
Cultures  were  made  in  pneumonias,  and 
were  grouped  on  the  basis  of  their  bac- 
teriology. By  the  1900’s,  when  a patient  had 
a fever,  he  largely  was  treated  supportively, 
and  the  drugs  used  included  quinine  (used 
in  any  febrile  illness),  aspirin,  liniments, 
cough  syrups,  codeine  and  morphine,  Veri- 
nal  and  Trional  (the  earliest  barbiturates), 
laxatives  (usually  cascara  and  epsom  salts) 
and  iron.  Even  then  there  was  considerable 
argument  among  doctors  as  to  which  iron 
preparation  was  the  better,  ferrous  chloride 
or  ferrous  sulfate.  Occasional  transfusions 
were  used  but  were  invariably  the  person- 
to-person  type. 

In  1894,  pediatrics  was  not  a specialty  and 
the  term  “specialist”  meant  an  eye  doctor. 
“The  baby  was  the  by-product  of  obstetrics 
and  handed  at  once  to  the  tender  care  of 
grandmothers  and  aunts  who  resented  any 
medical  interference.  Even  at  the  hospital, 
it  required  many  years  of  concentrated  ef- 
fort to  provide  the  newborn  baby  with  a 
separate  chart.  However,  in  those  days 
only  a very  small  minority  of  babies  were 
born  at  a hospital.”24  There  was  no  “pure” 
obstetrician,  every  doctor  being  able  to  per- 
form a delivery  when  the  need  arose.  Al- 
most all  deliveries  were  in  the  homes.  Only 
a few  of  the  charity  Negro  women  were 
taken  to  the  hospitals  for  delivery.  De- 
liveries were  taught  medical  students  in 
the  home;  usually  two  students  accom- 
panied one  of  the  professors  at  the  time  of 
a delivery  in  the  home  (at  around  1911, 
these  usually  were  Dr.  Andrew  Hollabaugh 
and  Dr.  J.  T.  Altman  in  the  Vanderbilt 
School).  The  anesthesia  used  for  home  de- 
liveries at  that  time  usually  was  chloroform 
though  it  was  not  used  as  a general  anes- 
thetic in  Nashville  otherwise.  The  usual 
custom  was  for  the  physician  to  ask  the 
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family  for  a teacup  and  a napkin;  the 
napkin  was  stuffed  into  the  cup  and  chloro- 
form was  poured  on  it.  Then  the  patient 
was  asked  to  hold  the  cup  over  her  face 
which  she  did  until  she  became  unconscious 
from  the  chloroform  when  her  hand  would 
drop  and  she  would  no  longer  breathe  the 
chloroform.13 

Radiology  was  not  practiced  75  years  ago. 
Although  Dr.  Landon  C.  Garland,  Chancel- 
lor and  Professor  of  Physics  at  Vanderbilt, 
had  lectured  on  cathode  tube  radiant  energy 
in  1879  and  even  predicted  its  use  in  pho- 
tography, to  Roentgen  belongs  the  credit 
for  demonstrating  its  practical  value  to  the 
world.  Roentgen  did  not  even  make  his  first 
observations  on  the  Crooke  tube  until  the 
end  of  1895.  He  published  his  results 
promptly,  however,  and  almost  immediate- 
ly, Middle  Tennessee  physicians  became 
active  in  the  field.  By  March  of  1896,  two 
journals  published  in  Nashville,  Nashville 
Journal  of  Medicine  and  Surgery  and  the 
Southern  Practitioner,  featured  articles  on 
the  application  to  human  medicine. 

That  very  same  month,  John  “Dynamo” 
Daniel,  Professor  of  Physics  at  Vanderbilt, 
performed  an  interesting  experiment  on  Dr. 
W.  H.  Dudley’s  head  (Dr.  Dudley  was  Dean 
of  Vanderbilt  and  the  man  for  whom  Dud- 
ley Field  was  named).  In  attempting  to 
obtain  a picture  of  Dr.  Dudley’s  skull,  Dr. 
Daniel  placed  the  x-ray  tube  about  one-half 
inch  from  Dr.  Dudley’s  hair  and  made  a 
one-hour  exposure.  Nothing  developed  on 
the  plate,  but  21  days  later  there  did  de- 
velop a two-inch  bald  spot  on  Dr.  Dudley’s 
head.  This  was  the  world’s  first  demonstra- 
tion of  the  depilatory  action  of  x-ray  and 
was  published  in  the  Medical  Record  of 
New  York  in  1896. 

Even  to  this  day  there  exists  in  the  Van- 
derbilt Radiology  Department  a photograph 
of  x-ray  plates  made  in  1896  showing  the 
bones  of  the  hands  of  three  generations  of 
the  same  family,  the  grandfather  being 
Bishop  Fitzgerald;  the  son,  Will  Fitzgerald; 
and  the  grandson,  Adolphus  Nye.  The  ex- 
cellent quality  of  the  plates  still  show  the 
age  differences  in  the  bone  quite  clearly. 
There  is  also  a plate  of  Mrs.  Daniel’s  hand 
taken  that  same  year,  of  interest  in  that  the 
diamond  in  her  ring  did  not  cast  a shadow. 


It  was  for  other  investigators  later  to  claim 
the  credit  for  making  this  tool  available 
to  the  jewelry  industry  in  distinguishing 
true  from  false  diamonds.22 

Operations  as  performed  in  the  hospitals 
at  the  turn  of  the  century  deserve  comment. 
The  preparation  for  the  operation  was  in 
itself  a fairly  taxing  procedure  for  the 
patient.  By  1904  and  1905,  the  Lister  theory 
of  germs  was  very  much  in  evidence  in  the 
Middle  Tennessee  area  and  each  surgeon 
took  great  care  to  see  that  it  was  carried  out. 
The  patient  usually  was  brought  into  the 
hospital  the  evening  before  the  operation 
(as  for  example,  for  an  acute  gallbladder  or 
appendicitis)  and  the  abdomen  was  scrub- 
bed that  night  with  tincture  of  green  soap 
and  a stiff -haired  brush  “until  it  damn  near 
killed  him.”  His  abdomen  was  then  again 
covered  with  tincture  of  green  soap  and 
the  film  of  soap  was  left  on  the  abdomen 
until  the  following  morning.  A variation  of 
this  was  to  leave  a pack  moistened  with 
soap  on  the  abdomen  during  the  night. 
Also,  that  night  the  patient  usually  was 
given  a large  dose  of  calomel  and  salts  and 
by  the  following  morning  he  was,  needless 
to  say,  considerably  dehydrated.  The  pre- 
operative medication  usually  consisted  of 
1/4  grain  of  morphine  and  1/150  grain  of 
atropine.12*17  The  abdomen  was  again 
scrubbed  mercilessly  at  this  point  with 
tincture  of  green  soap  and  a stiff  brush, 
then  painted  with  iodine  and  the  iodine  re- 
moved with  alcohol.  Four  sterile  towels 
were  put  on  the  abdomen,  leaving  the  in- 
cision site  bare.  Ether  was  used  almost  ex- 
clusively at  this  time  and  was  dripped 
through  a mask.  It  was  only  in  “desperate 
cases”  (this  seems  to  have  meant  the  sur- 
geon’s preference  here)  that  chloroform 
was  used.  Fluids  were  given  exclusively  by 
clyses  at  that  time  postoperatively  until 
the  patient  could  drink.  For  years,  the 
housestaff  and  nurses  held  the  bottles  in  the 
air  until  someone  cleverly  thought  of  the 
IV  pole.13  Intravenous  fluids  were  not  avail- 
able. Although  rubber  gloves  had  been  in- 
troduced by  Halstead  in  about  1890,  some  of 
the  Nashville  doctors  staunchly  refused  to 
use  rubber  gloves  for  some  time,  and  as  late 
as  1905,  Dr.  Charles  Brower,  then  Chief  of 
Surgery  at  St.  Thomas  Hospital,  still  had 
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not  yielded  to  the  custom.  It  is  recalled  that 
Dr.  Brower  on  occasion  was  known  to  oper- 
ate in  the  hallways  at  St.  Thomas  if  the 
operating  rooms  were  busy  and  he  was  in 
a hurry.1445 

Not  only  were  the  preoperative  and  post- 
operative management  of  the  surgical  pa- 
tient considerably  different  than  today,  but 
there  were  other  problems  as  well.  Such 
things  as  disposable  scalpel  blades,  of 
course,  were  not  known,  and  Nashville  City 
Hospital  employed  a full-time  knife  sharp- 
ener. As  late  as  1911,  it  is  recalled  that  an 
old  white  man  sat  all  day  long  in  the  down- 
stairs hall  of  the  Nashville  City  Hospital 
over  a grinding  wheel  which  he  treaded  by 
foot.  Scissors,  scalpels  and  any  surgical  in- 
struments belonging  to  the  hospital  were 
sharpened.  In  addition,  Drs.  Burch,  Hag- 
gard, Douglas,  Barr,  and  most  of  the  other 
surgeons  of  Nashville,  brought  in  their 
instruments  from  time  to  time  and  left 
them  with  him  for  a few  days  to  have 
them  sharpened  and  pick  them  up  later.13 

It  might  be  said,  in  conclusion,  that  from 
any  point  of  view  during  the  past  75  years, 
and  even  earlier,  the  practice  of  medicine  in 
the  Middle  Tennessee  area  has  been  of  a 
high  caliber.  Assuming  this  is  true,  and  I 
think  it  is  in  contrast  to  many  areas  of  the 
country,  one  searches  for  a reason  for  this, 
and  it  seems  to  lie  in  the  healthy  competi- 
tion that  has  existed  over  the  years  in  the 
medical  profession.  During  the  1800’s  and  up 
until  about  1910,  the  several  medical  schools 
in  the  area  were  in  continuous  competition 
with  each  other.  The  private  practitioner 
usually  was  the  teacher  in  the  school  and 
did  his  job  well,  not  only  for  the  patient’s 
benefit  but  from  a teaching  point  of  view. 
By  1911,  3 of  the  5 Middle  Tennessee  medi- 
cal schools  had  left,  and  since  then  Middle 
Tennessee  has  supported  only  2 medical 
schools,  Vanderbilt  and  Meharry.  This  in 
itself  took  away  much  of  the  competitive- 
ness and  centered  the  medical  power  in 
fewer  hands. 

It  would  be  naive  to  say  that  there  were 
not  personality  differences  over  the  years. 
Chancellor  Kirkland  is  often  mentioned  as 
attempting  to  center  power  in  Vanderbilt 
between  1900  to  1925,  even  prior  to  the 
building  of  the  new  medical  school.  There 


were  times  when  he  was  accused  of  at- 
tempting to  completely  control  the  Nash- 
ville City  Hospital,  even  to  the  point  of 
limiting  the  doctors  on  the  staff,  the  types 
of  patients  to  be  admitted,  etc.  This  was 
never  fully  carried  out  because  of  resistance 
on  the  part  of  the  Nashville  private  prac- 
titioners. These  problems  were  heightened 
in  1925  when  the  private  practitioners,  who 
up  until  then  had  been  the  professors  in 
the  clinical  teaching  at  Vanderbilt,  were 
suddenly  relegated  to  the  outpatient  clinics 
and  full-time  professors  were  brought  in. 
Although  this  on  many  occasions  created 
strong  differences  of  opinion,  the  balance  of 
power  again  became  distributed  in  such  a 
way  that  healthy  practice  continued  and 
significant  stalemates  did  not  materialize. 
One  watched  in  the  1920’s  and  early  1930’s 
the  disappearance  of  the  private  infirmary 
to  be  replaced  by  single  specialty  groups 
and  one,  from  time  to  time,  has  seen  weak- 
nesses in  the  University  System  when  pro- 
fessors were  relegated  to  full-time  class- 
room teaching  with  very  little  practical 
experience.  On  the  other  hand,  the  prac- 
titioner has  undoubtedly  attained  higher 
levels  of  competence  because  the  aca- 
demician was  there  to  question  and  at  times 
criticize  him. 

In  recent  years,  the  tempo  of  medical 
practice  has  quickened  and  knowledge  has 
been  disseminated  through  journals  much 
more  than  in  any  other  previous  era.  It  is 
rare  to  find  doctors  practicing  in  Middle 
Tennessee  now  who  have  not  been  disci- 
plined, at  least  in  part  of  their  training,  in 
other  areas  of  the  country.  Active  teaching 
programs  have  developed  at  the  private 
hospitals  and,  more  recently,  the  power 
structure  has  been  divided  largely  on  a 
hospital  basis  as  these  institutions  have 
gained  more  and  more  influence  and  beds 
have  become  more  limited.  Early  in  this 
century,  the  severely  ill  patients,  especially 
from  a surgical  point  of  view,  were  referred 
to  the  Nashville  hospitals,  but  in  more  re- 
cent years,  the  smaller  neighboring  com- 
munities have  developed  their  own  hos- 
pitals. The  McFarland  Hospital  in  Lebanon 
was  established  in  1917,  the  Murfreesboro 
General  Hospital  in  1926,  the  Clara  Epper- 
son Hospital  in  Cookeville  in  1926,  the 
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Robertson  County  Hospital  in  Springfield  in 
1935,  the  Dan  German  Hospital  in  Franklin 
in  1937,  Queen  City  Infirmary  in  Tullahoma 
in  1941,  the  Maury  County  Hospital  in  1953, 
the  Clarksville  Memorial  Hospital  in  1954, 
the  Perry  County  Hospital  in  1956,  the 
Goodlark  Hospital  in  Dickson  in  1958,  the 
Lawrenceburg  Hospital  and  the  Nautilus 
Hospital  in  Waver ly  in  1961,  and  the  War- 
ren County  Hospital  in  McMinnville  in 
1963.  Many  of  these  hospitals  have  now  be- 
come quite  sophisticated  and  have  a staff 
capable  of  performing  most  of  the  general 
surgical  procedures,  and  from  a medical 
point  of  view  many  have  established  their 
own  coronary  care  units.  All  this  has 
served  to  further  widen  the  balance  of 
power  and  to  heighten  healthy  competition 
in  the  medical  profession  and,  I think  by 
all  criteria,  has  improved  the  practice  of 
medicine  where  it  counts  most,  namely, 
from  the  patient’s  point  of  view. 

You  have  reviewed  with  me  today  Middle 
Tennessee  Medicine  in  the  earlier  portion 
of  the  75  years  The  Middle  Tennessee  Medi- 
cal Association  has  been  in  existence. 
Where  in  all  of  this  does  our  organization 
fit?  I hope  so  deeply  in  its  midst  that  to  try 
to  separate  it  from  the  people  and  practices 
mentioned  is  obviously  impossible.  Thank 
you  for  your  attention  today.  We  have  a 
great  heritage  in  this  organization  which 
is  Middle  Tennessee  Medicine. 
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A Regional  Medical  Program  Acts 
To  Help  Relieve  the  Health  Care  Crisis 

PAUL  E.  TESCHAN,  M.D.,  Nashville,  Tenn. 


Regional  Medical  Programs  seek  to  im- 
prove quality  of  health  care  by  finding  ways 
to  transmit  the  latest  medical  information 
and  skills  to  physicians,  nurses,  and  other 
health  professionals, — that  is,  to  close  the 
“science-to-service”  gap.  Hence,  the  Pro- 
gram’s sponsors  in  the  Tennessee  Mid-South 
Region  are  (logically)  the  Region’s  two 
medical  schools  in  Nashville,  the  Meharry 
Medical  College  and  the  Vanderbilt  Univer- 
sity School  of  Medicine. 

As  charted  by  Public  Law  89-239,  the 
Program  focuses  on  improving  health  care 
especially  for  patients  with  heart  disease, 
cancer,  stroke  and  certain  related  diseases, 
the  killers  of  nearly  70%  of  the  Region’s 
people.  The  methods  used  in  the  program 
recognize  that  health  care  is  a private  mat- 
ter between  health  professionals  and 
patient  and  do  not  interfere  with  its  es- 
tablished private  pattern  of  practice.  Rather, 
the  methods  include  (1)  improved  educa- 
tional techniques  and  programs,  (2)  demon- 
stration health  care  projects,  and  (3)  staff 
activities  and  studies  toward  developing 
more  effective  projects  and  program  impact. 

Our  first  year’s  operations  reveal  that  the 
Program’s  effectiveness  has  been  somewhat 
limited,  however,  by  the  Region’s  “health 
care  crisis.”  This  presentation  first  sketches 
the  situation  confronting  the  Region’s  citi- 
zens and  its  providers  of  health  care,  and 
then  details  this  Program’s  initial  responses. 

Appraisal 

The  “health  care  crisis”  is  a potentially 
explosive,  brewing  mixture  containing  at 
least  these  ingredients:  (1)  increasing  de- 
mand for  health  care;  (2)  decreasing  avail- 
ability or  access  to  health  care;  (3)  overload 
pressures  forcing  a decline  in  quality  of 
health  care;  and  (4)  increasing  costs  of 
health  care.  It  is  worthwhile  to  analyze 
some  of  the  elements  of  each: 


*From  the  Regional  Medical  Program,  for 
Mid-South,  Nashville,  Tenn.,  37203 


Increasing  Demand.  In  an  expanding  and 
more  affluent  population,  more  people  have 
money  to  buy  health  care,  Medicare  and 
Medicaid  mechanisms  have  increased  these 
fiscal  pressures.  Increasingly  potent  diag- 
nostic and  treatment  procedures  are  provid- 
ing better  medical  care  and,  as  a result, 
greater  numbers  are  seeking  these  services. 
Another  factor  contributing  to  this  in- 
creased demand  is  a growing  sense  that 
“good  health  care  is  a right  of  citizenship,” 
or  at  least  that  good  health  care  “should  be 
realized”  within  an  affluent  society.  Addi- 
tional elements  of  demand  are  inherent  in 
certain  statistics  which  are  becoming  more 
widely  appreciated: 

Mortality  in  the  middle  years  is  higher 
in  the  United  States  than  in  several  other 
nations  in  the  world. 

The  premature  birth  rate  and  mortality 
rate  decline  as  income  rises  and  are  indeed 
high  for  people  having  low  incomes. 

Mortality  is  not  evenly  distributed  in  the 
population,  but  experienced  more  among 
nonwhite  than  in  white  groups. 

Chronic  disease  conditions  are  also  un- 
equally distributed  in  the  population  and 
tend  to  concentrate  among  the  poor. 

Decreasing  Access.  The  time  that  can  be 
allotted  to  each  patient  by  the  physician 
or  nurse  has  decreased.  In  a recent  study 
of  the  Tennessee  Mid-South  Region  con- 
ducted by  Mr.  Richard  Sacks,  a sophomore 
medical  student  at  the  Meharry  Medical 
College,  and  with  the  aid  and  support  of 
Dr.  Charles  C.  Trabue,  Area  Coordinator 
for  the  Mid-Tennessee  Area,  the  data  clear- 
ly indicates  the  ratio  of  118  physicians  per 
100,000  population  to  be  well  below  the  na- 
tional average  of  141  per  100,000.  In  some 
of  the  areas  of  the  state,  such  as  the  South 
Central  and  the  Upper  Cumberland,  the 
density  of  physicians  is  still  lower,  approxi- 
mately 60  to  70  per  100,000.  Moreover,  the 
trend  of  this  ratio  in  the  more  rural  areas 
has  been  generally  downward  for  40  years. 
Data  for  nurses  reveals  an  even  greater 
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shortage.  A document*  prepared  by  the 
State  Comprehensive  Health  Planning 
Agency  confirms  these  estimates  in  detail. 

Modern  methods  for  diagnosis  and  treat- 
ment are  more  complex  and  require  more 
time  per  patient;  hence,  the  number  of 
patients  who  can  be  cared  for  per  unit  time 
is  reduced. 

Specialization  among  health  professionals 
clearly  affords  more  expert  care  for  certain 
illnesses.  However,  patients’  erroneous  self- 
diagnosis  in  selecting  the  appropriate  spe- 
cialist causes  increased  delays,  confusion 
and  cost  to  the  patient.  Specialization  also 
means  that  the  “average  ratio”  of  doctors  to 
population  over-estimates  patients’  general 
access  to  medical  care  at  least  until  the  ill- 
ness is  specified. 

Overload  Causes  Decline  in  Quality  of 
Health  Care.  Increased  demand  has  brought 
about  little  change  in  the  organization  of 
time  and  functions  in  medical  practice  ex- 
cept that  many  health  professionals 
throughout  the  Tennessee  Mid-South  are 
working  harder  and  longer  hours. 

New  knowledge,  and  the  skills  to  apply 
it,  continue  to  be  developed  in  the  medical 
schools  and  centers,  but  as  health  profes- 
sionals become  busier,  increasingly  over- 
whelmed by  patient  loads,  each  has  less 
time  and  psychic  energy  to  keep  abreast  of 
this  progress.  Therefore,  the  science-to 
service  gap  actually  tends  to  widen  between 
the  new  knowledge  and  skills  as  developed 
in  the  university  medical  centers  and  those 
applied  to  the  care  of  patients. 

Finally,  it  is  not  difficult  to  see  that  these 
supply  and  demand  imbalances,  increased 
costs  of  technology  and  of  specialized 
operator  personnel,  and  inflationary  pres- 
sures in  the  economy  cause  health  care 
costs  to  rise. 

The  Explosive  Mixture.  The  combination 
of  shortages  in  available  health  services, 
increasing  costs,  decline  in  quality  as  im- 
plied by  the  increasing  science-to-service 
gap,  and  rising  expectations  in  the  popula- 
tion about  health  care  defines  a crisis  situa- 
tion, and  also  creates  a political  imperative 

*Physicians  in  Tennessee,  1969:  Manpower, 

Office  of  Comprehensive  Health  Planning,  Ten- 
nessee Department  of  Public  Health,  Nashville, 
Tennessee,  January,  1970. 


that  effective  solutions  be  found.  The  na- 
tional consensus  at  this  time  is  that  Region- 
al Medical  Programs  have  a role  in 
developing  some  of  these  solutions. 

The  RMP  Responds 

The  fundamental  fact  is  that  no  single 
existing  element  in  our  private  health  care 
system,  no  individual  health  professional  or 
institution,  has  assigned  cognizance  of  the 
entire  situation  or  has  the  time  or  broad- 
gauged  professional  competence  to  develop 
and  test  possible  solutions.  Rather,  each 
overloaded  professional  person  and  institu- 
tion is  necessarily  and  increasingly  pre- 
occupied within  the  scope  of  his  own 
responsibilities.  The  same  also  applies  to 
most  persons  who  are  not  health  profes- 
sionals. Regional  Medical  Programs,  how- 
ever, can  help  to  design  and  build  useful 
relationships  between  provider  elements  of 
the  health  care  system  to  achieve  useful 
arrangements  which  are  not  accessible  to 
any  one  element  operating  individually. 

For  example,  the  plight  of  increasingly 
burdened,  usually  solo  practitioners  in  the 
Region’s  rural  areas  can  be  assisted  in  the 
framework  of  private  medical  practice.  The 
central  objectives  of  such  assistance  is  re- 
cruitment of  newly  trained  and  graduated 
health  personnel — physicians,  nurses,  prac- 
tice assistants,  technologists  and  others.  In 
our  view,  such  recruitment  may  become 
possible  (a)  if  the  current  and  historical 
failure  of  conventional  approaches  is  recog- 
nized, i.e.,  recruitment  of  individual  phy- 
sicians into  existing  practice  situations,  and 
(b)  if  innovative  steps  are  taken  to  make 
it  possible  for  the  modern  professional 
graduate  to  deliver  quality  health  care  at 
a level  and  scope  commensurate  with  this 
training. 

Among  such  innovative  approaches  now 
envisioned  by  the  Tennessee  Mid-South 
Regional  Medical  Program  is  to  explore 
with  interested  practitioners  the  develop- 
ment of  a “health  care  consortium”  ( not 
necessarily  a “group  practice”)  to  which 
new  well  trained  health  professionals  can 
reasonably  be  recruited.  Such  “recruita- 
bility,”  especially  for  newer  graduates,  may 
be  enhanced  as  the  developing  arrangement 
expresses  the  following  critical  features: 
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(1)  It  provides  each  practitioner  with 
free  time  between  on-call  schedules  for  his 
own  study  (continuing  education)  and 
recreation; 

(2)  It  provides  for  ready  entree  and  dis- 
engagement of  members  in  an  open  system, 
and  retains  the  widest  possible  choice  of 
providers  for  the  people  being  served; 

(3)  As  a health  care  entity,  it  is  suf- 
ficiently staffed,  equipped  capitalized,  and 
also  linked  to  larger  reference  and  consulta- 
tion centers,  in  order  to  permit  its  physi- 
cians to  practice  and  its  patients  to  receive 
first-rate  health  care; 

(4)  It  readily  accommodates  innovative 
technology  and  methods  in  response  to  new 
developments  applicable  to  problems  in 
health  care  delivery; 

(5)  It  understands  and  responds  to  the 
need  for  comprehensive  health  care  as  per- 
ceived in  the  community-service-area,  as- 
sists the  community  to  understand  and 
utilize  modern  health  care,  (to  include 
health  care  maintenance  methods) , pro- 
vides adequate  access  and  enough  bed  ca- 
pacity for  both  the  sick  and  the  well,  and 
so  wins  adequate  participation  and  financial 
support  from  the  community.  Area-wide 
Comprehensive  Health  Planning  Councils 
may  become  vitally  important  in  these 
latter  efforts. 

Innovative  models  having  such  charac- 
teristics are  under  study  and  development 
to  permit  approaches  to  such  varied  cir- 
cumstances, for  example,  as  (1)  rural  com- 
munities without  resident  physicians,  (2) 
separated  communities  in  functional  geo- 
graphic relationship,  each  with  one  or  two 
physicians,  and  (3)  single  population 
center  with  strong  medical  groups  sur- 
rounded by  more  or  less  remote  villages 
without  competent  local  health  care.  Allied 
health  personnel  to  provide  appropriate 
elements  of  health  care,  up-to-date  diagnos- 
tic and  treatment  methods,  and  automated 
data  management  are  regular  components 
of  such  models,  as  is  coordinated  involve- 
ment of  public  health  personnel  and  facili- 
ties. Each  locale  will  adopt  or  adapt  initial 
designs  to  its  own  needs,  on  a voluntary 
basis,  to  establish  a health  care  system. 
Area-wide  Comprehensive  Health  Planning 
Councils  may  become  vitally  important  in 


these  efforts.  Such  systems  are  “recruita- 
ble”  because  they  are  personally  and  pro- 
fessionally satisfying  to  physicians  and 
other  health  professionals;  and  they  are 
“supportable”  by  the  community  because 
they  appear  reasonably  able  to  meet  most 
health  care  needs  of  all  citizens  compre- 
hensively, equitably,  and  responsibly.  Re- 
cently graduated  specialists  as  well  as 
generalists  may  therefore  opt  for  such  a 
rural  health  care  system  without  being 
asked  or  forced  to  compromise  the  quality 
of  professional  care  which  they  are  trained 
to  give;  and  the  people  they  serve  are  not 
required  to  accept  less  because  the  loca- 
tion is  rural. 

Specific  Actions 

The  task  confronting  society,  the  health 
professions  and  the  RMP  is  to  help  bring 
such  individualized  arrangements  into  be- 
ing as  will  serve  our  communities  and 
health  care  providers  in  need.  For  these 
purposes,  the  TMS/RMP  has  taken  the  fol- 
lowing actions: 

(1)  Approval  has  been  obtained  for  this 
Program  thrust  from  the  Program’s  govern- 
ing Regional  Advisory  Group,  and  from  the 
Tennessee  Medical  Association.  (House  of 
Delegates  Resolution  13-70,  passed  April  11, 
1970). 

(2)  The  Program  staff  is  prepared  (and 
has  begun)  to  furnish  technical  develop- 
ment assistance  in  specific  locations,  in 
terms  of  requirements  for  nursing  and 
allied  health  personnel,  community  health 
aspects,  analyses  of  health  economics,  anal- 
ysis of  local  social  attitudes  and  behavior 
supporting  health  activities,  and  develop- 
ment of  local  health  information  programs. 

(3)  Additional  expertise  is  being  at- 
tracted by  the  Program  for  assistance  in 
management  concepts  and  methods,  bio- 
medical engineering  and  technology,  health 
economics  and  the  social  sciences. 

(4)  The  Program’s  Area  (subregional) 
Coordinators  have  located  approximately 
25  physicians  in  12  locations  who  have  ex- 
pressed interest  in  exploring  these  possibil- 
ities with  us.  On-site  staff  consultations 
with  them  are  proceeding  appropriately. 

(5)  Pilot  projects  in  health  care  delivery 
are  to  be  supported  by  the  Program’s  fund- 
ing mechanisms. 
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(6)  The  Director  of  TMS/RMP  meets 
regularly  for  appropriate  coordinations 
with  the  State  Health  Commissioner,  the 
State  Director  of  Comprehensive  Health 
Planning,  and  the  President  of  the  Tennes- 
see Medical  Association.  This  group  may 
enlarge  as  the  agenda  grows.  In  specific 
locales,  coordination  as  these  consortia  de- 
velop is  accomplished  with  the  CHP-b  area- 
wide planning  councils. 

The  Program’s  responses,  in  short,  are: 
(1)  to  develop  individualized  models  for 
improved  health  care  delivery  in  each  co- 
operating locale,  (2)  to  assemble  and  de- 
ploy technical  assistance  for  this  purpose 
from  Program  staff  and  available  additional 
sources  of  expertise,  (3)  if  appropriate,  to 
help  activate  such  new  models  by  means 
of  demonstration  projects,  and  (4)  to  co- 
ordinate, with  our  provider  oriented  effort 
those  community  based  efforts  and  pro- 
grams (e.g.,  development  districts,  Com- 
prehensive Health  Planning,  State  Depart- 
ment of  Public  Health)  which  can  develop 
matching  action  in  the  beneficiary  com- 
munities. 

It  seems  reasonable  to  expect  that  such 


coordinated  efforts  can  and  will  achieve 
the  common  goal  of  high  quality,  compre- 
hensive health  care  for  all  citizens  of  the 
Region. 

In  Conclusion 

The  Regional  Medical  Program  relates 
naturally  to  providers  of  health  care.  It  has 
been  well  said  that  no  one  has  found  a way 
to  develop  a health  care  system  without 
health  care  providers.  Today’s  health  care 
system  is  in  deep  distress.  Its  rescue  by 
non-coercive  means  should  be  the  concern 
of  every  health  professional,  as  well  as 
every  community  where  adequate  access  to 
quality  health  care  is  deteriorating,  or  is 
not  equitably  assured  to  all  citizens.  Led 
by  professionals,  supported  by  professional 
associations,  employing  effective  models  of 
health  care  delivery,  assisted  by  staff  and 
project  activities  of  the  Regional  Medical 
Program,  and  in  cooperation  with  Com- 
prehensive Health  Planning,  Public  Health 
and  other  health  agencies,  this  broad- 
gauged  partnership  in  health  may  yet  re- 
lieve the  crisis  in  health  care  which  is  upon 
us. 


* 
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HOSPITAL 

HILL  CREST  FOUNDATION,  INC. 


7000  5th  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered 
not  for  profit  hospital  for 
intensive  treatment  of 


departmentalized  care  is  pro- 
vided according  to  sex  and  the 
degree  of  illness. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has  been 
the  theme  during  its  45  years 
of  service. 

Both  male  and  female 
patients  are  accepted  and 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION 
. . . NATIONAL  ASSOCIATION  OF 
PRIVATE  PSYCHIATRIC  HOSPITALS 
. . . ALABAMA  HOSPITAL  ASSOCIA- 
TION . . . BIRMINGHAM  REGIONAL 
HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals  and  is  also  approved  for 
Medicare  patients. 


C/test 


HOSPITAL 


BIRMINGHAM,  ALABAMA 


Someone 
acutely  ill 


needs 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


Vlice  Place  to  §et  Well 


Medicenter  of  America  / Jackson  • Nashville  • Memphis,  Tennessee 


NOW  IS  THE  TIME  FOR  COUNTY  SOCIETIES  TO  ELECT  OFFICERS  AND  DELEGATES  . . . 

Secretaries  of  all  county  medical  societies  have  recently  received  in- 
formation and  appropriate  forms  for  use  in  following  the  provisions 


contained  in  the  TMA  By-Laws,  to  elect  their  officers,  and  delegates  for 
the  TMA  House  of  Delegates,  and  report  those  elected  to  the  Tennessee 
Medical  Association  by  January  1,  1971  ...  It  is  urged  that  all 
societies  conduct  their  elections  before  the  end  of  December  . . . The 
names  of  delegates  are  needed  in  order  that  the  Nominating  Committee 
can  be  appointed  by  the  Board  of  Trustees  and  the  names  of  the  commit- 
tee members  can  be  sent  to  the  county  medical  societies  for  informing 
their  members  of  the  composition  of  the  Nominating  Committee. 
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HANDBOOK  MAILED  TO  PHYSICIANS  FOR  MAKING  EVALUATION  UNDER  SOCIAL 
SECURITY  . . . TMA'S  Committee  on  Rehabilitation  has  been  cooperating  with 
the  Disability  Determination  Section  of  the  Division  of  Vocational 
Rehabilitation,  and  has  assisted  the  Division  and  the  Social  Security 
Administration  to  evaluate  claimants  for  disability  benefits  ...  A 
letter  has  been  sent  to  all  physicians  along  with  a handbook  that  will 
help  practicing  physicians  with  evaluating  claimants  under  this  program 
...  Physicians  should  find  the  handbook  an  excellent  tool  for  their 
use  in  determining  these  disabilities.  Member  physicians  of  TMA 
involved  in  this  program  are  urged  to  refer  to  the  handbook. 

* # # * # 

WHAT  IS  PRO?— WHAT  IS  PSRO?  . . . The  Senate  Finance  Committee,  in  consid- 
ering H.R.  17550,  the  Social  Security  amendments  of  1970,  announced  that 
it  has  modified  and  accepted  the  amendment  offered  by  Senator  Bennett 
(R) , Utah,  which  calls  for  the  creation  of  "Professional  Standards 
Review  Organizations"  (PSRO)  under  Medicare  and  Medicaid.  The  amendment 
provides  for  the  review  of  providers  services  furnished  under  Medicare 
and  Medicaid.  Medical  witnesses  appearing  before  the  Committee  called 
for  significant  changes  to  the  Bennett  Amendment  and  voiced  medicine's 
obj ections  to  its  provisions.  The  American  Medical  Association  spon- 
sored, and  has  been  instrumental  in  proposing  the  Peer  Review  Organiza- 
tions (PRO)  . . • PRO  leaves  the  responsibility  for  utilization  review 
in  the  hands  of  physicians,  while  the  PSRO  program  goes  considerably 
further  in  the  review  mechanism  • . . TMA  has  forwarded  detailed  infor- 
mation on  the  definition  of  the  two  programs  and  exactly  what  they  do, 
to  all  county  medical  society  officers  . • . PRO  was  incorporated  into 
the  AMA-sponsored  Medicredit  Bill  because  the  medical  profession  recog- 
nized the  need  for  an  appropriate  means  of  providing  surveillance  over 
the  provision  of  medical  services  rendered  within  the  program.  PRO 
would  act  to  review  the  reasonableness  of  charges  made,  as  well  as  the 
need  for  and  quality  of  the  medical  services  provided  ...  The  Bennett 
Amendment  calls  for  national  establishment  of  PSRO's  at  state  district 
levels  where  there  are  at  least  300  practicing  physicians.  This  differs 


from  AMA's  PRO  proposal  that  called  for  state  medical  associations  to 
be  given  first  priority  in  establishing  review  mechanisms  • . . PSRO's 
would  be  formed  by  January  1,  1972  . . . Medicine's  representatives 
recommended  to  the  Senate  Finance  Committee  that  since  the  concept 
of  peer  review  as  a structured  mechanism  is  new,  that  it  would  be  wise 
not  to  cast  its  future  direction  in  statutory  language  at  this  time. 
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QUESTIONS  ABOUT  LEGAL  MATTERS  . . . Members  of  the  staff  of  TMA  fre- 
quently receive  legal  inquiries  which  from  time  to  time  are  referred  to 
the  Association's  legal  counsel  • . • Most  of  the  questions 
relate  to  the  following:  (1)  Abortion  Law,  (2)  Truth-in-Lending-Law, 

(3)  Law  with  respect  to  professional  corporations,  (4)  Mental  Health 
Law,  (5)  Basic  Science  Law,  (6)  Law  with  respect  to  admission  to  staffs 
of  hospitals,  (7)  Medical  Licensing  Law,  (8)  Air  and  Water  Pollution 
Laws,  (9)  Child  Abuse  Law,  (10)  Workmen's  Compensation,  (11)  Status  of 
Physicians'  Assistants,  (12)  Use  of  paramedical  personnel,  (13)  Corpo- 
ration practice  of  medicine,  (14)  Statute  of  limitations  with  respect 
to  retention  and  preservation  of  records,  (15)  Licensing  requirements 
of  clinics  and  proprietary  hospitals,  (16)  Method  of  payment  under 
federal  and  state  health  program  laws,  (17)  Emergency  medical  services, 
(18)  Malpractice  insurance,  (19)  Narcotics  laws,  (20)  Inquiries  con- 
cerning legislative  matters,  (21)  Statute  permitting  treatment  of  minors 
for  venereal  disease  without  parental  consent,  (22)  Encroachment  on 
practice  of  medicine  by  non-medical  practitioners. 

rp 

TMA  TRUSTEE  RESIGNS  . . . Byron  0.  Garner,  M.D.,  a member  of  the  Board  of 
Trustees  from  West  Tennessee,  has  resignd  as  a member  of  the  Board. 

Dr.  Garner's  term  runs  until  April,  1972  . • . Chapter  IX,  Section  4, 
of  the  Constitution  provides  that  in  the  event  of  a vacancy  by  resigna- 
tion of  any  member  of  the  Board  of  Trustees,  between  the  Annual  Meetings 
of  the  Association,  the  Vice-President  for  that  division  of  the 
state  in  which  the  vacancy  occurs,  shall  serve  as  a member  of  the  Board 
of  Trustees  until  the  next  Annual  Meeting  . . . J.  Kelley  Avery,  M.D., 
Union  City,  Vice-President  from  West  Tennessee,  will  assume  the  Trustee 
position  vacated  by  Dr.  Garner  until  the  Annual  Meeting  in  1971. 

TMA'S  1971  ANNUAL  MEETING  . . . Will  include  scientific  programs  and 
featured  speakers  • • . TMA  will  present  two  outstanding  nationally 
known  speakers  on  Friday,  April  16,  1971,  presenting  some  of  the  most 
important  subjects  of  the  day  other  than  scientific.  The  1971  Annual 
Meeting  will  be  conducted  in  Chattanooga  with  headquarters  at  The  Read 
House  Hotel,  April  15-16-17  . . . Sixteen  medical  specialty  societies 
will  conduct  their  annual  meetings  concurrently  with  TMA  • . . Sessions 
of  the  House  of  Delegates  will  be  held  on  Wednesday  evening,  April  14, 
and  Saturday  morning,  April  17.  Mark  your  calendar  now  and  make  plans 
to  attend  TMA's  outstanding  Annual  Meeting  in  1971. 

5J5  jjc  3{C 

NEWS  YOU  CAN  USE  . . . Peer  Review  Organizations  and  medical  foundations 
are  getting  more  and  more  attention  in  government.  Washington  sources 
see  distinct  possibility  of  mandatory  peer  review  legislation  by  Con- 
gress before  the  end  of  the  year  . • • Tennessee  has  two  physicians 
who  will  serve  in  the  87th  Tennessee  General  Assembly.  They  are  G.  H. 
Berryhill  (R) , Jackson,  Incumbent,  John  H.  Peeples,  M.D.  (R) , Memphis, 
Incumbent,  and  both  will  be  members  of  the  House  of  Representatives. 


Communications 

Legislation 


Hadley  Williams,  Public  Service  Director 

PEER  REVIEW  COMMITTEE  DEVELOPS  GUIDELINES  . . . The  TMA  Peer  Review  Commit- 
tee met  recently  to  develop  procedures  and  policies  that  will  be 
followed  by  the  committee  in  order  to  carry  out  their  duties  and  re- 
sponsibilities as  the  State  Peer  Review  Committee,  Established  by  the 
House  of  Delegates  through  Resolution  2-70  last  April,  the  committee 
also  developed  suggested  guidelines  for  use  by  county  medical  societies. 
All  county  medical  societies  have  received  the  committee’s  suggestions 
regarding  the  establishment  and  implementation  of  peer  review  on  the 
local  level.  The  TMA  Committee  which  is  composed  of  the  last  five  sur- 
viving past  presidents  of  the  Association,  stated  that  the  peer  review 
mechanism  should  be  considered  as  a positive  approach  to  solving  any  of 
the  inadequacies  and/or  irregularities  in  providing  quality  health  care 
and  that  their  primary  duty  will  be  the  maintenance  of  the  quality  of 
medical  care  furnished  to  the  patient.  The  State  Committee  will  act 
only  as  an  appellate  body  when  decisions  have  been  made  by  a local 
medical  society  peer  review  committee.  In  those  areas  where  no  local 
peer  review  committee  exist,  the  State  Committee  will  assume  the  role 
of  a primary  investigating  body.  The  District  Councilor  is  an  ex- 
officio  member  of  all  peer  review  committees  within  his  councilor 
district  and  the  committee  shall  refer  its  findings,  regarding  peer 
review  decisions,  to  the  TMA  Judicial  Council  for  their  consideration 
and  action  where  indicated.  The  TMA  Peer  Review  Committee  urges  all 
county  medical  societies  to  give  immediate  attention  to  the  establish- 
ment and  operation  of  a Peer  Review  Committee  on  the  local  level.  It 
is  particularly  important  due  to  the  current  effort  in  Congress  to 
include  the  requirement  of  a peer  review  mechanism  in  pending  amend- 
ments to  Medicare  and  Medicaid. 
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RURAL  HEALTH  CONFERENCE  HELD  . . . The  8th  Tennessee  Rural  Health  Con- 
ference was  held  in  Milan,  October  7,1970,  with  more  than  400  persons 
in  attendance.  Co-sponsored  by  the  TMA  Rural  Health  Committee,  Tennes- 
see Farm  Bureau  and  University  of  Tennessee  Agricultural  Extension 
Service,  the  one-day  meeting  was  one  of  the  most  successful  ever  con- 
ducted. Topics  discussed  included  Health  Manpower,  Community  Mental 
Health  Centers,  Farm  Safety,  Nutrition  and  Drug  Abuse.  Two  students 
from  the  University  of  Tennessee  College  of  Pharmacy  conducted  a drug 
education  program  which  was  the  highlight  of  the  meeting.  Dr.  Charles 
A.  Trahern  of  Clarksville  is  chairman  of  the  TMA  Committee  and  presided 
over  the  Conference.  Committee  members  Julian  Lentz,  M.D.  of  Maryville 
and  F.  Houston  Lowry,  Jr.,  M.D.  of  Madisonville  also  attended. 
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TMA  TO  SPONSOR  1971  TRAVEL  TOUR  . . . The  TMA  Board  has  authorized  the 
Association  to  offer  a 14-day  tour  of  the  Orient  to  the  membership  in 
1971.  The  private  group  tour,  first  sponsored  by  TMA,  will  leave 
Nashville,  August  6,  1971  for  a 14-day  tour  of  Japan  and  Hong  Kong.  A 


side  trip  to  Bangkok,  the  colorful  capitol  of  Thailand,  will  also  be 
made  available.  A private,  chartered  707  Jet  will  take  TMA  members, 
wives  and  children  direct  to  Tokyo.  Also  available  for  those  interested 
will  be  medical  seminars  for  continuing  education  held  in  the  Medical 
Centers  of  Tokyo  and  Hong  Kong.  An  official  announcement  and  complete 
details  regarding  the  tour  will  be  mailed  to  the  TMA  membership  in  the 
near  future. 
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LEGISLATIVE  COMMITTEE  MEETS  AND  MAKES  PLANS  ...  The  TMA  Legislative 
Committee  met  September  27th  to  formalize  plans  for  the  forthcoming 
session  of  the  Tennessee  General  Assembly.  Among  the  topics  discussed 
were  proposed  changes  in  Tennessee  law  regarding  abortions,  licensure 
of  children  to  operate  motor  driven  cycles,  elimination  of  reciprocity 
in  the  basic  sciences  for  graduates  of  non-accredited  schools  ; emergency 
medical  services  ; emergency  hospital  admissions  for  mentally  disturbed 
individuals;  safety  treatment  of  eyeglasses;  professional  liability 
insurance  and  establishment  of  a State  Eugenics  Board.  TMA  policy 
regarding  Abortions  was  established  by  the  House  of  Delegates  in  1967 
and  remains  in  effect.  Any  legislation  in  this  area  must  include  the 
safeguards  adopted  by  the  House  before  endorsement  or  support  is  offered 
by  TMA.  The  elimination  of  Licensure  for  14  and  15  year  old  children 
to  operate  highpowered  motorcycles  will  be  sought  by  TMA.  Legislation 
to  eliminate  graduates  of  non-accredited  schools  of  medicine,  osteopathy 
and  chiropractic  from  gaining  licensure  via  reciprocity  will  also  be 
sponsored  by  TMA.  The  Committee  voted  to  lend  support  to  legislation 
which  would  permit  emergency  hospital  admission  for  a mentally  ill 
person  with  the  rights  of  the  individual  being  preserved.  The  Committee 
accepted  a recommendation  from  the  Tennessee  State  Academy  of  Ophthal- 
mology and  Otolaryngology  that  legislation  be  sponsored  to  require  the 
lens  of  all  eyeglasses  dispensed  in  Tennessee  to  be  safety  treated 
and  that  inflammable  materials  be  eliminated  from  eyeglass  frames. 

The  Committee  took  under  advisement  problems  regarding  professional 
liability  as  well  as  the  establishment  of  a State  Eugenics  Board  and  no 
specific  conclusions  or  recommendations  regarding  legislation  were 
reached  at  the  meeting.  The  Committee  decided  to  again  provide  a 
Capitol  First  Aid  Station  for  the  members  and  staff  of  the  87th  Tennes- 
see General  Assembly.  The  facility  will  be  co-sponsored  with  the 
Tennessee  Hospital  Association  as  in  the  past  and  MD  volunteers  to  staff 
the  station  will  be  requested  once  again.  The  Assembly  will  convene 
January  5,  1971  for  a 15-day  organizational  session  and  will  begin  its 
regular  session  February  23,  1971.  It  is  expected  that  the  Assembly 
will  divide  the  90-legislative  meeting  days  in  order  to  hold  sessions 
in  both  1971  and  1972.  The  TMA  Legislative  Committee  will  conduct  a 
one-day  meeting  prior  to  the  February  convening  date  for  all  Contact 
Doctors,  County  Society  Officers  and  Physicians  interested  in  the 
legislative  process.  Details  will  be  announced  soon. 
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LAST  REMINDER  FOR  MEDICARE  CLAIMS  . . . The  fiscal  intermediary  for  Medi- 
care in  Tennessee,  Equitable  Life  Assurance  Society,  reminds  physicians 
that  all  claims  for  services  rendered  to  Medicare  recipients  between 
October  1,  1968  and  September  30,  1969  must  be  received  at  Equitable's 
Nashville  Office  by  December  31,  1970  in  order  to  qualify  for  reim- 
bursement. Physicians  should  double  check  records  of  their  Medicare 
patients  and  submit  claims  for  any  services  rendered  during  the 
12  month  period  above  before  the  cut-off  date.  Equitable's  mailing 
address  is  P.0.  Box  1465,  Nashville,  Tennessee  37202. 
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The  AMA-TMA-and  YOU 

On  more  than  one  occasion  during  the  past  several  months  some 
Tennessee  physicians  have  posed  questions  such  as  these:  l)“Why 
should  I belong  to  TMA  and  AMA?”  2)  “What  am  I getting  for  my 
AMA  and  TMA  dues?”  3)  “What  does  the  AMA  or  TMA  do  for 
me?” 

Considering  the  necessary  increase  in  membership  dues  by  these 
organizations,  such  questions  are  timely,  valid  and  worthy  of  an 
answer.  Let’s  start  with  the  AMA,  and  a few  basic  facts  and  figures. 
There  are  approximately  320,000  physicians  in  the  U.S.  of  which 
217,000  belong  to  the  AMA,  but  only  165,000  are  dues  paying  mem- 
bers. Dues  money  accounts  for  only  28%  of  the  AMA  budget,  while 
over  70%  comes  from  advertising  and  exhibit  income.  If  the  AMA 
lost  this  income  and  the  membership  was  thus  required  to  fund  the  entire  cost  of  the 
AMA  activities,  AMA  dues  would  approach  $200  a year.  In  1971,  because  of  increased 
operating  costs  and  the  loss  of  tax  exemptions  formerly  allowed  on  income-producing 
activities,  your  AMA  dues  will  be  slightly  over  $9.00  a month — $110.00  annually. 

The  many  tangible  benefits  to  you  of  AMA  membership  were  recently  outlined  in 
American  Medical  News  by  the  Chairman  of  the  AMA  Board  of  Trustees.  These  bene- 
fits include  practice  management  advice,  group  disability  insurance  programs,  retire- 
ment plan,  excellent  scientific  seminars  and  meetings,  medicolegal  information,  scientific 
films,  drug  information,  an  outstanding  scientific  library  and  a host  of  vital  publications. 
For  example,  AMA  is  one  of  the  world’s  largest  publishers  with  an  annual  budget  of  over 
$12,000,000.  The  American  Medical  News  is  published  weekly  with  a circulation  of 
350,000;  JAMA  is  furnished  every  two  weeks  to  over  220,000  doctors;  Today’s  Health  with 
a circulation  of  700,000  appears  monthly;  ten  specialty  journals  are  distributed  monthly 
to  over  226,000  recipients;  extensive  additional  publishing  services  are  provided  to  the 
general  public,  State  and  County  medical  societies,  and  other  organizations. 

Conducting  the  business  of  the  association  requires  over  1000  meetings  each  year, 
involving  over  900  physicians  who  serve  without  pay  on  the  various  councils  and  com- 
mittees. Annually  the  AMA  sponsors  over  400  scientific  exhibits  and  300  drug  exhibits  at 
the  annual  and  clinical  sessions. 

An  appreciation  of  the  intangible  benefits  of  AMA  membership,  however,  is  the  real 
key  to  the  organization’s  continued  role  of  successful  leadership  in  American  medicine. 
AMA’s  work  is  primarily  devoted  to  helping  physicians  practice  better  medicine  as  we 
participate  in  evaluation  of  the  changing  world  of  medicine  from  both  scientific  and 
socio-economic  aspects.  You  and  I are  the  AMA  when  we  are  involved  in  such  affairs 
as  medical  ethics,  peer  review,  hospital  accreditation,  and  educational  programs.  The 
AMA  functions  to  outline  and  provide  guidance  in  areas  of  service  which  must  be  per- 
formed by  members  of  the  profession — or  someone  else  will  do  it  for  us. 

Your  State  association  offers  similar  benefits.  The  more  than  2400  TMA  members 
who  participate  in  the  association’s  group  professional  liability  insurance  program  save 
enough  in  premiums  annually  to  more  than  cover  the  cost  of  dues  and  the  program 
is  only  one  of  nine  money  saving  group  insurance  plans  offered  by  TMA  to  its  members. 

When  you  voluntarily  join  your  State  and  National  medical  associations  you  become 
the  recipient  of  the  vast  skills  and  experience  of  a central  organization,  and  a participant 
in  the  strong,  unified  voice  on  national  issues  affecting  both  your  patients  and  the  profes- 
sion. Financial  participation  alone  is  not  enough.  Individual  involvement  in  the  affairs 
of  medicine  by  every  dues-paying  member  is  the  only  answer  to  assuring  a responsive, 
meaningful  AMA  and  TMA. 

Sincerely, 


Tom  E.  Nesbitt 


M.D. 


President 
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EDITORIAL 


TETANUS  IMMUNIZATION 

Tetanus  is  a particularly  lethal  yet  totally 
preventable  disease  that  in  the  United 
States  most  often  affects  adults.1  Tetanus 
toxoid  is  an  exceedingly  effective  almost 
ideal  immunizing  agent.  When  tetanus 
toxoid  is  given  according  to  accepted  rec- 
ommendations, there  are  almost  no  side 
effects  and  immunity  of  long  duration  is 
provided.  Failure  of  protection  is  so  rare 
than  even  if  reported  “failures”  are  ac- 
cepted largely  at  their  face  value  the  prev- 

1  Brook,  G.  F.,  Buchanan,  P.  M.,  Durrett, 
J.  V.:  Tetanus  Toxoid  Immunization  of  Adults: 
Continuing  Need,  Annals  of  Int  Med  73:603- 
606,  1970. 

2 Levine,  L.,  Wyman,  L.,:  Survey  of  Im- 

munity by  Serologic  Methods:  Result  of  Three 
Successive  Surveys  of  Sample  of  the  Mass. 
Population  for  Diptheria  and  Tetanus  Antitoxin: 
New  Eng  Journal  of  Med  272:23-26,  1965. 


alence  in  the  population  is  less  than  four 
persons  per  one  hundred  million  per  year. 
There  is  no  natural  immunity  to  the  tetanus 
organism  or  its  toxins,  and  the  only  major 
contraindication  to  tetanus  toxoid  immuni- 
zation is  a history  of  previous  severe  re- 
actions. The  presence  of  fever  is  a possible 
contraindication  to  routine  tetanus  toxoid 
immunization.  Since  the  overall  case  fatal- 
ity ratio  for  tetanus  is  about  60%,  preven- 
tive measures  are  strongly  indicated. 

Starting  in  1954  the  number  of  tetanus 
patients  aged  35  years  and  older  has  been 
greater  annually  than  the  number  of  teta- 
nus patients  age  1 to  34  years,  and  in  recent 
years  there  have  been  five  times  more 
patients  in  the  older  age  group.  The  num- 
ber of  deaths  from  tetanus  has  declined 
steadily  since  1900,  but  since  it  became 
routine  in  the  1930’s  to  administer  tetanus 
toxoid  to  infants  and  children,  the  tetanus 
mortality  rate  for  children  and  young  adults 
has  declined  more  rapidly  than  the  rate  for 
middle-aged  and  elderly  persons.  In  recent 
years  the  tetanus  mortality  rate  has  been 
about  ten  times  higher  for  persons  35  years 
of  age  and  older  than  for  persons  from  1 to 
34  years  old. 

Associated  with  the  lower  mortality  rates 
for  the  young  people,  the  mean  age  of 
people  dying  from  tetanus  has  more  than 
doubled.  Between  1900  and  1935  the  mean 
age  for  persons  dying  from  tetanus  after 
the  first  year  of  life  was  about  26  years, 
but  by  1967  it  had  risen  to  57  years  of  age. 
This  striking  shift  is  primarily  due  to 
greater  improvement  in  immunization 
levels  in  young  persons  as  compared  with 
adults.  In  addition,  it  may  be  related  to  the 
increase  in  the  number  of  elderly  persons 
in  the  United  States. 

Since  serologic  studies  of  tetanus  im- 
munity have  shown  that  a high  percentage 
of  the  middle-aged  and  elderly  do  not  have 
protective  antitoxin  titers  against  tetanus,2 
it  seems  logical  to  suggest  that  an  active 
immunization  program  should  be  under- 
taken to  provide  all  individuals  with  satis- 
factory immunity  against  this  dread  disease. 
There  are  a few  questions  that  need  to  be 
answered  when  making  a decision  about 
tetanus  immunization.  First,  how  many 
doses  of  tetanus  toxoid  has  the  patient  re- 
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ceived  previously  and  second,  when  was  the 
last  dose?  Using  this  information  a phy- 
sician can  plan  an  immunization  schedule 
based  on  how  many  intramuscular  doses  of 
adsorbed  toxoid  are  needed  to  provide  pro- 
tection against  tetanus. 

Adult  patients  are  said  to  be  adequately 
immunized  who  have  received  a three-dose 
primary  immunization  series  in  the  pre- 
vious 10  years,  or  the  three-dose  series  at 
some  earlier  time  plus  a booster  within  the 
previous  10  years.  Patients  who  are  not 
“adequately  immunized”  but  have  received 
toxoid  immunization  at  some  previous  time 
can  be  started  at  an  intermediate  point  in 
the  immunization  sequence.  Routine  booster 
doses  of  tetanus  toxoid  need  only  be  given 
every  10  years  thereafter.  An  adequately 
immunized  person  with  a tetanus-prone 
injury  does  not  need  an  emergency  dose  of 
tetanus  toxoid  provided  he  has  a well  docu- 
mented history  of  having  been  “adequately 
immunized.”  Inadequately  immunized  pa- 
tients should  have  their  immunization 
status  brought  up  to  date.  Previously  unim- 
munized patients  with  tetanus-prone  in- 
juries should  be  given  massive  protection 
with  human  tetanus-immune  globulin  at 
the  same  time  the  necessary  injections  of 
tetanus  toxoid  are  begun. 

If  these  recommendations  were  followed 
universally,  tetanus  in  adults  would  be- 
come a disease  of  the  past  and  the  potential 
for  adverse  reactions  from  hyperimmuni- 
zation could  be  reduced.  If  every  county 
medical  society  would  promote  tetanus  im- 
munization of  all  people  as  a major  project, 
this  disease  could  certainly  he  eliminated. 

A.  B.  S. 


IN  MEMORIAM 


Ebert,  Albert  Fritz,  Chattanooga.  Died  Sep- 
tember 3,  1970,  Age  75.  Graduate  of  Vanderbilt 
University  School  of  Medicine,  1924.  Member 
of  the  Chattanooga-Hamilton  County  Medical 
Society. 

Lentz,  John  .T.,  Nashville.  Died  September  29, 
1970,  Age  85.  Graduate  of  Vanderbilt  University 
School  of  Medicine,  1906.  Member  of  the  Nash- 
ville Academy  of  Medicine. 
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New  Members 


The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  mem- 
bers. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Hathaway  K.  Harvey,  M.D.,  Chattanooga 
Noel  C.  Hunt,  M.D.,  Chattanooga 
Jay  Frederick  Lewis,  II,  M.D.,  Chattanooga 
Charles  D.  McDonald,  Jr.,  M.D.,  Chattanooga 
Arthur  M.  Owens,  M.D.,  Dunlap 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  SOCIETY 

Lloyd  T.  Brown,  M.D.,  Elizabethton 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

The  Roane-Anderson  County  Medical  Society 
met  on  September  29  at  the  Oak  Ridge  Hospital. 
The  Scientific  speaker  was  Dr.  J.  S.  Goodman, 
assistant  professor  of  medicine  at  Vanderbilt 
University  Medical  School,  whose  topic  was  “The 
Newer  Antibiotics.” 

The  President  of  the  Roane-Anderson  County 
Medical  Society  is  Dr.  Henry  B.  Ruley,  Oak 
Ridge,  and  Dr.  James  T.  Gillespie,  also  of  Oak 
Ridge,  is  Secretary. 


NATIONAL  NEWS 


The  Month  In  Washington 
(From  Washington  Office,  AMA) 

The  American  Medical  Association  em- 
phasized that  the  quality  of  medical  care 
should  not  be  sacrificed  for  the  sake  of 
economy  in  government  health  care  pro- 
grams. 

Dr.  William  O.  LaMotte  Jr.,  of  Wilming- 
ton, Del.,  chairman  of  the  AMA’s  Council 
on  Legislation,  repeatedly  stressed  the  im- 
portance of  assuring  high  quality  care  in 


Achrocidin  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HC1— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elder!) 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth- 
yellow-brown  staining;  enamel  hypoplasia. 
Blood—  anemia,  thrombocytopenic  purpur3, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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testimony  at  a Senate  Finance  Committee 
hearing  on  proposed  changes  in  medicare 
and  medicaid. 

He  also  pointed  out  the  advantages  of 
the  AMA’s  plan  for  review  of  physicians’ 
services  aimed  at  holding  down  costs  over 
an  alternative  proposal  before  the  commit- 
tee. The  AMA  supported  a provision  of  the 
proposed  legislation  that  would  provide  for 
physical  therapy  services  but  opposed  in- 
cluding chiropractic  services  under  medi- 
care. 

Dr.  Lamotte  said  that  there  should  be 
pilot  projects  before  a “Health  Maintenance 
Organization”  program  is  started  nation- 
wide. A HMO  would  provide  both  hospitali- 
zation and  physicians’  services  for  medicare 
patients  for  a set  per  capita  amount. 

“There  are  questions  regarding  in-fact 
cost  savings,  as  well  as  the  quality  of  health 
care  which  may  be  provided  when  there 
are  economic  incentives  to  providers  to  re- 
duce utilization,”  the  AMA  spokesman  said. 
“We  wish  to  assure  that  medicare  patients 
uniformly  receive  the  best  quality  care. 

“To  this  point  of  quality  care,  we  have 
one  additional  concern.  As  defined  in  the 
bill,  the  HMO  may  be  a ‘for-profit’  organi- 
zation and  one  managed,  controlled  and 
operated  by  lay  individuals.  Under  such 
circumstances,  the  incentive  for  profit 
and/or  lack  of  the  basic  essentials  of  knowl- 
edge, training  and  experience  in  medical 
matters  could  result  in  the  patient  being 
furnished  less  than  the  optimum  of  quality 
care.  To  avoid  such  a result,  we  recommend 
that  organizations  delivering  health  care 
should  be  under  the  control  and  guidance 
of  medical  personnel.” 

Dr.  LaMotte  also  questioned  the  desir- 
ability of  a provision  that  would  restrict 
payments  to  institutions. 

“Will  this  section  create  different  classes 
of  services  based  upon  the  ability  or  desire 
of  patients  to  pay  for  additional  services?” 
Dr.  Lamotte  asked.  “A  goal  of  medicare 
was  to  make  available  to  all  over  65  persons 
the  same  level  of  health  care  available  to 
other  individuals.  Has  that  goal  now  been 
changed?” 

He  assured  the  committee  that  the  na- 
tion’s physicians  as  a group  “share  the 
concern  of  the  public  and  the  Congress” 


concerning  rising  health  care  costs.  But, 
he  said,  the  AMA  must  oppose  a provision 
that  would  substitute  an  arbitrary  statutory 
limitation  on  physicians’  fees  for  the  “rea- 
sonable” fee  now  allowed.  He  said  cost 
factors  were  too  complex  for  such  a simple 
solution  and  that  the  arbitrary  limitation 
would  make  the  medical  profession  the  only 
sector  of  the  nation’s  economy  under  price 
or  wage  controls. 

As  for  utilization  or  peer  review,  Dr. 
LaMotte  said  the  AMA  objects  “most  force- 
fully” to  a provision  of  the  pending  legis- 
lation that  would  have  non-medical  groups 
act  as  review  teams  and  pass  judgement  on 
medical  services. 

Following  Dr.  LaMott’s  testimony,  the 
committee  modified  somewhat  the  profes- 
sional review  amendment  sponsored  by 
Sen.  Wallace  F.  Bennett  of  Utah,  second- 
ranking  Republican  on  the  committee,  after 
he  earlier  heard  an  AMA  spokesman  advo- 
cate the  peer  review  principle. 

The  modified  version  relaxed  a require- 
ment for  preadmission  clearance  to  hos- 
pitals for  elective  surgery  to  leave  the  mat- 
ter of  such  a requirement  up  to  review 
agencies.  But  the  committee  version  would 
permit  the  Secretary  of  Health,  Education 
and  Welfare  to  enter  into  agreements  with 
organizations  or  agencies  other  than  state 
medical  societies  for  administering  the  re- 
view programs  in  areas  of  300  or  more  phy- 
sicians. The  AMA  contended  strongly  that 
the  responsible  agencies  should  be  only 
state  medical  societies. 

Meade  Whitaker,  tax  legislative  counsel 
for  the  Treasury  Department,  asked  the 
committee  to  add  a provision  to  the  legisla- 
tion that  would  require  health  insurance 
companies  and  carriers  to  report  unassigned 
payments  to  physicians  and  other  providers 
of  health  care.  Unassigned  payments  go 
directly  to  patients  to  be  given  by  them  to 
their  physicians.  A similar  proposal  was 
knocked  out  of  last  year’s  tax  reform  legis- 
lation by  a House-Senate  conference  com- 
mittee. 

The  AMA — along  with  the  carriers  and 
HEW — have  opposed  mandatory  reporting 
by  carriers  of  unassigned  payments  on  the 
grounds  that  it  would  be  difficult  and  costly 
to  furnish  the  data  and  that,  in  many  in- 
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stances,  the  patient  might  not  have  passed 
along  the  payment  to  the  physician.  This 
last  circumstance  unfairly  would  put  on  the 
physician  the  burden  of  proving  that  he  did 
not  receive  such  income. 

Whitaker  said  the  Internal  Revenue  Ser- 
vice had  found  that  more  than  half  of 

3.000  physicians  who  received  $25,000  or 
more  in  government  medicare  or  medicaid 
payments  in  1968  failed  to  report  a sub- 
stantial amount  of  their  income  to  the  tax 
agency. 

The  audits  were  ordered  after  the  Senate 
committee  raised  the  question  of  whether 
physicians  receiving  a large  total  of  annual 
payments  under  the  government  medical 
programs  were  paying  income  taxes  on  all 
of  it. 

“Preliminary  results  indicate  a number 
of  instances  of  substantial  unreported  in- 
come, including  some  where  the  omission 
exceeds  $100,000,”  Whitaker  said. 

The  committee  had  turned  over  to  the 
IRS  the  names  of  11,000  doctors  who  had 
received  medicare  or  medicaid  payments 
exceeding  $25,000  in  1968.  Whitaker  said 

4.000  of  the  11,000  doctors  “justified  detailed 
audit”  and  3,000  of  the  audits  were  nearly 
complete,  and  that  “about  half  of  the  3,000 
we  audited  will  come  up  with  substantial 
deficiencies”  in  reported  income. 

Sen.  Russell  B.  Long  (D.,  La.)  said  the 
investigation  had  disclosed  a “vast  area  of 
tax  cheating”  and  urged  the  IRS  to  initiate 
criminal  prosecutions  against  doctors  who 
had  hidden  their  medicare  or  medicaid  in- 
come. 

Long  added  that,  as  far  as  he  could  see, 
the  AMA  “from  the  ethical  point  of  view 
on  taxes,  has  been  completely  forthright 
and  honorable  and  sought  to  shield  no  one.” 

Long  agreed  with  the  AMA  as  to  NOT 
including  chiropractic  services  in  the  medi- 
care program.  He  told  a chiropractic 
spokesman  testifying  before  the  committee: 

“Insofar  as  you  can  convince  me  that  you 
are  doing  somebody  some  good,  I would  be 
willing  to  cooperate,  but  I am  not  inclined 
to  cooperate  when  I am  not  convinced  that 
you  have.  My  feeling  is  the  only  time  a 
chiropractor  tried  it  on  me  it  didn’t  do  any 
good,  so  I guess  I am  prejudiced  by  that.” 


The  Nixon  Administration  came  out 
strongly  against  the  cradle-to-grave  com- 
prehensive national  health  insurance  legis- 
lation sponsored  by  Sen.  Edward  M.  Ken- 
nedy (D.,  Mass.)  and  supported  by  orga- 
nized labor  leaders. 

John  G.  Veneman,  Undersecretary  of 
Health,  Education  and  Welfare,  testified 
before  the  Senate  Committee  on  Labor  and 
Public  Welfare,  that  the  program  that 
would  be  provided  by  the  legislation  “is  not 
a proper  or  workable  approach  to  the  solu- 
tion of  the  health  problems  of  this  nation” 
and  would  cost  $77  billion  in  the  first  year 
or  full  operation. 

The  committee  held  hearings  on  the  leg- 
islation this  year  only  to  publicize  it  and 
to  provide  a forum  for  its  supporters  to 
expound  their  views.  The  sponsors  resorted 
to  a gimmick — a change  in  the  financing 
provision — to  get  it  before  the  labor  and 
public  welfare  panel  after  it  first  was  sent 
to  the  finance  committee  which  ordinarily 
handles  such  legislation.  The  same  ma- 
neuver was  used  in  1949  to  get  a hearing  on 
President  Truman’s  national  health  insur- 
ance proposal.  Kennedy  and  six  co-sponsors 
of  his  legislation  are  members  of  the  labor 
and  public  welfare  committee. 

“There  are  those  who  insist  that  the  pres- 
ent system  is  sound  and  should  be  left 
alone,”  Veneman  said.  “Others  demand  that 
we  throw  out  the  baby  with  the  bath  water 
and  replace  our  pluralistic  health  enterprise 
with  some  monolithic  scheme  in  which  the 
Federal  Government  controls  everything. 

“I  think  both  points  of  view  are  wrong. 
The  deep  troubles  of  the  health  care  enter- 
prise have  been  nurtured  by  many  factors, 
not  the  least  of  which  is  past  failure  to 
plan  and  prepare  for  the  soaring  demand 
that  observant  people  knew  was  coming. 
But  I do  not  believe  that  past  neglect  means 
that  we  now  have  to  start  over  and  pursue 
some  course  of  action  that  would  be  en- 
tirely alien  to  our  basic  traditions. 

“The  central  issue,  over  and  above  the 
inconceivable  commitment  of  general  fund 
revenues  for  S.  4323,  is  whether  such  a 
drastic  abandonment  of  existing  mecha- 
nisms in  our  health  care  system  is  necessary 
to  remedy  the  defects  in  the  system  and 
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whether,  in  fact,  it  may  not  create  more 
problems  than  it  will  solve  . . . 

“Government  is  currently  purchasing 
more  than  36%  of  the  total  output  of  the 
health  care  system.  This  figure  indicates 
that  the  use  of  its  purchasing  power  is 
probably  the  government’s  primary  source 
of  leverage  to  initiate  changes  in  the  orga- 
nization and  delivery  of  health  care.  As 
government  becomes  more  involved  in 
financing  it  also  has  a greater  responsibility 
to  remedy  the  defects  in  the  system. 

“The  question  now  is  whether  we  should 
divert  revenues  needed  for  income  main- 
tenance, nutrition,  the  environment,  hous- 
ing and  other  health-related  efforts,  and 
concentrate  them  all  on  creating  the  federal 
system  of  health  financing  proposed  by  S. 
4323.  To  do  so  would  assume  the  failure  of 
the  measures  currently  proposed  to  correct 
defects  in  the  present  mixed  public-private 
health  system. 

“In  short,  we  (the  Administration)  have 
made  substantiative  recommendations  for 
improving  the  organization  and  delivery  of 
services,  increasing  the  efficiency  of  the 
health  care  industry,  and  for  stimulating 
necessary  reorganization  and  redistribution, 
through  financing  mechanisms.  We  are  very 
much  aware  of  the  urgent  need  for  solution 
of  many  problems  in  the  financing  and  de- 
livery of  care,  and  have  committed  our- 
selves to  an  insurance  program  to  provide 
protection  to  low  income  families  with 
children. 

“However,  we  have  serious  reservations 
about  the  desirability  of  embarking  on  a 
program  like  S.  4323,  that  will  protect  not 
only  the  unprotected  but  those  with  sub- 
stantial coverage,  and  that  will  radically 
restructure  the  health  financing  and  health 
service  industry  without  having  tested  the 
instruments  of  change.” 


MEDICAL  NEWS 
IN  TENNESSEE 


18th  Annual  Tennessee  Valley 
Medical  Assembly 

The  18th  Annual  Tennessee  Valley  Medi- 
cal Assembly  was  held  October  19  and  20 
at  the  Read  House  Hotel  in  Chattanooga. 


The  always  successful  assembly  featured 
a symposium  on  emergency  care.  Dr.  C. 
Robert  Clark  moderated  the  symposium 
which  was  jointly  sponsored  by  the  Medical 
Assembly  and  the  Chattanooga  Bar  Assoc- 
iation. Mr.  Neil  Chayet,  assistant  professor 
of  legal  medicine  at  Boston  University,  was 
the  featured  speaker  for  the  portion  of  the 
program  that  emphasized  the  legal  aspects 
of  emergency  care.  Also  on  the  program 
was  Dr.  H.  William  Scott,  Jr.,  professor  and 
chairman  of  the  Department  of  Surgery  at 
Vanderbilt  University,  whose  topic  was 
“Emergency  Care  of  Shock”;  Dr.  James  R. 
Jude,  director  of  the  Division  of  Thoracic 
and  Cardiovascular  Surgery  at  the  Univer- 
sity of  Miami,  discussed  “Cardiac  Resuscita- 
tion”; and  Dr.  William  G.  Thurman,  chair- 
man of  the  Department  of  Pediatrics,  Uni- 
versity of  Virginia  School  of  Medicine, 
whose  topic  was  “Emergency  Care  of  Drug 
Reactions.” 

Other  eminent  speakers  who  partici- 
pated in  the  general  scientific  program  in- 
cluded Drs.  James  L.  A.  Roth,  director  of 
the  Institute  of  Gastroenterology  at  the 
Presbyterian  University  in  Philadelphia; 
Dr.  Stewart  A.  Fish,  professor  and  chair- 
man of  the  Department  of  Obstetrics  and 
Gynecology  at  the  University  of  Tennessee 
College  of  Medicine  in  Memphis;  Dr.  Earl 
Ginn,  chief  of  the  Nephrology  Division  at 
Vanderbilt  University  Medical  Center, 
Nashville;  Dr.  Frank  G.  Moody,  director 
of  the  Gastrointestinal  Division  at  the  Uni- 
versity of  Alabama  in  Birmingham;  Dr. 
Ronald  C.  Jones,  associate  professor  of 
Surgery  at  the  Southwestern  Medical 
School  in  Dallas;  Dr.  Noble  O.  Fowler, 
professor  of  medicine  at  the  University  of 
Cincinnati;  Dr.  William  G.  Thurman,  pro- 
fessor and  chairman  of  the  Department  of 
Pediatrics  at  the  University  of  Virginia 
School  of  Medicine  in  Charlottesville;  and 
Kenneth  M.  Brinkhous,  professor  of  pa- 
thology at  the  University  of  North  Carolina. 

Vanderbilt  University  School  of  Medicine 

Dr.  David  Janowsky  and  Dr.  Harry  Shore 
Abram  are  two  recent  additions  to  the 
full-time  faculty  of  the  Vanderbilt  Uni- 
versity School  of  Medicine.  Dr.  Janowsky, 
assistant  professor  of  Psychiatry  and  Phar- 
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macology,  comes  to  Vanderbilt  from  Har- 
bor General  Hospital  of  the  University  of 
California  at  Los  Angeles  School  of  Medi- 
cine where  he  developed  a psychiatric 
crisis-emergency  service.  Dr.  Janowsky  re- 
ceived his  M.D.  degree  in  1964  from  the 
University  of  California  at  San  Francisco. 
He  interned  in  pediatrics  at  the  University 
of  California  and  took  a residency  in  psy- 
chiatry at  the  UCLA  Neuro-psychiatric  In- 
stitute in  Los  Angeles  and  at  Harbor  Gen- 
eral Hospital. 

Dr.  Abram  comes  to  Vanderbilt  from  the 
University  of  Virginia  School  of  Medicine 
where  he  taught  psychiatry  and  served  as 
president  of  the  hospital  clinical  staff  and 
co-director  of  the  Renal  Dialysis  Unit  at 
the  University  of  Virginia  Hospital. 

One  of  the  most  knowledgeable  people  in 
the  country  in  his  field,  Dr.  Abram  is  con- 
cerned with  frontiers  in  psychiatry-the 
psychological  aspects  of  major  surgery  and 
physical  illnesses,  especially  that  of  arti- 
ficial kidney  and  kidney  transplant  patients. 
Dr.  Abram  will  coordinate  psychiatric  liai- 
son services  at  the  Vanderbilt  Hospital  and 
Medical  School. 

Dr.  Abram  received  his  B.S.  degree  from 
Northwestern  in  1952  and  his  M.D.  in  1956 
from  the  University  of  Virginia  School  of 
Medicine,  where  he  also  interned  and  took 
a residency  in  psychiatry.  He  was  a Clini- 
cal and  Research  Fellow  in  psychiatry  at 
Harvard  Medical  School  and  Massachusetts 
General  Hospital.  * * * 

Nelson  Andrews,  President  of  the  Metro- 
politan Nashville  Chamber  of  Commerce, 
was  elected  Chairman  of  the  Board  of  the 
Children’s  Regional  Medical  Center  at  the 
Board’s  first  organizational  meeting  held 
recently  in  Nashville. 

Mr.  Andrews  is  President  of  McClure’s 
Department  Stores  in  Nashville  and  is  also 
a member  of  the  Vanderbilt  Medical  Center 
Hospital  Board.  He  has  served  as  President 
of  the  Nashville-Davidson  County  Ameri- 
can Red  Cross,  first  President  and  charter 
member  of  the  Better  Business  Bureau, 
and  is  a Board  member  of  the  Nashville 
YMCA,  Salvation  Army,  Junior  Achieve- 
ment of  Nashville,  and  Blue  Cross-Blue 
Shield  of  Tennessee.  Mr.  Andrews  is  a 1950 
graduate  of  Vanderbilt  University. 


PERSONAL  NEWS 


Drs.  Thomas  F.  Frist,  James  N.  High,  and 
Fred  Ownby,  all  of  Nashville,  were  participants 
in  a “Heart  Forum”  recently  held  in  Cookeville. 
The  forum  was  sponsored  by  the  Putnam  County 
Heart  Unit  and  was  open  to  the  general  public 
of  Putnam  County. 

Dr.  Henry  T.  Kirby-Smith,  Sewanee,  recently 
announced  his  retirement  from  practice  after 
43  years.  This  marks  the  first  time  in  63  years 
that  Sewanee  will  be  without  a physician  named 
Kirby-Smith. 

Dr.  Richard  O.  Cannon,  Dean  of  Allied  Health 
Professions  for  the  Vanderbilt  University  School 
of  Medicine  in  Nashville  was  recently  recognized 
by  Chancellor  Alexander  Heard  for  full-time 
continuous  service  to  the  University  for  25  years. 

Dr.  Lewis  G.  Britt,  Memphis,  was  the  guest 
speaker  at  the  September  meeting  of  the  Mem- 
phis Rotary  Club.  Dr.  Britt  spoke  on  the  sub- 
ject of  kidney  transplants. 

Dr.  Jo  Anderton,  Winchester,  spoke  on  the 
subject  “The  Effects  of  Drug  Abuse  on  Youth” 
at  a recent  meeting  of  the  Winchester  Business 
and  Professional  Women’s  Club. 

Dr.  .T.  M.  Higginbotham,  Chattanooga,  has 
been  elected  president  of  the  Lahey  Clinic  Foun- 
dation Alumni  Association.  The  announcement 
came  at  the  second  reunion  meeting  recently 
held  in  Boston. 

Dr.  Dillard  M.  Sholes,  Jr.,  Elizabethton,  has 
been  elected  to  the  Board  of  Trustees  of  the 
Blue  Cross-Blue  Shield  of  Tennessee.  Dr.  Sholes 
fills  the  position  vacated  by  Dr.  Henry  T.  Kirby- 
Smith  of  Sewanee  who  recently  retired  from 
practice. 

Two  Memphis  physicians  are  authors  of 
articles  published  in  the  October  issue  of  the 
Southern  Medical  Journal.  Dr.  J.  T.  Francisco, 
authored  an  article  entitled  “Smothering  in 
Infancy:  Its  Relationship  to  the  ‘Crib  Death 
Syndrome’  ” and  “Microinvasive  Carcinoma  of 
the  Cervix — A Confusing  Dilemma”  was  the  title 
of  the  article  published  by  Dr.  Robert  Ruch. 

Dr.  Dan  Sanders,  Nashville,  has  been  named 
president-elect  of  the  Tennessee  Pediatric  As- 
sociation. Dr.  William  B.  Wadlington,  also  of 
Nashville,  took  office  as  the  new  president  at  the 
association’s  recent  annual  meeting  in  Knoxville. 

Dr.  Jerry  F.  Qualls,  Dickson,  will  move  his 
practice  of  pediatrics  and  obstetrics  to  Paris, 
Tennessee  in  January.  Dr.  Qualls  will  be  a mem- 
ber of  the  staff  at  Nobles  Memorial  Hospital. 

Dr.  Charles  D.  McDonald,  Jr.,  Chattanooga, 
has  entered  the  practice  of  internal  medicine  and 
cardiology  at  the  Diagnostic  Center  in  Chatta- 
nooga. Dr.  McDonald  moved  to  Chattanooga 
from  New  Orleans  where  he  had  served  as 


962 


BOOK  REVIEW— ANNOUNCEMENTS 


November,  1970 


Deputy  Chief  of  Medicine  at  the  U.S.  Public 
Health  Service  Hospital. 

Dr.  James  N.  Etteldorf,  professor  of  pediatrics 
at  the  University  of  Tennessee  College  of  Medi- 
cine in  Memphis,  has  been  awarded  a Goodman 
Professorship  by  his  fellow  faculty  members  in 
recognition  of  his  excellence  as  a teacher  and 
general  contribution  to  the  field  of  pediatrics. 
Dr.  Etteldorf  has  more  than  30  years  of  teaching 
experience  in  the  UT  Medical  Units,  of  which 
the  last  22  years  has  been  devoted  to  teaching 
pediatrics. 


BOOK  REVIEW 


SPECTROSCOPIC  APPROACHES  TO  BIMO- 
LECULAR  CONFORMATION.  Edited  by  D.  W. 
Urry,  Chicago,  Illinois.  American  Medical  As- 
sociation, 1970.  Price  $15.00. 

During  the  decade  of  the  1960’s  methods  of 
X-ray  crystallography  were  developed  and  ex- 
ploited to  provide  a view  of  biochemical  pro- 
cesses at  the  atomic  level.  X-ray  studies  of 
this  kind  are  limited  to  solid  phase,  crystalline 
systems,  and  it  is  reasonable  to  ask  whether  a 
process  studied  in  a crystal  would  occur  in  the 
same  manner  in  solution  or  in  the  cell.  To 
answer  this  question,  a new  experimental  ap- 
proach is  required.  A successful  approach  could 
also  be  applied  to  systems  not  readily  crystal- 
lizable. 

In  Spectroscopic  Approaches  to  Biomolecular 
Conformation  the  several  authors  present 
thoughtful  discussions  of  a class  of  methods 
which  seems  to  offer  the  greatest  hope  for  pro- 
viding detailed  structural  information  about 
macromolecules  in  solution.  The  methods  are 
termed  spectroscopic,  which  is  to  say  they  record 
as  a function  of  wavelength  changes  in  an  elec- 
tromagnetic wave  (e.g.,  visible  light,  radio 
waves)  brought  about  by  its  passage  through  a 
molecule.  Two  of  the  methods,  infrared  spec- 
troscopy and  nuclear  magnetic  resonance,  are 
sensitive  to  the  local  environment  of  individual 
atoms;  of  all  available  methods  these  can  po- 
tentially provide  information  of  the  highest 
detail.  Other  methods  are  sensitive  to  the  state 
of  larger  segments  of  the  molecule.  Chapters  in 
the  book  describe  individually  all  important 
spectroscopic  techniques  except  electron  spin 
resonance  (a  serious  omission). 

Each  chapter  begins  with  an  introduction 
which  delineates  the  nature,  strengths  and  weak- 
nesses of  the  technique  discussed.  Most  authors 
follow  the  introduction  with  a description  of 
their  own  research  which  is  frequently  in  a form 
more  meaningful  to  the  non-specialist  than  is 
usual  for  original  journal  articles.  A few  authors 
include  a presentation  of  newer,  incomplete 
findings;  in  some  cases  these  appear  to  be  sound, 
while  in  others  they  are  unconvincing  and  con- 
fusing. 


The  book  should  be  useful  to  diverse  groups 
of  readers.  The  layman  will  find  the  basic  in- 
troductions clear  and  informative.  The  re- 
searcher in  biochemistry  or  molecular  biology 
will  appreciate  the  overview  of  biochemical 
spectroscopy  and  might  even  think  of  an  appli- 
cation or  two  in  his  own  area  of  research. 
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Calendar  of  Meetings 

1970-71 


Nov.  19-20 


Nov.  29-Dec.  2 
Dec.  5-10 
Dec.  7-9 

Dec.  9-12 

Jan.  2-21 


Jan.  29-31 

Feb.  3-7 

Feb.  8-10 

Feb.  14-15 

Feb.  20-24 
Mar.  6-11 

Mar.  8-11 

Mar.  15-17 


State 

University  of  Tennessee  College 
of  Medicine,  Annual  Sympo- 
sium of  Emotional  Problems, 
The  University  of  Tennessee 
Memorial  Research  Center  and 
Hospital,  Knoxville 

National 

American  Medical  Association, 
(Clinical  Convention),  Boston 
American  Academy  of  Derma- 
tology, Palmer  House,  Chicago 
Southern  Surgical  Association, 
Boca  Raton  Hotel,  Boca  Raton, 
Fla. 

American  Academy  of  Cerebral 
Palsy,  Shamrock-Hilton,  Hous- 
ton 

American  College  of  Surgeons, 
Scientific  Winter  Cruise,  com- 
bined with  sectional  meetings, 
Panama  City,  Caracas,  and  San 
Juan 

Southern  Radiological  Confer- 
ence, Grand  Hotel,  Point  Clear, 
Ala. 

American  College  of  Cardi- 
ology, Sheraton  Park  Hotel, 
Washington,  D.C. 

American  Academy  of  Occupa- 
tional Medicine,  Park  Sheraton 
Hotel,  New  York 
AMA  Congress  of  Medical  Edu- 
cation, 67th  Annual,  Palmer 
House,  Chicago 

American  Academy  of  Allergy, 
Palmer  House,  Chicago 
American  Academy  of  Ortho- 
pedic Surgeons,  Civic  Center, 
San  Francisco 

New  Orleans  Graduate  Medical 
Assembly,  Roosevelt  Hotel,  New 
Orleans 

American  College  of  Surgeons, 
joint  meeting  for  Doctors  and 
Nurses,  Roosevelt  Hotel,  New 
Orleans 
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Mar.  25-27  National  Conference  on  Rural 
Health,  24th,  Atlanta  Marriott 
Motor  Hotel,  Atlanta 

Mar.  26-28  American  Society  of  Internal 
Medicine,  Brown  Palace,  Den- 
ver 


Mar.  28-Apr.  2 American  College  of  Physicians, 
Hilton  Hotel,  Denver 

Mar.  29-Apr.  3 American  College  of  Radiology, 
Chase  Park  Plaza,  St.  Louis 


Symposium  On  Emotional  Problems 
To  Be  Held  In  Knoxville 

The  Continuing  Education  Department  of  the 
University  of  Tennessee  College  of  Medicine  will 
hold  its  annual  symposium  on  emotional  prob- 
lems at  the  University  of  Tennessee  Memorial 
Research  Center  and  Hospital  in  Knoxville  on 
November  19  and  20,  1970. 

The  afternoon  of  November  19th  will  be  de- 
voted to  reviewing  and  discussing  selected  films 
on  interviewing  techniques  with  patients  hav- 
ing physical  and  emotional  problems.  November 
20th  will  feature  several  experts  on  drug  and 
alcohol  abuse,  offering  diagnostic  and  treatment 
aids  for  in-patients  and  out-patients.  The  emo- 
tional and  environmental  factors  will  be  dis- 
cussed as  well  as  the  physician’s  role  in  coping 
with  drug  and  alcohol  users.  There  will  be  a 
few  short  interviews  with  patients.  Ample  dis- 
cussion time  will  be  allowed. 

Featured  speakers  for  the  symposium  will  in- 
clude John  D.  Griffith,  M.D.,  Department  of 
Psychiatry  at  Vanderbilt;  Donald  R.  Jasinski, 
M.D.,  chief,  Pharmacology  Section,  Addiction 
Research  Center  in  Lexington,  Kentucky;  Robert 
Lash,  M.D.,  Poison  Control  Center,  University  of 
Tennessee  Hospital  in  Knoxville;  Cecil  Mynatt, 

* * 


M.D.,  superintendent,  Eastern  State  Psychiatric 
Hospital  in  Knoxville;  and  Mr.  Phillip  Storey, 
executive  director  of  the  Knox  Area  Council  on 
Alcohol  and  Drugs  in  Knoxville. 

This  course  will  be  approved  for  AAGP  credit. 

ACP  Announces  Post-Graduate  Courses 
In  January 

The  American  College  of  Physicians  will  spon- 
sor two  post-graduate  courses  during  the  month 
of  January.  On  January  13-15,  a course  entitled 
“Coronary  Atherosclerotic  Heart  Disease:  Pre- 
vention, Treatment  and  Rehabilitation”  will  be 
held  at  Grady  Memorial  Hospital  in  Atlanta, 
Georgia.  Co-sponsored  with  Emory  University 
School  of  Medicine  and  the  American  Heart 
Association,  this  will  be  a three  day  program 
where  prevention,  treatment  and  rehabilitation 
of  the  coronary  atherosclerotic  heart  problems 
will  be  discussed  by  experts  in  great  detail. 

On  January  18-22,  the  American  College  of 
Physicians  will  present  a course  entitled  “Recent 
Advances  in  Internal  Medicine”  at  the  Medical 
College  of  Georgia  in  Augusta.  This  course  will 
explore  important  recently  developed  concepts 
in  internal  medicine.  It  will  be  organized  in 
terms  of  major  subspecialty  areas,  and  time  will 
be  devoted  to  cardiology,  gastroenterology, 
rheumatology,  nephrology,  infectious  disease, 
pulmonary  disease,  hematology,  metabolism,  en- 
docrinology, and  dermatology.  While  the  focus 
will  be  primarily  clinical,  emphasis  will  also  be 
placed  on  underlying  pathophysiologic  prin- 
ciples and  their  relevance  in  the  interpretation 
of  diagnostic  tests  and  selection  of  therapy. 
Actual  cases  illustrating  application  of  these 
approaches  will  be  utilized  as  much  as  possible, 
and  participation  of  registrants  with  faculty  in 
panel  discussion  will  be  encouraged. 

❖ 


This  wall  or  desk  plaque  is  available  from  the  American  Medical  Associ- 
ation, 535  N.  Dearborn  St.,  Chicago,  111.  60610.  Cost  is  $1.25  postpaid. 
Every  physician’s  office  should  have  one. 
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WHERE  WILL  IT  END? 

Paul  B.  Jarrett,  M.D. 


In  Michigan,  an  appellate  tribunal  re- 
versed a lower  court  which  prohibited  the 
plaintiff  from  using  the  defendant  doctor 
as  an  expert  witness  against  himself.  The 
court  said  that,  “a  civil  defendant  has  no 
protection  against  subjecting  himself  to 
liability.  If  his  testimony  will  provide  facts 
which  will  aid  the  court  in  arriving  at  a 
just  decision,  he  has  the  duty  to  testify.  Any 
loss  to  the  supporting  aspect  of  the  adver- 
sary proceedings  would  be  outweighted  by 
the  benefit  to  the  judicial  system.”  The 
courts  therefore  make  quite  a distinction 
between  a murderer  or  rapist  and  a physi- 
cian on  trial  for  malpractice.  The  criminal 
is  prohibited  from  testifying  against  him- 
self. 

The  time-worn  and  flimsy  excuse  for  lib- 
eralizing rules  of  evidence  and  new 
methods  for  proving  malpractice  is  the 
“conspiracy  of  silence.”  This  seems  to  mean 
that  if  a physician  reviews  the  evidence  and 
doesn’t  find  a departure  from  the  standard 
of  care  and  cannot  therefore  testify  that 
malpractice  existed,  he  is  a “conspirator” 
against  the  patient  who  is  praying  for  an 
award.  It  simply  is  not  true  that  every  law- 
suit against  a doctor  resulted  from  mal- 
practice. If  a physician  has  done  nothing 
wrong,  why  should  the  plaintiff’s  attorneys 
become  so  irate  because  other  physicians 
refuse  to  testify  that  he  has? 

There  has  been  no  dearth  of  suits  against 
doctors  in  recent  years,  and  every  case  has 
produced  physicians  who  testified  in  behalf 
of  the  plaintiff.  Where  is  the  conspiracy  of 
silence? 

The  “locality  rule”  has  virtually  been 
eliminated  by  the  courts.  In  the  past,  the 
plaintiff  had  to  establish  that  the  defendant 
physician  departed  from  the  standard  of 
practice  in  the  community  in  which  the 
doctor  practiced.  The  theory  now  imposed 
is  that  because  of  modern  transportation, 
communication,  text  books,  T.V.  medical 


education,  postgraduate  courses,  medical 
literature  and  meetings,  even  the  “similar 
community”  ruling  is  a thing  of  the  past.  A 
small  community  without  a resident  radiol- 
ogist, a pathologist  who  visits  twice  a week, 
no  intensive  care  unit,  no  anesthesiologist, 
(perhaps  a colleague  who  does  the  best  he 
can  in  anesthesia  in  emergencies) , no  cor- 
onary care  unit,  no  respiratory  care  unit, 
no  interns  or  residents,  no  facilities  for 
blood  gases,  no  cardiologist,  internist,  pedi- 
atrician, allergist  and  so  on,  certainly  does 
not  give  the  small  town  doctor  the  same 
resources  or  ability  to  handle  difficult  and 
serious  cases.  It  isn’t  the  “wives”  who  are 
driving  the  doctors  out  of  the  small  towns. 
It  is  the  courts  who  hold  the  county  practi- 
tioner now  to  the  same  standard  of  excel- 
lence as  the  physicians  in  the  large  centers 
with  unlimited  consultive  and  other  facili- 
ties. 

This  and  the  doctrine  of  res  ipsa  loquitur, 
uninformed  consent,  recovery  for  mental 
suffering,  the  statute  of  limitations  running 
from  the  time  of  discovery  and  some  more 
permissive  rulings,  are  in  the  opinion  of 
many,  as  ridiculous  as  the  recent  ruling 
that  unions  have  a vested  interest  in  limit- 
ing production  and  it  is  therefore  proper 
to  fine  union  members  for  exceeding  their 
quota. 

Many  professional  liability  carriers  have 
withdrawn  from  the  malpractice  field.  Some 
insurance  companies  will  not  write  policies 
covering  physicians  who  do  any  operative 
procedures.  As  a recent,  medical  magazine 
article  pointed  out,  a doctor  makes  thou- 
sands of  life  and  death  decisions  in  the 
course  of  his  professional  lifetime,  yet  if 
he  makes  one  wrong  decision,  he  may  lose 
all  he  has  worked  a lifetime  to  acquire  plus 
his  professional  reputation,  and  be  unable 
to  obtain  liability  insurance  thereafter. 

The  physician  shortage  becomes  more  and 
more  acute.  Even  so,  there  is  talk  of  re- 
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licensing  examinations  at  three  year  inter- 
vals and  the  training  of  sub-doctors.  Who 
will  accept  the  legal  responsibility  for  these 
physician-aides?  Certainly  the  number  of 
MDs  will  be  reduced  by  relicensing,  and 
early  retirement  because  of  the  inability  to 
obtain  malpractice  insurance  or  excessive 
premiums.  Many  excellent  surgical  assis- 
tants are  not  helping  on  cases  they  do  not 
originate  because  this  puts  them  in  the 
category  four  classification  of  a surgical 
specialist  with  current  premiums  of  $1280 
per  year,  and  no  end  to  the  premium  rise 
in  sight. 

I have  heard,  but  have  not  confirmed  the 
statement  that  plastic  surgeons  in  Florida 
cannot  obtain  malpractice  insurance  at  any 
price.  Some  physicians  who  have  had  claims 
against  them  are  rated  up  to  above  $4,000 
a year  in  premiums,  and  you  are  familiar 
with  the  mass  cancellations  of  malpractice 
policies  in  Utah  and  Alaska.  Midwest 
Mutual  cancelled  all  of  their  policyholders 
as  of  February  23rd.  Aetna  is  no  longer 
writing  surgical  specialists,  and  there  is 
no  doubt  whatsoever  about  the  courts  prac- 


ticing medicine.  The  high  cost  of  medical 
care  is  greatly  contributed  to  by  the  need 
for  the  physician  to  protect  himself.  It  is 
questionable  whether  this  makes  for  a 
higher  standard  of  practice. 

In  Canada  and  Britain  it  is  both  unethi- 
cal and  illegal  for  a lawyer  to  accept  a case 
on  a contingency  basis,  and  they  have  very 
few  “nuisance”  suits.  Forty  percent  of  a 
recent  award  for  $1,500,000  is  a pretty 
hefty  fee  for  a few  weeks  work.  What  do 
you  get  for  saving  a life?  What  became  of 
making  the  plaintiff  pay  court  costs  if  he 
loses  a suit?  Recently  a malpractice  action 
in  Flagstaff  took  five  weeks  in  trial.  What 
did  this  cost  the  taxpayers?  How  much  im- 
portant business  was  delayed  as  a result 
of  the  interminable  presentation  of  the 
plaintiff’s  lawyer  in  a case  that  in  many 
opinions  should  never  have  been  permitted 
to  come  to  court? 

Will  the  day  come  when  a doctor  will  be 
forced  to  say,  “I’d  like  to  help  you,  but  I 
just  can’t  take  the  risk!” 

Where  will  it  all  end? 

(South  Dakota  Medical  Journal — October  1969) 


Taxation  And  The  Professional  Corporation 

J.  Jerry  Wood,  J.D. 


Many  professional  journal  articles  have 
suggested  corporate  forms  of  practice  for 
professionals.  Many  articles  have  warned  of 
the  possible  tax  consequences  and  disad- 
vantages in  spite  of  the  district  court  vic- 
tories for  several  taxpayers. 

Recently,  in  Jerome  J.  Roubik  (53,  T.  C., 
No.  36)  the  tax  court  refused  to  recognize 
for  federal  tax  purposes  a professional  cor- 
poration organized  under  Wisconsin  law, 
because  it  did  not  operate  like  a corpora- 
tion. The  court  said  that  it  would  not  rec- 
ognize for  tax  purposes  a “paper”  corpora- 
tion. 

In  the  subject  case,  four  unrelated  and 
geographically  separate  radiologists  orga- 
nized a professional  corporation  in  accor- 
dance with  Wisconsin  law.  However,  these 
physicians  continued  to  operate  exactly  as 
they  had  in  their  separate  private  practices 
and  hospital,  jobs,  under  their  own  individ- 
ual names.  Fees  and  expenses  were  put 


through  the  corporation  checking  accounts. 
The  corporation  elected  pseudo-corporation 
tax  treatment  and  set  up  an  employee  pen- 
sion plan.  Each  doctor-shareholder  was 
credited  with  his  professional  earnings  and 
charged  with  his  expenses.  The  net  for  each 
physician,  less  his  salary,  was  shown  as  his 
taxable  income  from  the  pseudo-corporation 
(Subchapter  S of  the  IRS  Regulations). 

The  court  found  that  the  radiologists  in 
this  case  retained  control  of  the  perfor- 
mance of  their  individual  patient  services 
and  were  not  bona  fide  corporation  em- 
ployees. The  corporation,  therefore,  did  not 
earn  the  income  generated  by  their  services. 
“In  the  case  of  a corporation  which  pro- 
vides personal  services  for  a fee,  income  is 
‘earned’  by  the  corporation  or  by  the  per- 
son who  actually  performs  the  services, 
whoever  has  the  ultimate  direction  and 
control  over  the  earning  of  the  compensa- 
tion.” 
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The  court  focused  on  the  purely  “paper” 
nature  of  this  incorporation.  The  court  said 
“we  know  of  no  case  which  has  decided  that 
two  or  more  professionals  engaged  sepa- 
rately in  their  own  practices  can  become, 
in  respect  of  the  income  from  those  prac- 
tices, ‘employees’  of  a corporation  through 
the  purely  formal  device  of  incorporating 
a set  of  bookkeeping  sheets.”  This  case 
probably  indicates  a continuing  close 
scrutiny  by  the  Treasury  Department  of 
professional  corporations.  No  doubt,  the 
Treasury  will  attack  those  corporations 
which  do  not  act  like  corporations  and  do 
not  “control”  their  earnings. 

Some  important  factors  which  will  sup- 
port the  corporation  form  of  operation  are: 
common  premises;  ownership  of  equipment 
and  supplies;  common  employees  (other 
than  the  professionals) ; identification  by 


corporation  name,  such  as  the  ABC  Clinic; 
patient  and  client  notification  of  the  cor- 
poration form;  compensation  agreements 
with  the  corporation;  corporation  determi- 
nation of  employee  assignments;  etc. 

Even  prior  to  the  official  approval  of  pro- 
fessional corporations,  the  Treasury  Depart- 
ment had  begun  to  attack  corporations  pri- 
marily engaged  in  furnishing  the  personal 
services  of  their  stockholder- employees. 
Most  of  these  were  in  the  entertainment 
field.  However,  this  same  kind  of  attack 
can  be  extended  to  professional  corpora- 
tions. The  Treasury  Department  will  con- 
tinue to  attack  any  professional  corporation 
it  considers  to  be  “paper”  or  “a  sham”  to 
avoid  taxes. 

(Journal  of  the  Medical  Association  of  Alabama, 
February  1970) 
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ONTINUED  EDUCATION  ACTIVITIES  AT  MEHARRY 


OPERATION  F.I.N.D. 

Not  even  the  rain  which  had  been  falling 
for  days  could  dampen  the  spirits  of  Church 
Hill  residents  on  Sunday,  September  27. 
They  had  looked  forward  for  several  weeks 
to  this  day.  Today  OPERATION  F.I.N.D. 
would  be  conducted  between  the  hours  of 
2-5  p.m.,  which  meant  that  each  and  every 
resident  could  receive  a free  screening  for 
diabetes  and  hypertension.  The  radio  spot 
announcements,  newspaper  articles,  store 
window  posters/  special  school  announce- 
ments, and  even  the  church  bulletins  had 
all  built  up  the  tempo  of  OPERATION 
F.I.N.D. 

Today  was  the  day! 

The  purpose  of  OPERATION  F.I.N.D. 
(Focus  Interest  on  New  Disease)  was  to 
determine  the  feasibility,  efficiency,  and 
economy  of  detecting  diabetes  and  hyper- 
tension in  a population  using  an  abbreviated 
medical  history  and  a few  simple  screen- 
ing tests  applied  totally  by  volunteer,  non- 
professional persons  working  under  the 
supervision  of  physicians. 

OPERATION  F.I.N.D.  was  the  outgrowth 
of  an  idea  by  Drs.  Clark  and  Robertson  of 
Church  Hill,  along  with  the  cooperation  of 
Dr.  Chambers,  the  area  coordinator  for  the 
Tennessee  Mid-South  Regional  Medical 
Program.  F.I.N.D.  was  designed  to  screen 
the  public  for  hypertension  and  diabetes. 
This  type  of  mass  screening  of  the  public 
was  not  new;  however,  the  technique  of 
using  non-professionals,  specially  trained 
high  school  students,  to  do  the  screening 
was  unique  and  innovative.  As  far  as  Drs. 
Clark  and  Robertson  knew,  this  was  pos- 
sibly the  first  time  for  high  school  students 
to  be  trained  to  conduct  such  a screen. 
Approximately  30  students  had  snent 
several  hours  in  training  for  the  event.  Two 
groups,  one  for  men,  another  for  women, 
were  to  handle  the  urine  testing.  While  two 
other  teams  would  take  blood  pressure, 
others  were  to  handle  the  registration. 
Everything  was  in  readiness,  the  students, 
the  registration  forms,  the  urine  cup,  the 
blood  pressure  kits,  stethoscope,  and  soon, 
the  Church  Hill  public. 

Urine  testing  has  been  simplified  by  the 
use  of  the  dipstik.  In  a matter  of  a minute 

continued  on  page  3 


The  Continuing  Education  Program  of  Me- 
harry  Medical  College  is  designed  to  enable 
physicians  to  improve  the  quality  and  dis- 
tribution of  health  care  especially  for  the 
poor  in  urban  and  rural  areas.  It  therefore 
advocates  multispecialty  group  practice,  the 
delivery  of  comprehensive  health  care  in- 
cluding use  of  paramedical  personnel  and 
improved  systems  of  delivery  of  medical 
care.  Meharry’s  involvement  in  outreach 
programs  puts  it  in  a unique  position  to 
teach  and  demonstrate  comprehensive 
health  care  systems.  The  Neighborhood 
Health  Center  provides  a model  of  am- 
bulatory health  care  which  is  applicable  to 
any  section  and  any  economic  status.  The 
Comprehensive  Outpatient  Department  of 
Meharry  Medical  College  also  demonstrates 
a system  by  which  hospitals  can  deliver 
convenient  ambulatory  health  care  to  a 
population.  The  Mental  Health  Facility,  the 
Children  and  Youth  facility,  and  the  Mul- 
tiphasic  Screening  Laboratory  are  demon- 
strations of  models  of  providing  health 
care. 

The  Continuing  Education  Program  of  Me- 
harry seeks  to  demonstrate  to  physicians 
of  the  region  these  models  of  improved 
methods  of  delivery  of  health  care  and  en- 
courages them  to  inculcate  these  models 
into  their  own  health  delivery  system.  This 
is  the  major  thrust  of  the  Continuing  Edu- 
cation Program  although  we  continue  to 
provide  continuing  education  courses  which 
will  improve  the  quality  of  medical  care. 

Components  of  the  Continuing  Education 
Program 

1 — Meharry  Field  Faculty — The  members 
of  the  Field  Faculty  are:  Dr.  L.  M.  Donal- 
son,  Fayetteville,  Tenn.,  Dr.  E.  W.  Reed, 
Memphis,  Tenn.,  Dr.  E.  F.  McIntosh,  Chat- 
tanooga, Tenn.,  Dr.  L,  L.  Williams,  Knox- 
ville, Tenn.,  Dr.  Robert  Smith,  Jackson, 
Miss.,  Dr.  Carl  Gordon,  Athens,  Ga.,  and 
Dr.  John  Norris,  Tuskegee,  Ala.  These  men 
have  appointments  to  the  clinical  staff  of 
the  medical  school  and  their  duties  are  (a) 
to  visit  Meharry  Medical  College  quarterly 
to  become  familiar  with  developments  in 
continuing  education  and  to  participate  in 
the  newer  methods  of  medical  practice,  (b) 
to  maintain  close  liaison  with  officials  and 
staff  of  their  local  hospitals  and  assist  in 
implementing  their  continuing  education 
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FROM  THE  DIRECTOR’S  DESK 

DR.  PAUL  E.  TESCHAN 

Perhaps  the  most  important  meeting  of  the 
Regional  Advisory  Group  since  the  begin- 
ning of  the  Regional  Medical  Program  in 
Tennessee  Mid-South  is  scheduled  for 
November  19-21  in  Gatlinburg,  Tennessee. 
What  makes  it  so  important  is  that  the 
Region  is  now  completing  its  first  three 
years  of  federal  funding  for  operations  and 
faces  the  next  three  years  of  further  de- 
velopment. In  order  to  meet  the  deadline 
for  our  new  application  in  Washington  ac- 
cording to  guidelines  received  only  on  May 
8,  1970,  the  large  (1500  pages!)  application 
document  was  written  without  adequate 
consultation  with  most  members  of  the 
R.A.G.,  although  it  attempted  to  express 
the  policies  previously  enunciated  in 
various  motions  and  minutes  of  the  Re- 
gional Advisory  Group  and  to  incorporate 
recommendations  by  the  Study  Groups  in 
the  past  three  years.  It  was  evident  in  the 
final  review  sessions  of  the  Regional  Ad- 
visory Group  and  its  Executive  Committee 
that  a number  of  members  were  not  com- 
pletely informed  either  on  the  full  content 
of  the  application  itself  or  in  the  means  by 
which  our  Program  seeks  to  be  helpful  in 
the  health  care  crisis  perceived  in  this 
Region  as  well  as  nationally.  Accordingly, 
the  Gatlinburg  meeting  has  been  scheduled 
to  afford  all  members  of  the  Regional  Ad- 
visory Group  a full  opportunity  to  be  heard 
and  to  express  their  ideas  concerning  ap- 
propriate future  development  of  the  Re- 
gional Medical  Program  in  this  Region. 

The  problem  confronting  us  in  the  Galtin- 
burg  meeting  concerns  evaluation  of  past 
activities  and  guidance  for  the  future 
growth  of  the  Program:  namely,  how  can 
busy  members  of  the  R.A.G.  who  are  fully 
occupied  with  other  duties  become  suf- 
ficiently informed  concerning  the  Regional 
Medical  Program  in  order  to  give  it  effec- 
tive policy  guidance  and  to  make  meaning- 
ful judgments  in  evaluation? 

The  committee  structure  of  the  R.A.G.  was 
designed  to  provide  opportunities  during 
and  between  meetings  for  appropriate  in- 
put of  information  for  informed  decision- 
making. In  Gatlinburg,  a documentary  film 
and  an  address  by  Congressman  Fulton  will 
review  progress  to  date  and  up-date  mem- 
bers on  the  current  status  and  trends  in 
the  Program  nationally  and  in  this  Region. 
One  of  the  most  important  trends  to  be 
fully  understood  is  toward  a large  and  in- 
creasing measure  of  autonomy  in  the  Re- 
gion for  approval  and  funding  of  project 
grants.  While  a major  decrease  in  the  ap- 
proval time  should  thus  be  realized  as  a 
benefit  to  the  Region,  it  also  makes  it  neces- 
sary that  limited  project  funds  (in  the  ab- 
sence of  fully  adequate  appropriations  and 
release  of  funds  by  the  Congress  and  the 
Administration)  be  responsibly  executed 


according  to  agreed-upon  Regional  priori- 
ties. 

Accordingly  in  the  next  triennium  and 
thereafter,  the  role  of  the  Regional  Ad- 
visory Group  is  anything  but  perfunctory 
and  routine  in  view  of  this  increased  re- 
sponsibility for  allocating  funds  and  eval- 
uating Program  progress.  A particular 
opportunity  is  presented  to  the  R.A.G.  to 
help  guide  the  staff  in  developing  this  Pro- 
gram away  from  its  earlier  and  limited 
image  as  a project  funding  mechanism 
toward  a much  more  dynamic  Program  in 
which  health-oriented  interests,  health  pro- 
fessionals, agencies  and  organizations,  can 
use  the  RMP  as  it  was  originally  intended : 
namely,  as  an  instrument  by  which  federal 
funds  can  help  to  implement  locally-de- 
termined plans  to  meet  locally-perceived 
needs  for  quality  health  care. 

t t t 

New  Academy  Program 
for  Physicians 

Dr.  Robert  Gilbertson,  Chairman,  Post- 
Graduate  Committee  of  the  Knoxville  Acad- 
emy of  Medicine,  announced  today  that  the 
Regional  Medical  Program  for  Mid-East 
area  of  Tennessee  Mid-South  is  financing  a 
joint  effort  with  the  Academy  and  the  Uni- 
versity of  Tennessee  to  coordinate  a con- 
tinuing education  program  for  Knoxville 
area  physicians. 

Dr.  Bill  C.  Wallace,  associate  professor  of 
health  education  at  UT,  and  Phillip  G. 
Huntsinger,  a graduate  assistant  in  the  De- 
partment of  Health  and  Safety,  are  repre- 
senting the  University  in  this  endeavor. 
The  purpose  of  the  program  is  to  improve 
the  efficiency  of  the  physician’s  continuing 
education  program  at  the  local  community 
level. 

The  physicians  attending  the  October  meet- 
ing had  their  choice  of  participating  in  one 
of  four  different  meetings.  Dr.  Edward  D. 
Pelligrino,  Dean  and  Vice  President  of  the 
School  of  Medicine,  State  University  of 
New  York,  Stoneybrook  Long  Island,  was 
the  major  speaker.  Dr.  Pelligrino’s  presen- 
tation was  concerned  with  “The  Changing 
Undergraduate  Medical  Curriculum”.  De- 
partmental speakers  were  Dr.  A.  W.  Diddle, 
Gynecology,  Dr.  E.  Gifford  Ammerman, 
Pathology,  and  Dr.  D.  Bogartz  and  Dr. 
Charles  M.  Wender,  Anesthesia. 

The  continuing  education  programs  are 
presented  the  second  Tuesday  of  each 
month  at  8:00  P.M.  in  the  Knoxville  Acad- 
emy of  Medicine  Building. 
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OPERATION  F.I.N.D.  continued  from  page  1 

or  two,  while  the  patient  waited,  the  stu- 
dent using  this  method  was  able  to  deter- 
mine pH,  Sugar,  and  Albumin  from  the 
sample. 

After  urine  testing,  the  patients  moved  to 
another  team  of  students,  ten  feet  away, 
for  a check  for  hypertension,  or  high-blood 
pressure.  This  information,  along  with  the 
urine  results,  were  recorded  on  a simplified 
three-part  form.  The  patient  received  one 
copy  to  take  to  his  private  physician. 
Total  time  for  the  entire  screening  process 
was  no  more  than  10-15  minutes,  including 
registration. 

Entire  families  came — Mom,  Dad,  and  all 
the  children.  There  was  no  age  limit,  every- 
one who  came  was  given  the  free  test. 

Three  physicians  and  three  nurses  were 
available  throughout  the  afternoon  to 
supervise  the  activities  and  to  assist  the 
students  with  problems. 

What  was  the  public’s  reaction?  Great,  for 
they  continued  to  come  all  afternoon  despite 
the  weather.  A typical  comment  from  a 
middle-aged  Church  Hill  resident:  “This  is 
wonderful,  why  can’t  this  be  done  all  over 
the  country.  It  was  quick,  simple,  painless, 
and  free,  and  now  I don’t  have  to  worry 
about  those  two  diseases.”  Another  com- 
ment concerned  the  high  school  students: 
“Weren’t  they  just  wonderful,  so  kind  and 
gentle,  yet  so  professional.” 

Drs.  Clark,  Robertson  and  Chambers  were 
all  exceptionally  pleased  with  the  entire  op- 
eration, although  they  had  hoped  to  screen 
more  than  the  300  that  appeared. 

They  are  planning  a follow  up  for  the 
project. 
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MEHARRY  continued  from  page  1 

efforts,  (c)  to  maintain  close  contact  with 
local  physicians  in  order  to  discover  their 
real  needs  and  thereby  influence  the  design 
of  continuing  education  efforts  on  their  be- 
half, (d)  to  act  as  a source  of  information 
for  their  colleagues  to  determine  where  and 
how  needed  services  such  as  library,  medi- 
cal specialty  or  allied  health  agency  assist- 
ance can  be  obtained,  (e)  to  encourage 
physician  attendance  at  regional,  state, 
and  hospital  continuing  education  activities 
and  to  encourage  participation  by  black 
physicians  in  hospital  activities  in  this 
region,  (f)  to  recruit  promising  candidates 
for  various  paramedical  training  programs 
of  the  region,  and  (g)  to  act  as  preceptors 
for  medical  students  in  a program  cooper- 
ating with  Meharry’s  Department  of  Com- 
munity Health.  The  most  encouraging  ef- 
fects of  this  program  has  been  the  effort 
on  the  part  of  the  Field  Faculty  to  develop 
prepaid  group  practices  in  Knoxville  and 
Memnhis,  Tenn. 

2 —  Medical  Practice  Study — A study  of  the 
medical  practices  of  black  physicians  in 
Tennessee  was  carried  out  by  the  Continu- 
ing Education  Program  using  medical  stu- 
dents as  interviewers.  All  of  the  black 
physicians  in  Tennessee  have  been  inter- 
viewed and  the  data  are  now  being  analyzed 
in  preparation  for  presentation. 

3 —  Three-day  Seminars — The  purpose  of 
these  seminars  is  to  provide  periodic  re- 
fresher courses  in  modern  methods  of  diag- 
nosis and  treatment  and  improved  methods 
of  health  care  delivery. 

4 —  Two-week  Postgraduate  Training  Pe- 
riods— Individually  planned  postgraduate 
training  gives  practicing  physicians  oppor- 
tunity to  receive  continuing  education  in 
depth.  So  far  three  physicians  have  availed 
themselves  of  the  opportunity  to  spend  two 
weeks  learning  electrocardiogram  readme 
and  the  management  of  acute  myocardial 
infarction. 

5 —  Audiovisual  Programs — From  a basic 
black  and  white  camera  and  videotape  re- 
corder equipment  provided  by  the  Regional 
Medical  Program,  the  Continuing  Educa- 
tion Program  of  Meharry  and  has  been  able 
to  acquire  color  equipment  from  other 
sources.  A studio  is  now  being  equipped 
which  will  enable  us  to  produce  quality 
color  videotapes  for  distribution  to  the  re- 
gion and  to  offer  videotape  services  to  con- 
tinuing education  programs  of  the  region. 

6 —  Improving  the  Teaching  Skills  of  In- 
structors— Since  continuing  education  pro- 
grams frequently  fail  because  the  instructors 
themselves  do  not  meet  the  needs  of 
physicians  in  practice,  we  have  developed 
a program  intended  to  increase  the  effec- 
tiveness of  instructors  by  various  means. 
A program  in  learning  theory  was  pre- 
sented to  the  Meharry  faculty  by  the  Pea- 

_ 3 — continued  over 


body  College  last  year,  and  during  this  year 
a faculty  retreat  was  led  by  representatives 
from  the  University  of  Illinois,  School  of 
Medical  Education,  and  from  the  Harvard 
School  of  Educational  Development. 

7 —  Cooperation  with  Other  Programs — The 
Meharry  program  actively  cooperates  with 
other  programs  in  continuing  education 
and  encourages  participation  by  the  prac- 
ticing physicians  who  relate  to  Meharry 
Medical  College.  It  also  assists  in  imple- 
menting the  programs  of  the  other  medical 
schools  in  this  area  as  various  projects  de- 
velop. In  cooperation  with  Vanderbilt  Med- 
ical School  a calendar  of  medical  continu- 
ing education  activities  is  published 
monthly. 

8 —  Program  in  Continuing  Dental  Educa- 
tion— The  Meharry  Continuing  Education 
Program  is  seeking  cooperation  of  the 
Regional  Medical  Program,  the  University 
of  Tennessee,  and  dentists  of  the  region 
in  providing  a useful  continuing  dental  edu- 
cation program  to  the  dentists  of  this 
region. 

9 —  Learning  Resources  Center  and  Audio- 
visual Program — Construction  of  the  Me- 
harry Learning  Resources  Center  will  begin 
December,  1970.  This  is  a six-story  build- 
ing which  contains  123,000  sq.  ft.  The  sec- 
ond floor  will  provide  four  lecture  halls, 
two  of  which  will  seat  320  each  and  the 
other  two,  120.  On  the  mezzanine  floor, 
there  will  be  a gallery  for  exhibits  and  two 
convertible  classrooms.  Floors  three,  four 
and  five  will  be  the  main  library  floors  and 
will  seat  250  users  each.  Study  carrels  and 
desks,  closed  circuit  television  and  study 
tables  will  be  provided.  The  sixth  floor  will 
be  the  main  continuing  education  floor  and 
will  contain  facilities  for  television  and 
self-instructional  equipment,  in  addition  to 
illustrations  and  photography.  There  will 
be  two  seminar  rooms  and  two  lecture  halls 


seating  fifty  people  each.  Two  video  studios 
and  control  rooms  and  a master  control 
room  and  two  audio  studios  will  also  be 
provided.  This  building  is  scheduled  for  com- 
pletion by  January  1,  1972.  It  will  be  a 
major  tool  of  the  continuing  education  pro- 
gram and  provide  a facility  where  physi- 
cians and  dentists  can  return  periodically 
throughout  their  lives  for  continuing  edu- 
cation. 

(The  second  in  a series  of  articles  on  the 
continuing  education  activities  funded  by 
the  Tenn.  Mid-South  Regional  Medical 
Program.) 
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The  author  makes  a plea  for  more  ambulatory  treatment  of  those  having  mental  illness,  as  less 
costly  and  at  times  more  effective  than  institutionalization. 

Providing  Health  Care 
Through  Mental  Hygiene  Clinics 

ROY  M.  BARBER,  M.D.,  Memphis,  Tenn.* 


The  subject  of  the  increasing  costs  of 
hospitalization  is  frequently  encountered  in 
current  publications.  Hospital  beds  have 
become  so  difficult  to  obtain  that  hospitals 
have  appointed  utilization  committees  to 
encourage  the  discharge  of  patients  as  soon 
as  it  is  medically  feasible.  Some  physicians 
believe  there  should  be  greater  emphasis 
on  an  increased  use  of  outpatient  facilities. 
Certain  examinations  and  evaluations  prior 
to  hospitalization  may  often  reveal  that  hos- 
pitalization is  not  necessary.  The  needs  of 
many  patients  may  be  met  in  an  outpatient 
setting.  Outpatient  care  is  much  less  ex- 
pensive and  does  not  deprive  the  patient  of 
the  supportive  influence  of  the  home.  The 
patient’s  routine  of  living  is  not  disrupted 
by  his  being  relocated. 

The  American  Handbook  of  Psychiatry1 
quotes  Dr.  Armand  Sunier  in  a report  en- 
titled Mental  Illness  and  Psychiatric  Care 
in  Israel.  The  Israeli  Ministry  of  Health 
contemplated  building  1000  additional  beds 
for  the  mentally  ill.  As  a result  of  Dr. 
Sunier’s  study,  he  made  several  recommen- 
dations including  the  enlargement  and 
strengthening  of  the  mental  hygiene  clinics 
and  improved  aftercare  for  discharged 
patients.  Thus,  only  200  inpatient  beds  were 
needed,  a saving  of  building  and  operating 
800  hospital  beds.  Dr.  Louis  Linn  in  writing 
on  the  subject  of  Hospital  Psychiatry  for 
the  Handbook  states  the  most  important 
phase  of  treatment  of  any  psychiatric 
patient  is  that  which  takes  place  outside 
the  hospital.  Philip  R.  A.  May2  states  the 

*From  the  Mental  Hygiene  Clinic,  Veterans 
Administration  Hospital,  Memphis,  Tenn.  38104 


hospital  treatment  of  the  schizophrenic 
patient  should  concentrate  on  psychiatric 
first  aid  and  restitution,  and  that  stabiliza- 
tion of  the  personality  is  the  ultimate  goal 
of  the  outpatient  phase.  It  is  in  this  stabili- 
zation phase  that  psychotherapy  is  likely 
to  be  of  most  help. 

Raymond  Waggoner,  Sr.3  in  his  presi- 
dential address  in  May,  1970  told  the  Ameri- 
can Psychiatric  Association  that  there  is  a 
need  for  more  efficiency  in  delivering 
mental  health  services.  According  to  Drs. 
Leo  Bartemeier  and  Francis  Braceland,  this 
is  to  be  attained  without  sacrificing  per- 
sonal contact  between  the  doctor  and  the 
patient.  At  all  costs  psychiatrists  should 
avoid  any  trend  toward  dehumanization  in 
relationships  with  their  patients.  The  study 
presented  here  describes  a mental  hygiene 
clinic  where  one  psychiatrist  provides 
therapy  for  1007  mentally  ill  veterans.  Since 
the  American  Medical  Association  states 
there  is  one  physician  for  every  630  people 
in  the  United  States,  this  clinic  should 
qualify  as  an  efficient  facility. 

The  Mental  Hygiene  Clinic  of  the  Vet- 
erans Administration  Hospital  in  Memphis, 
was  opened  in  January  1966.  Within  one 
month  the  staff  of  the  clinic  consisting  of 
one  psychiatrist,  one  psychologist,  one 
social  worker,  and  one  secretary  were  see- 
ing 328  veterans.  In  one  year  500  veterans 
were  being  seen  in  the  clinic.4  As  will 
be  seen  in  table  1,  the  patient  load  doubled 
from  1967  until  1970.  During  this  period 
the  social  worker  and,  more  recently,  the 
psychologist  were  lost  from  the  clinic  staff. 
Some  plan  was  required  to  deal  with  the 
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Table  I 

Enrollment 


Date 

SC  Active 

SC  Inactive 

Trial  Visit 

PHC 

Total 

Jan.  1966 

328 

0 

0 

0 

328 

Jan.  1967 

397 

33 

70 

0 

500 

Jan.  1970 

692 

187 

39 

89 

1007 

Table  2 

Attendance  Per 

Month 

Date 

SC  Active 

Trial  Visit 

PHC 

Total 

Sept.  1969 

504 

58 

79 

631 

Oct.  1969 

495 

42 

66 

603 

Nov.  1969 

353 

21 

41 

415 

Dec.  1969 

287 

49 

44 

380 

Table  3 

Ages  and  Employment  of  SC  and  TV  Patients 

of  1969 

Ages 

No.  of  Patients 

No.  Working 

Part  Time 

Unemployed 

Unknown 

18-24 

39 

13 

6 

14 

6 

25-29 

39 

18 

4 

16 

1 

30-34 

36 

13 

5 

14 

4 

35-39 

77 

22 

9 

41 

5 

40-44 

106 

46 

8 

49 

3 

45-49 

260 

112 

21 

113 

14 

50-54 

187 

62 

22 

95 

8 

55-59 

96 

32 

13 

50 

1 

60-64 

49 

13 

2 

27 

7 

65-69 

8 

1 

0 

7 

0 

70-74 

8 

0 

0 

8 

0 

75-79 

7 

0 

0 

7 

0 

80  up 

1 

0 

0 

1 

0 

Unknown 

5 

0 

0 

1 

4 

918 

332 

90 

443 

53 

36% 

10% 

48% 

6% 

increasing  patient  load.  The  new  Chief  of 
Psychiatry  evolved  a system  of  mailing 
medications  to  patients  whose  illness  is  in 
fair  remission.  Thus,  some  patients  need  to 
come  to  the  clinic  only  once  every  two  or 
three  months.  As  indicated  in  table  2,  this 
maneuver  reduced  appointments  from  631 
to  380  per  month.  Each  patient  then  has 
time  to  be  evaluated  and  to  work  on  prob- 
lems when  he  sees  the  psychiatrist. 

The  chief  goal  of  the  Mental  Hygiene 
Clinic  is  to  restore  the  mentally  disordered 
person  to  his  optimal  level  of  physical 
health,  mental  functioning,  social  adjust- 
ment, and  vocational  performance  in  his 
community.  The  goal  needs  to  be  individ- 
ualized. Some  patients  may  be  expected  to 
work  full  time  and  remain  functional  at 


home  indefinitely.  In  elderly  patients  the 
realistic  goal  may  be  self  care,  maintenance 
of  ambulation  in  the  home,  and  a stimulat- 
ing hobby.  From  the  initial  contact  with  the 
patient,  he  is  made  aware  of  the  goal  of 
adjusting  well  enough  to  remain  outside  the 
hospital  and  functional  in  his  community. 
The  great  majority  of  patients  take  pride 
in  this  accomplishment. 

The  specific  goal  of  maintaining  physical 
health  is  met  by  physical  examinations, 
annual  chest  x-rays,  blood  counts,  uri- 
nalysis, and  referral  to  specialists  as  indi- 
cated. In  the  past  year,  5 new  cases  of 
diabetes  mellitus  and  one  of  bronchogenic 
carcinoma  have  been  detected  by  these 
methods. 

Mental  stabilization  and  remission  of 
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symptoms  have  been  attained  largely  with 
psychotrophic  drugs,  crisis  intervention, 
and  brief  psychotherapy.  There  has  been 
limited  use  of  bibliotherapy  and  relaxation 
therapy. 

Social  adjustment  is  promoted  by  peri- 
odic conferences  with  wives  and  close  rela- 
tives. Occasional  family  counseling  and 
marriage  counseling  is  arranged.  Until  re- 
cently the  psychologist  has  had  couple 
group  therapy  for  selected  cases. 

All  patients  are  encouraged  to  do  some 
work.  Regular  gainful  employment 
strengthens  the  ego,  even  if  the  salary  is 
small.  Young  unemployed  veterans  are  en- 
couraged to  take  vocational  training  or 
complete  their  schooling.  Those  who  are 
unable  to  work  in  a competitive  society  are 
made  acquainted  with  volunteer  work 
which  they  can  perform  in  the  hospital  and 
community.  Recently  an  incentive  therapy 
program  has  been  started  in  Manual  Arts 
Therapy  for  those  who  have  psychologic 
and  financial  needs.  Pay  is  on  a piece  work 


basis.  Local  industry  has  cooperated  in  this 
project. 

Table  3 indicates  that  approximately  one- 
half  of  the  Mental  Hygiene  Clinic  patients 
are  employed.  This  disproves  the  claim 
commonly  heard  that  no  one  will  hire  a per- 
son who  has  been  mentally  ill.  Veterans 
Administration  Deputy  Administrator,  Fred 
B.  Rhodes  states,  July  24,  1970,  in  a letter 
on  equal  employment  opportunity,  that 
mental  disorders  from  which  one  has  re- 
covered will  not  be  a factor  affecting  as- 
signment of  employees. 

Table  4 shows  that  52%  of  the  neurotics 
are  employed  while  38%  of  the  schizo- 
phrenics have  jobs.  Even  7 patients  having 
brain  injury  work  full  time. 

In  table  5 we  see  that  256  patients  who 
live  with  their  wife  are  employed.  This  is  a 
percentage  of  55%.  A surprising  50%  of 
those  who  live  alone  have  jobs.  Only  25% 
of  the  patients  who  live  with  their  Mother 
work. 

Table  6 reveals  that  60%  of  the  unem- 


Table  4 


Psychiatric 

Diagnoses 

and  Present 

Employment 

1969 

Diagnosis 

Working 

Part  Time 

Unemployed 

Unknown 

Total 

Anxiety  reaction 

175 

38 

148 

21 

382 

Depressive  reaction 

12 

3 

13 

1 

29 

Conversion  reaction 

12 

3 

9 

1 

25 

Hysteria 

6 

2 

10 

3 

21 

Neurasthenia 

3 

0 

7 

0 

10 

Manic  depressive 

12 

3 

12 

3 

30 

Psychotic  depressive 

2 

1 

6 

1 

10 

Schizophrenia-paranoid 

40 

16 

72 

5 

133 

Schizophrenia-undifferentiated  45 

19 

91 

9 

164 

Schizophrenia-catatonic 

6 

0 

12 

0 

18 

Schizophrenia-hebephrenic 

1 

2 

9 

0 

12 

Schizophrenia-simple 

0 

1 

6 

0 

7 

Schizophrenia-schizo-affective 

3 

1 

8 

2 

14 

Psychosis  & mental  disease 

0 

0 

5 

0 

5 

OBS*-convulsive 

3 

0 

6 

1 

10 

OBS-trauma 

7 

0 

20 

1 

28 

OBS-circulatory 

0 

0 

4 

0 

4 

Psychophysiologic  reaction 

4 

1 

4 

1 

10 

Adult  situation  reaction 

1 

0 

1 

0 

2 

Undiagnosed 

0 

0 

0 

4 

4 

Totals 

332 

90 

443 

53 

918 

* Organic  brain  syndrome 
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Table  5 

Residence  and  Employment 


Living  with 

Working 

Part  Time 

Unemployed 

Total 

Wife 

221 

35 

210 

466 

Parents 

12 

7 

24 

43 

Father 

1 

3 

6 

10 

Mother 

15 

10 

49 

74 

Brother 

3 

2 

13 

18 

Sister 

9 

6 

29 

44 

Son 

4 

0 

5 

9 

Daughter 

0 

0 

7 

7 

Other  relatives 

2 

3 

8 

13 

Friend 

4 

2 

8 

14 

Alone 

33 

17 

58 

. 108 

Residence  unknown 

28 

5 

26 

59 

Work  status 

53 

Totals  332 

90 

443 

918 

Table  6 

Probable  Reasons  for 

U NEMPLO  YMENT 

Conditions 

Number  of  Patients  Conditions 

Number  of  Patients 

Psychogenic  mental  illness 

265 

Tuberculosis  & emphysema 

3 

Over  60  yr.  age 

47 

Asthma 

& bronchitis 

3 

Cardiovascular  disease 

29 

Parkinsonism 

3 

Alcoholism 

23 

Blind 

2 

Brain  trauma 

15 

Lobotomy 

2 

Convulsive  disorder 

12 

Severe 

diabetes 

2 

Retired  before  60  yr. 

10 

Osteomyelitis 

2 

Cerebrovascular  accident 

9 

Cancer 

1 

Duodenal  Ulcer  & G.I. 

Anemia 

1 

surgery 

9 

Renal  and  genital  disease 

5 

443 

Table  7 

Mental 

Hygiene  Clinic  Drop  Outs  1966  and  1969 

Drop  Outs’ 

Working 

Part  Time 

Unemployed 

Totals 

Diagnosis 

1966 

1969 

1966 

1969 

1966 

1969 

1966 

1969 

Anxiety  reaction 

7 

37 

2 

17 

8 

38 

17 

92 

Depressive 

2 

3 

0 

2 

1 

4 

3 

9 

Conversion 

0 

3 

0 

0 

1 

4 

1 

7 

Manic  depressive 

0 

3 

0 

0 

1 

3 

1 

6 

Schizophrenia-paranoid 

Schizophrenia- 

3 

4 

0 

4 

4 

11 

7 

19 

undifferentiated 

1 

12 

0 

5 

3 

23 

4 

40 

Involutional 

0 

1 

0 

1 

0 

2 

0 

4 

OBS 

0 

1 

0 

0 

0 

4 

0 

5 

Psychophysiologic 

0 

4 

0 

0 

0 

1 

0 

5 

13 

68 

2 

29 

18 

90 

33 

187 

ployed  Clinic  patients  are  disabled  by  psy-  ables  7%;  alcoholism  disables  5%. 
chogenic  illness.  Twelve  percent  are  over  Patients  who  stopped  coming  to  the 
60  years  of  age.  Cardiovascular  disease  dis-  Mental  Hygiene  Clinic  included  about  the 
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Table  8 


Mental  Hygiene  Clinic  1969  Drop  Outs  by  Age  Groups 
Ages  18-24  25-29  30-34  35-39  40-44  45-49  50-54 

55-59 

60-up 

Number  4 

9 

14 

23 

19 

60 

24 

18 

16 

Percent 

of  age  10% 

23% 

39% 

30% 

18% 

23% 

13% 

19% 

22% 

group 

Table  9 

Clinic  Patients  Remaining  Out  of  Hospital 
Less 

Diagnosis  Than  1 Yr.  One  Yr.  Two  Yr.  Three  Yr.  Four  Yr.  Five  Yr. 

More 

Than  5 Yr. 

Anxiety  neurosis 

17 

69 

54 

37 

39 

21 

99 

Depressive  neurosis 

3 

10 

1 

1 

4 

1 

7 

Conversion  neurosis 

0 

2 

4 

0 

0 

1 

11 

Hysterical  neurosis 

3 

2 

0 

1 

2 

0 

11 

Neurasthenia 

2 

0 

3 

2 

2 

1 

1 

Psychophysiol  R. 

0 

4 

1 

3 

2 

1 

2 

Manic  depressive 

3 

1 

4 

7 

6 

1 

6 

Psychotic  depressive 

4 

0 

0 

4 

2 

0 

3 

Schizophrenia- 

undifferentiated 

17 

29 

19 

20 

12 

9 

46 

Schizophrenia- 

paranoid 

21 

25 

13 

12 

7 

10 

38 

Schizophrenia- 
schizo.  A 

4 

7 

1 

2 

2 

0 

2 

Schizophrenia- 

catatonic 

1 

3 

3 

2 

0 

2 

6 

Schizophrenia- 

hebephrenic 

0 

2 

0 

1 

0 

0 

8 

Schizophrenia- 

simple 

1 

0 

1 

2 

1 

0 

2 

OBS-convulsive 

0 

3 

2 

0 

0 

0 

3 

OBS-trauma 

2 

9 

3 

0 

1 

2 

6 

OBS-circulatory 

0 

2 

1 

0 

1 

0 

1 

TOTAL 

78 

168 

110 

94 

81 

49 

252 

same  percentage  working  and  percentage  of 
unemployed  as  those  who  remained  in  the 
Clinic.  By  age  groups,  30  to  39  more 
patients  tended  to  drop  out  of  the  Clinic. 
(Table  7 and  8) 

Table  9 shows  about  8%  of  the  Mental 
Hygiene  Clinic  patients  were  admitted  to 
the  hospital  in  the  past  year.  Fifty-seven 
percent  of  the  Clinic  patients  have  re- 
mained out  of  the  hospital  for  three  years. 
Thirty-six  percent  of  the  patients  have  not 
been  hospitalized  for  5 years  or  more. 

With  the  therapy  available  in  the  Mental 
Hygiene  Clinic,  mentally  ill  veterans  have 
tolerated  severe  stress  without  breaking  or 


requiring  hospitalization.  One  man  toler- 
ated the  loss  of  his  job,  a severe  mental 
illness  of  his  Mother,  and  the  interracial 
marriage  of  a child  all  within  a few  months. 
Several  disabled  veterans  have  tolerated 
the  serious  injury  or  death  of  a son  in  Viet- 
nam. Watching  a close  relative  slowly  die 
from  cancer  is  a stress  the  mentally  ill 
tolerate  with  considerable  difficulty.  Boot- 
leggers have  changed  occupations  and  now 
care  for  small  children.  Schizophrenics 
ignore  voices  as  they  become  interested  in 
constructive  projects.  One  veteran  has  less 
frequent  affairs  with  his  invisible  woman 
because  he  has  found  more  in  reality  to 
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interest  him.  A withdrawn  schizophrenic 
began  to  read  a book  given  him  as  a present 
last  Christmas.  He  returned  to  the  Clinic 
delighted  at  the  warm  feelings  he  has  and 
that  he  can  concentrate  and  understand 
what  he  reads. 

The  mentally  ill  outpatients  seems  to 
need  the  reassurance  that  a psychiatrist  is 
available  if  they  need  him.  These  patients 
travel  200  miles  to  see  any  doctor  they  trust, 
even  for  a 15  minute  conference.  The 
knowledge  that  such  help  is  available  gives 
the  patients  reassurance  as  they  seek  to 
adjust  in  their  community. 

It  is  hoped  that  in  the  near  future  a Day 


Treatment  Center  and  a Day  Hospital  will 
be  activated  to  provide  a wider  range  of 
therapeutic  modalities  for  outpatients. 
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The  compelling  clinical  need  for  lung 
transplantation  is  obvious.  Advanced  cases 
of  chronic  obstructive  pulmonary  emphy- 
sema alone  rival  cases  of  terminal  renal 
failure  in  number,  gravity  of  prognosis  and 
as  a cause  of  disability.  In  addition,  chronic 
respiratory  failure  as  an  end  stage  of  pneu- 
moconiosis, bronchiectasis,  tuberculosis, 
and  other  pulmonary  diseases  would  be 
remedied  by  successful  lung  transplanta- 
tion. Perhaps  more  important  are  a large 
group  of  patients  with  cancer  of  the  lung 
who  are  denied  resectional  surgery  because 
the  remaining  lung  tissue  will  not  be  ade- 
quate to  sustain  life  unless  supplemented 
by  a lung  graft.  Yet,  in  contrast  to  several 
thousand  clinical  kidney  transplants  only 
24  clinical  lung  transplants  have  been  per- 
formed throughout  the  world  thus  far. 
Despite  this  it  should  be  pointed  out  that 
research  and  interest  in  lung  transplanta- 
tion have  by  no  means  been  less  vigorous 
than  in  the  case  of  other  organs.  That  many 
more  lung  transplants  have  not  been  per- 
formed is  because  of  the  fact  that  the  prob- 
lems in  this  field  have  proved  to  be 
particularly  formidable. 

An  assessment  of  the  present  status  of 
lung  transplantation  in  man  would  be  im- 
possible without  a consideration  of  the 
difficulties  encountered  in  the  laboratory 
during  the  last  two  decades  and  of  the  in- 
formation derived  therefrom.  The  volume 
of  laboratory  experience  with  lung  trans- 
plantation which  has  received  the  attention 
of  many  investigators  since  the  middle  of 
this  century  has  now  reached  major  pro- 
portions. It  is  appropriate  to  take  the  first 
clinical  lung  transplant1  performed  in 
1963  as  dividing  the  total  experience  in  this 
field  into  two  periods.  Prior  to  that  year 
many  reports  appeared  in  the  literature 
concerning  the  development  of  suitable 

*Read  at  the  meeting  of  the  Tennessee  Tho- 
racic Society,  April  10,  1970,  Memphis,  Term. 

iFrom  the  Department  of  Surgery,  University 
of  Mississippi  Medical  Center,  Jackson,  Miss. 
39216. 

Supported  by  USPHS  Grant  No.  HE  11730  and 
John  A.  Hartford  Foundation,  Inc.  Grant. 


technics  for  transplantation  of  the  dog  lung 
and  the  study  of  the  subsequent  changes  in 
the  function  of  this  lung.  Also  the  events 
accompanying  rejection  in  the  dog  lung 
were  defined.  It  was  demonstrated  that 
immunosuppressive  drugs  (azothioprine 
[Imuran]  or  methotrexate)  prolonged  sur- 
vival of  the  animals  with  lung  homografts 
and  substantially  modified  histologic 
changes  of  rejection,  and  that  the  degree  of 
modification  was  subject  to  great  individual 
variation.  A complete  bibliography2  and 
a general  review3  covering  this  early 
period  are  available  in  the  literature.  Dur- 
ing the  7 years  since  the  initial  clinical  case, 
cautious  exploration  of  human  lung  trans- 
plantation has  resulted  in  crystallization  of 
our  thoughts  on  its  potential  effectiveness 
and  has  given  a new  direction  to  laboratory 
investigations  by  defining  unexpected  prob- 
lems. 

The  following  discussion  will  start  with 
a survey  of  the  clinical  experience,  and  then 
the  current  research  efforts  will  be  pre- 
sented with  particular  attention  to  investi- 
gations in  our  own  laboratory. 

Lung  Transplantation  in  Man 

The  first  clinical  lung  transplant  per- 
formed by  Hardy’s  team1  in  1963,  with  a 
background  of  laboratory  experience  in- 
volving hundreds  of  dogs,  established  the 
fact  that  clinical  transplantation  of  the  lung 
was  technically  feasible  and  that  the  trans- 
plant could  participate  significantly  in  the 
respiratory  support  of  the  recipient. 

Case  1.  The  patient  was  a 58-year-old  man 
whose  left  lung  was  removed  because  of  a co- 
existing cancer  and  abscess.  However,  preopera- 
tive study  of  his  right  lung  had  shown  that  it  was 
emphysematous  and  could  not  support  life  by  it- 
self. The  donor  lung  was  obtained  from  a man 
who  died  of  myocardial  infarction.  As  soon  as 
death  was  pronuonced  some  degree  of  artificial 
circulation  was  maintained  in  this  cadaver  donor 
by  closed-chest  cardiac  massage,  and  pulmonary 
ventilation  was  continued  through  an  endo- 
tracheal tube  as  the  body  was  transported  to  the 
operating  suite;  a sterile  thoracotomy  with  left 
neumonectomy  was  rapidly  performed. 

During  this  time  the  recipient’s  diseased  lung 
was  being  removed  in  an  adjacent  operating 
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room.  Immediately  after  its  removal  the  graft 
was  cooled  by  injection  of  cold  glucose  solution 
containing  heparin  and  penicillin  through  its 
pulmonary  artery.  Then  the  graft  was  partially 
submerged  in  a cold  solution  until  the  time 
came  to  insert  the  organ  into  the  left  hemithorax 
of  the  recipient.  The  inferior  pulmonary  vein, 
the  superior  pulmonary  vein,  the  pulmonary 
artery  and  the  bronchus  were  anastomosed  in 
that  order.  The  ischemia  time  of  the  graft  (the 
time  from  the  actual  death  of  the  donor  to  the 
revascularization  of  the  graft  in  the  recipient) 
was  2 hours.  Following  removal  of  the  clamps 
from  the  bronchus  and  the  vessals  to  the  trans- 
planted lung,  the  arterial  02  saturation  of  the 
recipient  rose  to  98%  (from  a preoperative  level 
of  87%)  and  remained  close  to  that  level  for 
the  18  days  that  this  patient  lived  before  dying 
of  pre-existing  renal  disease. 

At  autopsy,  there  was  neither  gross  nor  micro- 
scopic rejection  of  the  transplanted  lung;  aza- 
thioprine  (Imuran)  used  in  this  case  was  pre- 
sumably instrumental  in  suppressing  the  im- 
munologic response. 

Another  clinical  lung  transplantation  was 
performed  by  Hardy  and  me4  in  Janu- 
ary, 1969. 

Case  2.  This  patient  was  a 66-year-old  man 
with  chronic  obstructive  pulmonary  emphysema. 
He  was  bedridden  and  could  not  be  cared  for 
even  in  his  local  hospital.  He  had  a Pco2  of  60 
mm  Hg,  Po2,  was  usually  around  40  mm  Hg.  He 
had  been  admitted  to  our  hospital  on  3 previous 
occasions  during  the  same  year  with  acute 
bronchitis  and  respiratory  distress.  He  was  al- 
most moribund  when  last  admitted.  Arterial 
blood  gases  revealed  a Po2  of  24  mm  Hg  and 
a Pco2  of  80  mm  Hg.  His  C02  narcosis  and 
hypoxia  kept  him  somnolent.  With  assisted  posi- 
tive pressure  ventilation  and  other  supportive 
measures  Po2  rose  to  71  mm  Hg  and  Pco2  de- 
clined to  68  mm  Hg.  Each  time  artificial  ven- 
tilatory support  was  discontinued  he  became  hy- 
poxic and  markedly  hypotensive.  Although  he 
was  far  from  being  an  optimal  candidate  for 
lung  transplantation  because  of  his  advanced 
age  and  chronic  debility,  it  was  thought  this 
procedure  offered  the  only  possible  means  of 
improving  the  total  situation. 

The  left  lung  of  a 19-year-old  accident  victim 
was  transplanted  following  removal  of  the 
patient’s  left  lung.  Blood  samples  (through  a 
small  catheter  which  was  left  in  the  superior 
pulmonary  vein  of  the  graft  during  the  opera- 
tion) directly  indicated  excellent  function  of  this 
lung  until  the  3rd  postoperative  day  when  the 
catheter  became  obstructed.  Subsequently,  al- 
though the  graft  appeared  edematous  on  roent- 
genograms, its  functional  capacity  continued  to 
be  shown  by  the  improvement  in  the  arterial 
blood  gas  values  over  the  weeks.  Perfusion  of 
the  graft  was  quite  good  as  shown  by  lung  scans. 
His  general  condition  was  satisfactory  until  the 


24th  post-transplant  day.  He  was  soon  to  leave 
the  hospital  when  abruptly  he  developed  Pseu- 
domona  pneumonitis.  Thereafter  he  had  a rap- 
idly deteriorating  course.  Pulmonary  secretions 
and  infections  could  not  be  controlled  satis- 
factorily in  this  aged  man  under  immunosup- 
pression, and  ventilation  with  the  Bird  respira- 
tor was  ineffective.  He  expired  on  the  29th 
day.  The  immunosuppressive  regimen  had  con- 
sisted of  azathioprine  (Imuran,  3 mg/kg/day), 
antilymphocytic  globulin  (ALG,  4 mg/kg/day) 
and  prednisone  (50  mg  IV/6  hours). 

At  autopsy,  the  patient’s  emphysematous  right 
lung  contained  frank  abscesses  with  an  almost 
pure  growth  of  Pseudomonas.  The  transplant 
was  pink,  solid  and  virtually  carneous  on  cut 
surface.  The  bronchial  and  the  vascular  anas- 
tomoses were  intact  and  satisfactory.  Micro- 
scopic sections  of  the  graft  revealed  an  essen- 
tially normal  basic  architecture  without  classical 
signs  of  rejection.  A remarkable  finding  was 
that  many  of  the  alveoli  and  terminal  bronchi- 
oles contained  either  an  amorphous  acidophilic 
material  or  a fibroblastic  tissue.  It  would  seem 
that  prolonged  ischemic  damage  to  the  graft  at 
the  time  of  transplantation  was  largely  respon- 
sible for  this  massive  intra-alveolar  exudation 
because  the  ischemia  time  of  this  graft  was  un- 
fortunately longer  in  this  case.  Although  it  was 
removed  within  30  minutes  of  the  death  of  the 
donor  and  was  rapidly  cooled,  more  than  3 hours 
elapsed  before  it  could  be  re-vascularized  in  the 
recipient.  The  reason  for  this  delay  was  the 
fact  that  the  donor’s  heart  had  arrested  un- 
expectedly during  the  night  at  a time  when  the 
recipient  had  not  been  fully  prepared  to  receive 
the  transplant. 

Twenty-four  clinical  lung  transplanta- 
tions are  known  to  have  been  performed 
throughout  the  world  since  1963.  The  re- 
sults of  23  of  these  performed  by  20  differ- 
ent surgical  teams  have  been  analyzed  by 
Wildevuur  and  Benfield.0  More  recently, 
the  24th  case  was  performed  by  Haglin.  The 
fact  that  all  but  one  of  these  patients  died 
within  a month  after  the  procedure  might 
appear  discouraging  to  those  who  are  not 
in  this  field.  However,  in  the  evaluation  of 
the  overall  results  several  points  should  be 
borne  in  mind.  Until  10  years  ago  attempts 
at  clinical  kidney  transplantation  had 
failed  in  all  cases  except  as  between  identi- 
cal twins.  Although  the  present  methods  of 
immunosuppression  and  tissue  typing  leave 
much  to  be  desired  and  more  research  on 
the  genetics  and  identification  of  trans- 
plantation antigens  is  needed,  kidney  trans- 
plantation is  no  longer  in  an  experimental 
stage,  but  has  already  become  a useful 
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therapeutic  procedure.  It  is  true  that  even 
the  nonimmunologic  problems  of  lung 
transplantation  are  largely  unsolved.  Never- 
theless, what  has  been  learned  with  clinical 
renal  transplantation  within  the  last  few 
years  is  a strong  stimulus  for  intelligent 
attempts  at  other  organ  transplantation. 
There  is  no  clear  evidence  that  rejection  of 
a lung  homograft  cannot  be  prevented  with 
a degree  of  success  approaching  that  real- 
ized with  clinical  kidney  homografts.  One 
reason  for  poor  survival  is  the  fact  that 
almost  all  clinical  lung  transplantations 
have  had  to  be  performed  under  severe 
circumstances  on  otherwise  hopeless  pa- 
tients. When  the  related  physiologic  and 
technical  problems  are  better  understood, 
selection  of  patients  with  less  advanced 
respiratory  failure  for  lung  transplantation 
can  be  justified  and  this  alone  will  improve 
survival  rates  considerably. 

A clinical  case  of  lung  transplantation 
performed  by  Derom  and  associates6  in 
Belgium  in  November,  1968  is  an  indication 
that  the  lung  transplanters  are  at  the  thres- 
hold of  achieving  significantly  improved 
results. 

Case  3.  The  patient  was  a 23-year-old  man  with 
severe  silicosis.  A right  lung  transplant  afforded 
true  palliation  and  greatly  improved  the  quality 
of  his  life  for  10  months.  This  relatively  long  sur- 
vival was  achieved  almost  completely  by  virtue 
of  the  function  of  the  transplanted  lung,  because 
the  remaining  lung  was  chronically  infected  and 
completely  collapsed.  It  is  remarkable  that  de- 
spite immunosuppression  this  chronic  infection 
(Pseudomonae  and  Klebsiella)  could  be  satis- 
factorily controlled  with  antibiotics  and  excel- 
lent respiratory  function  in  the  graft  was  not 
jeopardized  for  this  length  of  time.  During  the 
8 months  chronic  rejection  was  believed  to  be 
present  and  the  dosage  of  immunosuppressive 
agents  (Imuran,  prednisolone  and  antilympho- 
cytic  serum)  was  increased.  Finally  the  patient 
died  of  pneumonia  (Klebsiella  and  Staphylococ- 
cus) . 

The  factors  responsible  for  the  relatively 
long  survival  of  this  patient  appear  to  be 
his  youth,  absence  of  pre-existing  systemic 
disease,  and  a good  histocompatibility 
match  with  his  donor  (corresponding  to  a B 
match  on  the  Terasaki  scale) . Also,  restric- 
tive lung  disease  seems  to  be  a better  indi- 
cation for  unilateral  lung  transplantation 
than  does  emphysema. 

Clinical  indications  for  lung  transplanta- 


tion have  been  respiratory  insufficiency  in 
22  patients  and  pulmonary  hypertension  in 
2 patients.  Of  the  patients  with  respiratory 
insufficiency,  15  had  chronic  obstructive 
pulmonary  disease  and  7 had  restrictive 
disease.  Living  donors  were  used  in  4 
cases  of  lobar  transplantation,  including  3 
instances  where  the  transplant  was  salvaged 
from  the  uninvolved  portion  of  the  lung 
resected  for  cancer.  In  one  instance  the 
lobe  was  obtained  from  the  recipient’s  hus- 
band. The  donor  deaths  were  due  to  a 
variety  of  causes,  the  largest  number  being 
brain  damage.  The  ischemia  time  of  the 
graft  was  less  than  one  hour  in  4 cases  (in- 
cluding Derom’s) . In  11  cases  it  was  be- 
tween 1 and  2 hours  and  in  the  remaining 
cases  the  ischemia  time  was  longer  than  2 
hours.  Of  course,  the  shorter  the  ischemia 
time  to  which  the  lung  is  subjected  during 
transfer,  the  better  the  function  which  can 
be  expected. 

Of  the  24  cases  of  human  lung  trans- 
plants 17  were  unilateral  whole  lung  (13 
left  and  4 right) , one  was  bilateral  whole 
lung,  and  4 were  lobe  transplants.  Two 
were  heart-lung  transplants.  The  first  was 
performed  by  Cooley  and  associates7  on 
a 2-month-old  infant  for  irreparable  con- 
genital heart  disease  with  pulmonary  hy- 
pertension. The  recipient  lived  only  14 
hours.  The  other  was  performed  by  Lil- 
lehei’s  team3  in  December,  1969. 

Case  4.  This  patient  was  a 43-year-old  man  who 
had  advanced  terminal  emphysema.  His  Po2  was 
31  mm  Hg  when  he  was  taken  off  oxygen.  He 
also  had  pulmonary  hypertension,  70/40,  and 
right  heart  failure  (RVED  17  mm  Hg) . His  one- 
second  vital  capacity  was  14%  of  predicted  and 
residual  lung  volume  was  485%  of  predicted. 

The  heart  and  lungs  of  the  donor  were  re- 
moved at  the  same  time  that  the  heart  and 
lungs  of  the  recipient  were  being  excised.  Trans- 
plantation was  performed  within  2 hours.  The 
tracheal  anastomosis  was  done  first,  then  the 
aorta,  and  finally  the  2 vena  cavae. 

He  was  awake  and  alert  on  the  same  day. 
On  the  2nd  postoperative  day  he  was  fully  alert 
and  breathing  on  his  own.  He  was  extubated 
by  the  3rd  post-operative  day  without  mechanical 
respiratory  assistance.  Po2  was  89  mm  Hg  and 
oxygen  saturation  was  98%.  His  timed  vital 
capacity  had  risen  to  90%  of  normal.  It  is  very 
unfortunate  that  this  excellent  early  recovery 
was  interrupted  on  the  5th  day  by  the  beginning 
of  a bilateral  interstitial  infiltration.  He  died  on 
the  8th  post-operative  day  with  this  bilateral 
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severely  purulent  Pseudomonas  pneumonia. 

The  most  recent  clinical  lung  transplanta- 
tion (No.  24)  was  performed  by  Haglin  and 
associates. 

Case  5.  The  patient  was  a 49-year-old  man  with 
chronic  obstructive  lung  disease.  First  the  left 
lung  was  removed  and  replaced  with  that  from 
a cadaver.  When  it  was  found  several  hours 
later  the  patient  could  not  survive  on  the  total 
function  of  the  transplant  plus  his  remaining 
right  lung,  the  recipient’s  right  lung  also  was 
removed  and  was  replaced  by  the  right  lung  of 
the  same  cadaver  donor  which  had  been  stored 
during  this  time.  This  patient  survived  11  days. 
The  cause  of  death  was  pulmonary  edema,  pneu- 
monitis and  rejection. 

A serious  and  interesting  physiologic 
problem  was  described  in  most  of  the  pa- 
tients who  had  a unilateral  lung  trans- 
plant for  chronic  obstructive  pulmonary 
disease.  Following  the  operation,  the  per- 
fusion of  the  transplant  rapidly  increased 
while  its  ventilation  decreased  and  the 
graft  thus  constituted  a significant  area  of 
physiologic  shunt.  The  pre-existing  patho- 
logic alterations  in  the  patient’s  remaining 
emphysematous  lung  were  clearly  over- 
turning the  ventilation — perfusion  balance 
in  the  graft.5’8  One  of  these  alterations,  high 
expiratory  airway  resistance  with  expira- 
tory trapping,  results  in  an  increase  in  the 
volume  of  the  patient’s  remaining  lung  and 
leads  to  compression  of  the  transplant.  The 
other,  high  pulmonary  vascular  resistance, 
results  in  the  deviation  of  a larger  part  of 
the  cardiac  output  to  the  underventilated 
transplanted  lung.  This  discrepancy  of  ven- 
tilation and  perfusion  between  the  recip- 
ient’s own  remaining  lung  and  the  trans- 
plant during  the  post-operative  period  is  an 
awkward  situation  where  a graft  with  a 
good  potential  for  life-supporting  function 
cannot  exert  this  because  of  the  mere  pres- 
ence of  the  other  lung.  The  only  logical 
solution  to  this  problem  would  be  removal 
and  replacement  of  the  entire  emphyse- 
matous pulmonary  tissue — simultaneous 
bilateral  lung  transplantation. 

Another  disconcerting  observation  was 
that  pulmonary  infection  was  a serious 
complication  and  even  cause  of  death  in  a 
good  many  of  these  patients.  Fatal  sepsis 
occurred  with  the  organisms  originally  pres- 
ent in  the  recipient’s  lung  or  donor  lung. 
Moreover,  the  lungs  are  continuously  ex- 


posed to  the  outside  air  with  all  the  bac- 
teria it  contains;  even  the  normally  harm- 
less organisms  may  cause  pulmonary  in- 
fections in  the  transplant  recipient  whose 
immunologic  defense  mechanism  is  precar- 
ious because  of  the  immunosuppressive 
therapy.  In  this  connection,  the  compromis- 
ing nature  of  the  present  methods  used  to 
achieve  acceptance  of  the  graft  and  the 
urgent  need  for  better  methods  become 
evident.  Tissue-typing,  matching  of  the 
donor  and  the  recipient  with  respect  to 
transplantation  antigens,  is  now  possible  to 
a certain  degree.  However,  improvements 
in  these  technics  and  more  knowledge  are 
needed  in  this  field  where  the  aim  is  to 
select  the  closest  matching  donor  organ  for 
a given  recipient.  Such  genetic  similarity 
should  reduce  the  amount  of  immunosup- 
pression required. 

As  for  rejection,  the  clinical  experience 
has  been  inconclusive  regarding  its  inci- 
dence and  degree.  Rejection  was  thought  to 
be  present  in  only  a few  of  the  patients. 
In  fact,  rejection  in  lung  transplants  is 
especially  difficult  to  diagnose  and  cannot 
readily  be  differentiated  from  infection.  A 
clinical  picture  of  general  malaise,  fever, 
dyspnea,  loss  of  appetite,  fall  in  P02  and 
opacification  on  x-rays  would,  of  course,  be 
a good  but  useless  description  of  rejection. 
This  is  what  we  see  in  dogs  when  they  are 
about  to  die  with  a rejected  lung.  Further- 
more, even  this  picture  is  nonspecific  and 
may  well  be  due  to  infection  alone,  the 
treatment  of  which  is  entirely  different 
from  that  of  rejection.  Criteria  for  the  early 
detection  of  rejection  in  lung  transplants 
remain  to  be  determined. 

As  in  the  case  of  all  other  organ  trans- 
plants, shortage  of  donor  lungs  is  in  itself 
a significant  impediment  to  the  progress  of 
clinical  lung  transplantation,  quite  apart 
from  the  immunologic  and  physiologic  con- 
siderations. The  realization  of  organ  banks 
is  as  yet  a very  remote  possibility.  At  the 
present  time,  methods  are  being  developed 
in  the  laboratory  to  preserve  the  donor 
organs  from  a few  hours  to  a few  days  by 
continuous  in  vitro  perfusion.  However, 
even  these  short-term  storage  methods  are 
still  in  the  experimental  stage  and  not 
clinically  available.  Besides,  they  seem  to 
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be  least  reliable  for  storing  the  lung.  Until 
such  methods  are  developed  further,  it  is 
essential  to  adjust  the  recipient  operation 
to  the  time  of  the  death  of  the  donor. 
Prompt  action  is  required  in  excising  and 
cooling  the  graft  as  well  as  in  performing 
the  operation  upon  the  recipient  because 
a cold  ischemia  time  of  more  than  2 hours 
sharply  diminishes  the  chances  of  success 
in  human  lung  transplantation. 

This  slowly  accumulating  clinical  experi- 
ence with  lung  transplantation,  although 
obviously  not  rewarding  yet  in  terms  of 
patient  survival,  has  certainly  been  a most 
instructive  one.  Many  problems,  some  of 
them  defined  as  a result  of  this  experience, 
await  a solution.  Justification  of  a larger 
scale  clinical  application  will  be  entirely 
dependent  upon  the  quality  of  further  re- 
search. As  a matter  of  fact,  laboratory  in- 
vestigations in  this  field  are  now  more  im- 
portant and  meaningful. 

Current  Research  Efforts 

Technic  of  Lung  Transplantation.  Re- 
plantation of  the  lung,  removal  and  replace- 
ment in  the  same  animal,  has  been  used 
extensively  to  study  the  purely  technical 
and  physiologic  problems  of  lung  transplan- 
tation in  the  absence  of  any  immunologic 
reaction.  The  lung  is  removed,  rapidly 
cooled  by  perfusing  it  through  the  pulmo- 
nary artery  for  a few  minutes  and  then 
placed  in  its  original  position  by  re-estab- 
lishing the  continuity  of  the  pulmonary 
veins,  the  pulmonary  artery  and  the 
bronchus.  Instead  of  having  to  anastomose 
the  pulmonary  veins  individually,  a larger 
cuff  of  left  atrium  containing  the  ostia  of 
these  veins  is  used.  The  nerves,  the  lym- 
phatics and  the  bronchial  arteries  which  are 
inevitably  divided  during  pneumonectomy 
are  not  repaired.  It  is  logical,  therefore,  to 
expect  some  changes  in  the  subsequent 
function  of  the  replanted  lung  due  to  loss 
of  these  secondary  structures  even  when 
the  major  blood  vessels  and  the  bronchus 
are  re-anastomosed  with  a faultless  technic. 
Indeed,  the  related  world  literature  of  the 
past  20  years  contains  innumerable  reports 
on  elaborate  measurements  of  the  func- 
tional deficits  of  the  replanted  lung  as  a 
respiratory  organ  and  of  the  altered  char- 
acteristics of  its  vascular  bed  for  which 


denervation  or  interruption  of  systemic 
arterial  blood  supply  were  held  responsible. 
However,  it  is  now  gradually  becoming 
clear  to  the  investigators  that  this  factor 
has  been  overstated.  During  the  same 
period  it  was  common  to  report  a high  in- 
cidence of  thrombosis  or  stenosis  of  the 
left  atrial  cuff  suture  line,  and  leakage  or 
stenosis  at  the  bronchial  anastomosis  either 
as  a major  cause  of  early  high  mortality  or 
later  as  major  complications.  Therefore, 
despite  this  previous  impressive  volume  of 
work  with  the  unilaterally  replanted  canine 
lung  (usually  the  left  because  it  is  simpler 
to  perform  than  the  right) , there  is  no 
doubt  that  generally  an  unsatisfactory  ex- 
perimental preparation  has  been  used.  It 
now  appears  that  the  majority  of  such 
studies  have  confused  the  issue  rather  than 
clarifying  it  due  to  the  fact  that  the  results 
were  largely  a reflection  of  imperfect  anas- 
tomoses. 

The  recent  emphasis  on  the  surgical 
technic  might  bring  a reliable  new  defini- 
tion of  the  changes  to  be  expected  in  the 
function  of  the  replanted  lung  that  can  be 
attributed  solely  to  the  act  of  removal  and 
replacement  (interruption  of  secondary 
structures  and  ischemia  time) . 

The  technic  of  replantation  of  the  right 
lung  is  essentially  the  same  as  that  for  the 
left  lung  because  it  is  readily  possible  by  a 
meticulous  dissection  to  free  the  left  atrium 
from  the  right  and  thus  develop  a cuff  with 
the  openings  of  the  veins  of  the  right  lung. 
Figures  1,  2 and  3 are  photographs  taken 
during  replantation  of  the  right  lung  in  a 
dog. 

Figure  1 shows  the  right  thoracic  cavity  fol- 
lowing the  removal  of  the  lung.  The  lung  was 
excised  after  isolating  and  placing  a vascular 
clamp  on  each  of  the  3 structures  to  be  anas- 
tomosed: the  left  atrial  cuff,  the  pulmonary 

artery  and  the  bronchus.  Figure  2 shows  the 
lung  being  replanted.  The  atrial  cuff  containing 
the  ostia  of  pulmonary  veins  is  already  anas- 
tomosed. Suturing  of  one  side  of  the  pulmonary 
artery  is  completed,  the  clamp  on  the  artery  will 
now  be  rotated  and  the  other  side  will  be 
sutured.  When  performing  these  anastomoses 
(5-0  silk)  suturing  from  within  the  lumen 
should  be  avoided  by  manipulating  the  graft  in 
such  a way  that  the  sutures  will  always  be 
placed  on  an  anterior  wall.  In  this  way  intima- 
to-intima  approximation  is  achieved.  The  bron- 
chus is  the  last  structure  to  be  anastomosed  (Fig. 
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Fig.  1.  Following  right  pneumonectomy  a vascu- 
lar clamp  is  seen  on  each  of  the  three  major 
structures  to  be  anastomosed  to  the  correspond- 
ing parts  on  the  lung. 


Fig.  2.  The  lung  is  brought  back.  The  left  atrial 
cuff  containing  the  ostia  of  both  the  superior 
and  inferior  right  pulmonary  veins  is  already 
re-anastomosed.  The  pulmonary  artery  is  being 
anastomosed.  The  bronchus  is  the  last  structure 
to  be  anastomosed. 

3).  The  anterior  wall  is  sutured  from  within 
the  lumen  by  everting  all  layers  of  both  ends 
(continuous  4-0  silk)  to  secure  mucosal  coapta- 
tion. Note  that  the  distal  bronchial  end  is 
trimmed  to  within  3 to  4 mm  of  the  lobar  orifices 
before  suturing  is  begun  (Figs.  2 and  3).  Despite 
interruption  of  bronchial  arterial  supply  to  the 
graft,  bleeding  from  the  distal  bronchial  end  is 
invariably  observed  at  this  stage.  This  retro- 
grade bleeding  attests  the  potential  adequacy  of 
the  naturally  occurring  bronchial-pulmonary 
arterial  communications.  The  posterior  bronchial 
wall  is  next  sutured  (not  shown)  with  over- 
and-over  continuous  sutures  and  then  the  clamp 
is  removed. 

The  technic  of  homotransplantation  is 


Fig.  3.  Anastomosis  of  the  bronchus.  (Explana- 
tion in  the  text). 


similar  but  easier  to  perform  because  the 
structures  to  be  anastomosed  can  be  left 
longer  both  on  the  graft  and  in  the  re- 
cipient. In  the  2 clinical  lung  transplanta- 
tions in  our  hospital  it  was  not  even  neces- 
sary to  enter  the  pericardium  to  use  a left 
atrial  cuff  as  is  done  in  animal  studies.  The 
individual  pulmonary  veins  were  easily 
anastomosed. 

Function  of  the  Replanted  Lung.  Mere 
survival  of  the  animal  with  one  replanted 
lung  does  not  necessarily  reflect  satisfac- 
tory function  in  this  lung  because  the  con- 
tralateral intact  lung  is  itself  adequate  to 
support  life.  A good  test  of  the  functional 
integrity  of  the  replanted  lung  would  be 
the  removal  of  the  opposite  lung.  A simpler 
experimental  preparation,  a physiologic 
pneumonectomy,  is  ablation  of  the  function 
of  the  other  lung  by  ligating  its  pulmonary 
artery.  A left  thoracotomy  permits  left 
lung  replantation  plus  simultaneous  right 
pulmonary  artery  ligation.  Attempts  to 
achieve  long-term  survival  of  dogs  sub- 
jected to  this  procedure  have  been  unsuc- 
cessful for  many  years.  Many  investigators, 
including  our  group,  believed  that  the  re- 
planted (and  thus  denervated)  lung  loses 
its  ability  to  vary  its  vascular  resistance. 
The  explanation  for  the  death  of  the  ani- 
mals was  that  following  ligation  of  the 
opposite  pulmonary  artery,  vascular  resis- 
tance to  the  replanted  lung  remained  fixed 
despite  the  increase  in  its  blood  flow, 
and  this  resulted  in  a very  high  pulmonary 
arterial  pressure,  pulmonary  edema,  right 
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heart  failure  and  death.  Some  investigators 
have  considered  these  problems  to  be 
peculiar  to  the  dog  and  resorted  to  a change 
of  species  in  their  studies;  better  results 
were  achieved  with  the  baboon.9  However, 
recently  it  has  been  demonstrated  by  our 
group  and  by  others10  that  the  canine  lung 
when  replanted  or  transplanted  with  a suit- 
able technic  can  have  a near  normal  de- 
crease in  its  vascular  resistance  with  in- 
creasing flow,  and  that  the  recipients  of 
such  grafts  can  tolerate  simultaneous  liga- 
tion of  the  contralateral  pulmonary  artery. 

We  are  currently  following  a colony  of 
dogs  who  were  subjected  to  left  lung  re- 
plantation with  immediate  right  pulmonary 
artery  ligation  5 to  8 months  ago.  They  are 
vigorously  active  and  their  pulmonary  ar- 
terial pressures  are  at  the  upper  limit  of 
normal  or  only  moderately  elevated.  Pul- 
monary angiograms  (Fig.  4),  lung  scans 
(Fig.  5)  and  bronchograms  are  normal  on 
these  dogs. 


The  results  of  such  studies  have  shown 
the  ability  of  the  dog  to  survive  solely  on 
the  function  of  the  replanted  lung.  It  is 
clear  that  when  the  operation  is  meticu- 
lously performed  to  avoid  constriction  of 
the  vascular  anastomoses,  long  term  sur- 
vival of  dogs  with  a somewhat  raised  but 
quite  tolerable  pulmonary  arterial  pressure 
can  uniformly  be  expected. 

Bilateral  Replantation.  Several  years  ago 
in  some  preliminary  experiments  we  were 
unable  to  obtain  long-term  survival  follow- 
ing bilateral  lung  replantation.11  These  re- 
sults were  in  agreement  with  the  generally 
held  view  that  the  afferent  nerves  from  the 
lung  (integrity  of  the  Hering-Breuer  reflex 
arc,  for  instance)  were  essential  for  con- 
tinued spontaneous  respiration.  Following 
the  procedure  a typical  slow  and  deep 
respiratory  pattern  was  observed  in  our 
dogs.  Respirations  could  not  continue  long 
and  no  permanent  survivors  were  obtained. 
Our  conclusion  was  that  the  altered  pattern 


Fig.  4.  Pulmonary  angiogram  of  a dog  2V2  monary  vascular  tree  of  the  left  lung  with  ab- 
months  after  left  lung  replantation  with  right  sent  perfusion  in  the  right  lung  (A-arterial 
pulmonary  artery  ligation.  Note  the  normal  pul-  phase,  B-venous  phase). 
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Fig.  5.  Lung  scan  (with  macro-aggregated  radio- 
active serum  albumin)  of  a dog  6 weeks  after 
left  lung  replantation  with  right  pulmonary- 
artery  ligation.  Normal  perfusion  of  the  left 
lung  and  absent  perfusion  on  the  right  lung. 

of  respiration  due  to  the  absence  of  reflexes 
originating  in  the  lungs  might  not  be  com- 
patible with  long-term  survival,  or  at  least, 
the  animal  without  these  reflexes  was  at  a 
definite  disadvantage  regarding  ventilatory 
adjustments.  Since  then  a few  reports  ap- 
peared in  the  literature  on  the  survival  of 
a small  number  of  dogs  undergoing  staged 
bilateral  lung  replantation.1243  However, 
the  percentage  of  survivors  of  such  pro- 
cedures was  very  low  indeed. 

At  the  present  time  much  effort  is  being 
devoted  to  the  achievement  of  simultaneous 
replantation  of  both  lungs  in  the  dog. 
Clearly,  demonstration  of  the  feasibility  of 
this  procedure  will  be  a step  forward  for 
the  solution  of  physiologic  problems  re- 
vealed by  the  recent  clinical  experience.  In 
unilateral  lung  transplantation  in  patients 
with  emphysema,  discrepancies  in  compli- 
ance and  in  circulation  between  the  trans- 
plant and  the  recipient’s  remaining  dis- 


1 eased  lung  frequently  have  resulted  in  mal- 
function of  the  transplant.  It  is  now  be- 
lieved that  simultaneous  transplantation  of 
both  lungs  will  be  necessary  in  emphysema 
when  lung  transplantation  is  indicated.  As 
a matter  of  fact,  bilateral  transplantation 
would,  theoretically,  be  ideal  in  all  cases 
where  lung  transplantation  is  needed. 
Lungs  from  any  2 different  individuals, 
due  to  their  different  textures,  would  re- 
spond differently  when  placed  in  the  thorax 
of  the  same  recipient.  Extreme  degrees  of 
this  phenomenon  are  observed  when  a lung 
is  transplanted  from  one  species  to  another. 
For  example,  when  one  lung  of  a dog  is 
removed  and  replaced  by  a lung  of  about 
the  same  size  from  a pig,  the  dog’s  own 
lung  remains  well  expanded  while  that 
from  the  pig  cannot  inflate  well  and  in 
effect  becomes  a right  to  left  shunt.  This  is 
apparently  due  to  a disparity  between  the 
compliance  of  the  two  lungs.  When  pul- 
monary xenografting  becomes  feasible  in 
the  future  it  would  need  to  be  performed 
bilaterally. 

After  meticulously  standardizing  right 
and  left  lung  replantation  technics  during 
an  extensive  past  experience,  we  have  per- 
formed one  stage  replantation  of  both  lungs 
in  26  dogs  during  the  last  year.  In  these 
dogs  first  the  right  lung  was  removed  and 
replaced,  and  then  the  dog  was  turned  to 
the  other  side  and  the  left  lung  was  re- 
planted. It  was  very  gratifying  to  note 
that  anastomotic  imperfections  were  mini- 
mized and  38%  of  the  dogs  subjected  to  a 
surgical  operation  of  this  magnitude  sur- 
vived more  than  a month.  Some  of  these 
dogs  are  alive  and  active  now  up  to  8 
months  after  the  operation  (Fig.  6) . Lung 


Fig.  6.  Some  of  the  chronic  survivors  of  one- 
stage  bilateral  lung  replantation  procedure. 
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Fig.  7.  Lung  scan  of  a dog  7 weeks  after  bi- 
lateral lung  replantation.  Normal  perfusion  of 
both  lungs. 


Fig.  8.  Normal  pulmonary  angiogram  on  a dog 
5 months  after  replantation  of  both  lungs. 


scan  (Fig.  7),  pulmonary  angiograms  (Fig. 
8),  pulmonary  arterial  pressures  and  blood 
gas  values  on  these  dogs  are  within  normal 
limits.  The  results  of  this  study  have  an 
important  bearing  upon  the  possible  appli- 
cation of  simultaneous  bilateral  lung  trans- 
plantation in  man. 

Two  other  aspects  of  this  experience  de- 
serve special  comment.  First,  we  have  ob- 
served that  edema  of  the  replanted  lungs, 
the  chief  cause  of  mortality,  was  due  to 
ischemic  damage  that  the  graft  suffers  dur- 
ing the  procedure.  We  believe  that  preser- 
vation of  the  graft  during  the  procedure  is 
the  most  crucial  step  in  the  technic  of  one- 
stage  replantation  of  both  lungs.  The  func- 
tional quality  of  the  graft  depends  upon  the 
rapidity  of  its  cooling  and  is  reflected  in  the 
degree  of  post-operative  pulmonary  edema. 
However,  this  damage,  presumably  to  the 
microvasculature  of  the  graft,  is  potentially 
reversible.  Various  degrees  of  pulmonary 
edema  were  also  observed  in  the  animals 
who  eventually  became  chronic  survivors. 
It  was  observed  by  daily  chest  x-rays  to 


Fig.  9.  Chest  x-ray  of  a dog  4 days  after  one- 
stage  bilateral  lung  replantation.  Both  lungs  are 
edematous.  This  is  a potentially  reversible  phe- 
nomenon. 
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be  most  prominent  during  the  first  week 
and  to  subside  thereafter  (Fig.  9).  Chest 
x-rays  were  remarkably  clear  after  the 
second  week  (Fig.  10).  Workers  in  this 
field  generally  believe  that  the  canine  lung 
readily  will  tolerate  several  hours  of  cold 
ischemia.  However,  this  view  is  based  on 
unilateral  or  staged  bilateral  replantation 
experiments  where  reversible  edema  would 
not  be  detrimental  to  the  respiratory  func- 
tion of  the  recipient  because  the  other  lung 


Fig.  10.  Chest  x-ray  of  a dog  3 weeks  after  one- 
stage  bilateral  lung  replantation.  It  is  perfectly 
normal. 


remains  intact.  In  these  experiments  we 
have  observed  that  when  the  life  of  the 
recipient  is  to  depend  entirely  on  the  re- 
planted lung  tissue,  even  a cold  ischemia 
time  of  more  than  an  hour  is  not  acceptable. 
Thus,  the  need  for  improved  methods  of 
graft  preservation  was  evident.  The  second 
important  observation  was  that  the  dog  will 
tolerate  total  pulmonary  denervation  which 
accompanies  bilateral  replantation.  When 
the  lungs  were  well  preserved  during 
replantation  the  animals  survived.  Appar- 
ently, the  neural  connections  of  the  respir- 
atory center  with  the  lungs  (pulmonary 


receptors)  are  not  essential  for  the  con- 
tinued activity  and  optimal  regulation  of 
the  intrinsic  periodicity  of  the  respiratory 
center. 

Bilateral  Lung  Homotransplantation  in 
the  Laboratory.  Simultaneous  bilateral 
replantation  experiments  have  clearly 
demonstrated  the  technical  feasibility  of 
this  procedure.  Although  potential  adverse 
effects  of  denervation  and  interruption  of 
lymphatics  and  bronchial  arteries  occurring 
during  replantation  still  remain  to  be  clari- 
fied with  further  replantation  experiments, 
one  can  now  at  least  feel  confident  that 
these  effects  are  not  so  serious  as  to  pre- 
clude survival  and  normal  activity  of  the 
animals. 

Performance  of  controlled  studies  on  one- 
stage  homotransplantation  of  the  entire 
pulmonary  tissue  is  now  the  next  logical 
step.  Homotransplantation  of  a single  lung 
has,  of  course,  been  studied  extensively  in 
the  dog.  The  graft  is  usually  rejected  in 
about  4 to  7 days  if  immunosuppressive 
measures  are  not  employed  and  this  period 
is  many  times  longer  with  immunosuppres- 
sion. However,  the  major  shortcoming  of 
such  experiments,  especially  when  they  are 
being  looked  upon  as  a prototype  of  lung 
homografts  in  man,  is  the  fact  that  the 
recipient  animal’s  remaining  lung  is  suffi- 
cient to  keep  him  alive  and  normally  active. 
With  modification  of  rejection  by  drugs,  the 
dog  will  remain  alive  in  many  instances 
while  the  function  of  the  graft  is  impaired 
to  a degree  of  becoming  useless  as  a respira- 
tory organ. 

To  devise  experiments  so  the  life  of  the 
recipient  will  depend  entirely  on  the  homo- 
grafted  pulmonary  tissue  will  furnish  some 
interesting  and  much  needed  information. 
In  this  way  all  the  respiratory  parameters 
which  can  be  readily  and  frequently 
measured  in  the  recipient  dog  (without  the 
need  for  the  inaccurate  and  cumbersome 
methods  of  canine  bronchospirometry ) 
would  reflect  the  degree  of  rejection  dam- 
age. Experience  in  the  immunosuppression 
of  the  kidney,  liver  and  heart  homografts 
as  a vital  organ  is  already  available.  This 
information  is  lacking  in  the  case  of  the 
lung.  Especially  pertinent  would  be  to  find 
out  whether  transplantation  of  as  large  a 
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mass  of  antigenic  tissue  as  two  lungs  at  one 
time  influence  the  immunologic  response  of 
the  host  and,  if  so,  in  what  way.  Also,  study 
of  bilateral  lung  homografts  each  from  a 
different  donor  would  be  important.  Lab- 
oratory preparations  such  as  these  are  very 
suitable  for  development  of  optimal  im- 
munosuppressive methods. 

Clinical  liver  transplantation  and  heart 
transplantation  have  advanced  to  a promis- 
ing status  only  after  achievement  in  the 
laboratory  of  chronic  survival  of  animals 
whose  livers  or  hearts  were  replaced  by 
homografts.  Likewise,  obtaining  chronically 
surviving  animals  with  homografts  of  both 
lungs  will  give  the  clinical  lung  trans- 
planters reason  to  proceed  with  confidence. 
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The  author  defines  the  entity  of  coal  miner’s  pneumonoconiosis,  its  pathogenesis  and  morbidity. 

The  preventive  measures  are  emphasized. 

Physicians’  Involvement  With  Industrial 

Productivity 

LORIN  E.  KERR,  M.D.f 


It  is  appropriate  that  this  Symposium  on 
coal  workers’  pneumoconiosis,  the  first  to  be 
held  in  a coal  mining  community  since  en- 
actment of  the  Federal  Coal  Mine  Health 
and  Safety  Act  of  1969,  is  being  conducted 
in  Knoxville.  It  was  here  in  1949  that  the 
Knoxville  Chest  Group  was  organized  for 
the  purpose  of  investigating  practical  treat- 
ment regimens  for  coal  miners  presenting 
serious  problems  in  chest  disease.  In  1955, 
the  results  of  the  study  were  presented 
by  David  H.  Waterman1  at  the  Second 
Symposium  on  Coal  Workers’  Pneumoconi- 
osis in  Elkins,  West  Virginia,  the  site  3 
years  earlier  of  the  first  medical  meeting  in 
the  United  States  devoted  exclusively  to 
coal  workers’  pneumoconiosis2.  Knoxville 
was  the  host  for  a similar  meeting  in  1953. 

The  encouragement  and  assistance  which 
the  United  Mine  Workers  of  America  Wel- 
fare and  Retirement  Fund  has  given  con- 
sistently since  its  inception  to  all  such  en- 
deavors is  an  acknowledged  fact.  In  the 
long  continuing  struggle  to  control  and  pre- 
vent the  man-made  diseases  plaguing  the 
nation’s  coal  miners  the  Fund  embarked 
early  on  a 12-point  program  described  in 
detail  elsewhere,  designed  to  develop  pro- 
fessional understanding  of  these  diseases3. 
Aside  from  the  features  of  this  program 
which  are  concerned  with  the  Fund’s  pro- 
vision of  medical  care,  there  are  many 
techniques  which  can  be  implemented 
readily  by  all  segments  of  the  medical  pro- 
fession. For  example,  your  meeting  today  is 
a commendable  endeavor  to  broaden  the 
understanding  of  coal  workers’  pneumo- 


*Presented  at  A Symposium  on  Black  Lung, 
University  of  Tennessee,  Knoxville,  Tenn., 
July  16,  1970. 

fDirector,  Department  of  Occupational  Health, 
United  Mine  Workers  of  America,  Washington, 
D.C. 


coniosis  and  the  new  Federal  Coal  Mine 
Health  and  Safety  Act.  I share  your  desire 
to  make  this  information  available  to  other 
physicians.  It  is  also  noteworthy  that  the 
schools  of  medicine  at  both  Vanderbilt 
University  and  the  University  of  Tennessee 
are  two  of  the  sponsors  of  this  meeting.  To 
my  knowledge,  this  is  only  the  third  time 
any  school  of  medicine  in  this  country  has 
publicly  recognized  the  importance  of  coal 
workers’  pneumoconiosis.  The  first  was  in 
1967  when  the  University  of  West  Virginia 
sponsored  a National  Symposium  on  Coal 
Workers’  Pneumoconiosis.  The  second  was 
one  month  ago  when  the  Howard  Univer- 
sity College  of  Medicine  was  co-sponsor 
with  the  University  of  California  School 
of  Public  Health,  of  the  National  Confer- 
ence on  Medicine  and  the  Federal  Coal 
Mine  Health  and  Safety  Act  of  1969.  I 
would  hope  that  others  would  be  encour- 
aged to  take  similar  action.  More  important 
is  the  need  for  medical  schools  to  include 
coal  workers’  pneumoconiosis  in  the  appro- 
priate curricula,  including  occupational 
health,  a sorely  neglected  subject.  In  fact, 
the  schools  of  medicine  of  the  United  States 
must  accept  a substantial  share  of  the  in- 
dictments directed  at  physicians  for  their 
ill-informed  complacency  regarding  both 
coal  workers’  pneumoconiosis  and  other  oc- 
cupational diseases4. 

There  is  a need  to  hasten  the  elimination 
of  the  artificial  barriers  between  preventive 
and  curative  medicine.  No  longer  can  the 
former  be  characterized  as  the  province  of 
public  health  and  the  latter  as  the  sole  pre- 
rogative of  the  practicing  physician.  Vast 
scientific  developments,  particularly  in  the 
last  few  years,  have  made  medicine  a 
highly  technical  and  specialized  discipline, 
dependent  upon  a cooperative  relationship 
with  many  other  disciplines.  The  health  in- 
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dustry  is  now  the  third  largest  in  the  nation 
with  annual  expenditures  exceeding  $60 
billion  and  employing  more  than  three  and 
a half  million  individuals.  Concurrently, 
technological  advances  in  our  society  have 
raised  living  standards  and  created  a de- 
mand for  the  complete  spectrum  of  medical 
care. 

Closely  associated  with  these  changes  in 
medicine  and  society  has  been  a marked 
alteration  in  morbidity  and  mortality  sta- 
tistics. No  longer  do  the  communicable  dis- 
eases take  their  previously  heavy  toll.  To- 
day the  3 major  causes  of  disability  and 
death  are  the  chronic  diseases,  mental  ill- 
nesses and  accidents.  While  the  successful 
treatment  of  these  conditions  requires  the 
individual  attention  of  a physician,  there 
are  far  too  few  of  them.  Authoritative 
voices  claim  the  number  of  medical  stu- 
dents graduated  annually  should  be 
doubled.  The  shortage  of  physicians  in  all 
specialties  places  a high  premium  on  their 
services.  In  fact,  a seller’s  market  exists, 
well  illustrated  by  the  recent  experience  of 
a prepaid  group  practice  unit  that  was  en- 
deavoring to  fill  a specialty  position  in  their 
clinic  and  two  nearby  hospitals.  The  phy- 
sician offered  the  job  was  just  completing 
his  residency;  he  stated  he  could  consider 
the  offer  only  if  paid  a net  annual  income 
of  $77,000  plus  ample  fringe  benefits! 

Just  as  there  is  a shortage  of  physicians 
so  there  is  a maldistribution.  There  are 
some  who  maintain  that  it  is  wasteful  to 
erect  highly  specialized  health  centers  that 
reach  and  advise  the  people  and  then,  at 
the  crucial  moment  when  patients  are  in 
need  of  some  treatment,  be  forced  to  dis- 
miss them  with  the  words:  go  and  see  your 
doctor — the  doctor  that  so  many  of  them  do 
not  have.  Or  when  he  is  available  his  care 
for  an  episode  of  illness  may  be  first  rate, 
but  the  demands  are  so  overwhelming  that 
his  capabilities  are  never  able  to  encompass 
more  than  episodic  therapy. 

There  are  other  problems  having  to  do 
with  the  cost  and  financing  of  medical  care 
which  seem  to  be  achieving  some  resolu- 
tion. There  is  now  so  much  conversation 
and  there  are  so  many  proposals  on  this 
subject  that  it  is  safe  to  conclude  we  are 
not  far  removed  from  a national  health 


program  which  hopefully  will  remove  the 
financial  barriers  and  provide  a planned  ap- 
proach to  comprehensive,  readily  accessible 
medical  care. 

Inextricably  intertwined  with  the  eco- 
nomics of  medical  care  is  the  thesis  that  the 
technology  of  medicine  has  outrun  its  social 
function.  I submit  that  the  main  task  of 
medicine  is  the  maintenance  of  health  by 
the  prevention  of  disease  and  disability.  No 
longer  can  we  concentrate  our  efforts  on 
scientific  research  and  assume  that  the  ap- 
plication of  results  will  automatically  occur. 
Medicine,  as  Virchow  stated  more  than  100 
years  ago,  is  a social  science5.  Today,  medi- 
cine must  be  concerned  with  the  promotion 
of  health  through  education,  the  provision 
of  beneficial  living  and  working  conditions 
and  the  development  of  adequate  programs 
for  rest  and  recreation.  The  second  concern 
is  the  prevention  of  disease  through  the 
application  of  traditional  measures  in  addi- 
tion to  protecting  those  with  special  physio- 
logic or  social  problems  such  as  mothers 
and  infants  as  well  as  workers  with  hazard- 
ous exposures.  When  prevention  fails,  the 
third  concern  is  the  provision  of  treatment 
adequate  for  the  restoration  of  health.  Fi- 
nally, there  is  the  rehabilitation  of  the  cured 
and  disabled  to  the  greatest  potential  of 
their  capabilities.  All  of  these  are  social 
functions  requiring  the  cooperative  inter- 
dependence of  a host  of  health  disciplines. 
Together  they  comprise  the  health  industry, 
the  major  direction  of  which  rests  with 
physicians.  Maladjustments  in  this  system 
usually  indicate  we  have  neglected  the 
sociology  of  medicine6. 

Coal  workers’  pneumoconiosis  is  a public 
health  problem  in  that  it  is  an  occupational 
disease  affecting  the  lives  of  large  numbers 
of  people  and  as  such  must  be  eradicated. 
In  the  United  States  today  it  has  been  con- 
servatively estimated  that  125,000  active 
and  former  coal  miners  have  some  radio- 
graphic  evidence  of  coal  workers’  pneumo- 
coniosis, and  that  of  this  number  nearly 
50,000  may  be  disabled  by  the  disease7. 
These  are  frightening  figures.  Even  more 
frightening  is  the  fact  that  physicians  are 
now  reporting  35-year-old  miners  with  in- 
cipient disability;  until  recently  such  cases 
rarely  were  found  among  men  younger 
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than  50  years  of  age.  This  development 
could  be  a prodromal  warning  of  an  epi- 
demic outbreak  of  coal  workers’  pneumo- 
coniosis reminiscent  of  the  silicosis  debacle 
at  Gauley  Bridge,  nearly  40  years  ago. 

Coal  workers’  pneumoconiosis  in  the  con- 
text of  my  earlier  presentation  is  also  a 
medical  problem.  While  the  diagnosis  and 
therapy  of  illness  requires  the  expertise  of 
a physician,  as  I indicated  the  prevention 
of  disease  also  requires  his  competency. 
Thus,  the  differentiation  between  preven- 
tive and  curative  medicine  is  artificial.  In 
the  absence  of  preventive  services  medical 
care  can  never  be  considered  comprehen- 
sive. Over  the  years  I have  encountered  a 
disturbing  lack  of  concern  among  many 
physicians  about  occupational  health  and  a 
frighteningly  cavalier  attitude  about  the 
prevention  of  occupational  illnesses  and  in- 
juries. Annually  14,000  to  15,000  men  and 
women  are  killed  on  the  job.  This  slaughter 
approximates  the  number  of  U.S.  troops 
killed  in  one  year  in  Vietnam.  Two  million 
more  workers  are  either  permanently  or 
totally  disabled,  and  7 million  lose  a day  or 
more  of  work  because  of  injuries  on  the 
job.  The  rate  of  injuries  per  million  man- 
hours worked  has  been  steadily  rising  dur- 
ing the  last  decade.  This  toll  is  attributed 
by  workers  to  the  lack  of  adequate  safe- 
guards and  the  generalized  speedup  occur- 
ring throughout  all  industries.  In  addition, 
a decline  in  real  earnings,  occasioned  by  the 
inflationary  spiral,  has  made  overtime  and 
moonlighting  essential.  The  resultant 
fatigue  slows  reflexes  and  workers  are  the 
victims. 

Disturbing  as  these  statistics  may  be,  they 
understate  the  actual  conditions.  There  is 
ample  reason  to  believe  that  the  figures  do 
not  begin  to  indicate  the  severity  of  the 
situation.  More  than  a decade  ago  a U.S. 
Department  of  Labor  official  charged  that 
all  those  concerned  with  the  collection  of 
these  figures  were  playing  a numbers  game 
which  constantly  dealt  the  worker  a “bum 
hand.”  In  the  intervening  12  years  nothing 
has  changed  except  the  worsening  of  con- 
ditions. 

The  statistics  on  occupational  injuries 
may  be  incomplete  but  they  are  more  ac- 
curate than  information  on  the  extent  and 


severity  of  occupational  illnesses.  For  ex- 
ample, we  are  ignorant  about  the  number 
of  workers  disabled  or  killed  by  exposure 
to  carbon  monoxide,  lead,  and  dynamite. 
More  than  half  the  illnesses  reported  are 
diseases  of  the  skin,  but  with  adequate  re- 
porting this  category  of  occupational  dis- 
eases would  become  far  less  significant. 

Although  the  precise  incidence  and  prev- 
alence of  the  pneumoconioses  is  unknown, 
knowledgeable  estimates  can  be  made  from 
a number  of  different  sources.  The  pro- 
tracted efforts  of  the  UMWA  and  the 
UMWA  Welfare  and  Retirement  Fund  to 
secure  medical  recognition  of  coal  workers’ 
pneumoconiosis  as  a clinical  entity  in  the 
United  States  is  an  outstanding  example  of 
the  problems  associated  with  occupational 
dust  diseases3’4’7’8.  In  1942,  British  investi- 
gators identified  the  long-known  clinical 
entity  called  miners’  asthma  as  “coal  work- 
ers’ pneumoconiosis”9.  The  following  year 
this  disease,  distinct  from  and  in  addition 
to  classic  silicosis,  became  compensable10. 
Coal  workers’  pneumoconiosis  can  be  de- 
fined as  the  tissue  response  to  prolonged 
retention  in  the  lungs  of  abnormal  amounts 
of  dust  derived  from  coal  mining  opera- 
tions; it  occurs  in  two  distinct  forms,  simple 
and  complicated11.  The  disease  is  reported 
to  have  characteristic  pulmonary  radiologic 
changes,  which  have  been  observed  in 
workers  exposed  to  hard  or  soft  coal  and 
some  other  carbon  dusts  both  in  Britain 
and  the  United  States12-16.  Pathologic 
studies  have  demonstrated  lesions  that  are 
reported  to  be  specifically  characteris- 
tic17-19. The  diagnosis  of  coal  workers’ 
pneumoconiosis  is  dependent  on  a work 
history  indicating  exposure  to  coal  mine 
dust  together  with  a characteristic  appear- 
ance of  the  chest  radiograph  and  appropri- 
ate pulmonary  function  studies. 

Despite  7 major  conferences  on  coal 
workers’  pneumoconiosis  this  disease  is  still 
not  well  known  nor  widely  recognized  in 
the  United  States.  There  are  many  reasons 
why  U.S.  physicians  have  been  reluctant  to 
accept  the  fact  that  coal  dust  is  a killer. 
Until  recently  little  has  appeared  in  medi- 
cal journals  of  this  country  on  this  disease, 
and  most  earlier  articles  were  reports  on 
British  research  and  surveys.  This  lack  of 
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concern  about  coal  workers’  pneumoconi- 
osis has  been  due,  in  part,  to  a belief  that 
conditions  reported  worldwide  could  not 
exist  in  the  United  States.  It  is  also  due  to 
the  mistaken  conviction  that  only  silica  and 
dust  containing  silica  are  injurious.  More- 
over, the  appellation,  “coal  workers’  pneu- 
moconiosis,” is  British  in  origin,  and  some 
confusion  exists  about  its  applicability  to 
the  U.S.  scene.  This  confusion  is  com- 
pounded by  a lack  of  precise  knowledge 
concerning  the  lethal  effects  of  coal  dust. 
Coal  dust  does  not  seem  to  be  a killer  until 
the  quantity  of  dust  in  the  lungs  is  so  great 
that  infection  or  infarction  occurs  and  a 
chronic  disease  of  obstruction  to  airways 
(bacterial  or  occupational  bronchitis)  is 
diagnosable.  A growing  body  of  evidence 
seems  to  indicate  that  pulmonary  impair- 
ment may  be  due  also  to  the  dense  deposi- 
tions of  dust  around  the  small  muscular 
pulmonary  arteries.  Then  there  are  the  at- 
titudes and  influence  of  employer-oriented 
physicians  who  avoid  facing  known  facts 
about  the  ravages  of  coal  dust  in  human 
lungs  because  to  do  otherwise  could  cost 
money. 

Recognition  of  coal  workers’  pneumoconi- 
osis by  the  U.S.  medical  profession  is  the 
first  order  of  business.  More  than  anything, 
right  now,  coal  miners  need  physicians  who, 
regardless  of  past  assumptions,  are  ade- 
quately trained  and  know  how  to  diagnose 
correctly  this  man-made  disease. 

The  urgency  of  this  situation  is  under- 
scored by  the  recent  enactment  of  the  Fed- 
eral Coal  Mine  Health  and  Safety  Act  of 
1969.  The  passage  of  this  Act,  as  with  all 
earlier  Federal  coal  mine  legislation,  was 
preceded  by  a mining  disaster.  On  Novem- 
ber 20,  1968  the  Nation  was  numbed  by  the 
sight  and  fury  of  the  sight  and  fury  of  the 
devastating  explosion  in  a coal  mine  at 
Farmington,  West  Virginia.  The  public  re- 
action to  this  needless  slaughter  of  78 
miners  was  immediate  and  violent.  Over- 
night an  outraged  clamor  for  corrective 
measures  became  a roaring  torrent  wiping 
out  the  longstanding  barriers  which  the 
solitary  importuning  of  the  miners  and 
their  Union  had  previously  been  unable  to 
tear  down.  A relentless  campaign  to  elimi- 
nate the  daily  toll  of  coal  mine  accidents 


soon  encompassed  the  equally  destructive 
hidden  losses  due  to  dust  diseases.  We  wit- 
nessed an  outstanding  victory  when  Presi- 
dent Nixon,  on  December  30,  signed  into 
law  the  Federal  Coal  Mine  Health  and 
Safety  Act  of  1969. 

This  new  Federal  Act  is  the  first  break- 
through in  the  Union’s  long  battle  to  con- 
trol and  eventually  eliminate  the  “black 
lung”  menace  from  the  coal  industry.  For 
the  first  time  a Federal  law  recognizes  an 
occupational  disease  and  provides  Federal 
funds  to  pay  some  remuneration  to  the 
victims  of  this  disease.  The  health  sections 
of  Public  Law  91-173  attack  coal  workers’ 
pneumoconiosis  from  three  directions:  de- 
tection, control  and  prevention.  Each  ap- 
proach goes  beyond  anything  Congress  had 
done  previously  regarding  an  occupational 
disease  in  a major  industry. 

Over  the  years  the  miners  and  their 
Union  have  seen  their  fellow  workers  suf- 
fering the  ravages  of  disability  and  death 
which  are  the  daily  penalties  paid  for 
allowing  conditions  to  prevail  which  pro- 
duce coal  workers’  pneumoconiosis.  At  last, 
they  have  secured  the  enactment  of  Federal 
legislation  essential  for  wiping  out  this 
man-made  plague.  They  will  be  highly  in- 
tolerant of  any  attempts  to  delay  or  sub- 
vert enforcement  and  compliance.  Amend- 
ments to  further  strengthen  the  Law  and 
include  other  occupational  diseases  occur- 
ring among  coal  miners  are  the  next  order 
of  business. 

Equally  significant  is  the  national  atten- 
tion focused  by  the  new  Federal  Law  on  the 
pollution  of  the  working  environment  of  a 
major  industry.  Much  has  been  written  and 
said  within  the  last  few  months  about  the 
pollution  of  the  air  and  water  and  the  need 
to  improve  the  quality  of  the  environment. 
Nothing  is  being  said,  however,  about  the 
pollution  and  contamination  of  the  work 
environment.  Yet,  this  is  where  the  worker 
spends  at  least  8 hours  each  day.  In  some 
industries  these  are  the  most  hazardous  8 
hours  endured  by  the  worker.  The  litany 
of  the  on-the-job  health  hazards,  particu- 
larly those  producing  the  pneumoconioses, 
is  too  well  known  to  need  recital.  Despite 
this  knowledge  there  is  a disturbing  lack  of 
concern  among  health  professionals  about 
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the  elimination  of  morbidity  and  mortality 
caused  by  a contaminated  work  place.  I 
would  hope  that  the  passage  of  the  new 
Federal  Coal  Mine  Health  and  Safety  Act 
would  stimulate  decisive  action  to  rid  all 
work  places  of  pollutants  and  health 
hazards. 

Until  this  is  achieved,  it  is  likely  that 
workers  in  other  industries  will  eventually 
benefit  from  this  new  Federal  effort  to  im- 
prove working  conditions.  While  the  Bureau 
of  Occupational  Safety  and  Health  and  the 
Bureau  of  Mines  share  appropriate  re- 
sponsibilities, it  is  significant  that  the  major 
authority  and  responsibility  for  Title  II  of 
Public  Law  91-173  has  been  delegated  to  the 
U.S.  Public  Health  Service.  The  new  Act, 
while  concerned  solely  with  protecting  the 
health  and  safety  of  the  nation’s  coal  miners, 
should  so  strengthen  the  program  and  di- 
rection of  the  Bureau  of  Occupational 
Safety  and  Health  that  it  may  soon  be  re- 
quired to  take  similar  measures  for  the  pro- 
tection of  the  on-the-job  health  of  all  work- 
ers. This  law  is  the  answer  to  those  who 
through  ignorance,  apathy,  willfulness  or  a 
total  lack  of  comprehension  of  the  impor- 
tant role  of  occupational  health  have  sys- 
tematically sought  to  decimate  this  essential 
public  health  program.  I am  confident  the 
United  Mine  Workers  of  America  will  be 
joined  by  all  of  organized  labor  to  expose 
and  thwart  any  such  moves  in  the  future.  I 
would  urge  that  the  Federal  Coal  Mine 
Health  and  Safety  Act  of  1969  be  considered 
a portent  of  the  future  and  action  be  taken 
to  strengthen  and  expand  its  impact. 

Occupational  health  and  safety  represent 
the  labor  frontier  of  the  new  decade  just  as 
the  right  to  organize  and  bargain  collec- 
tively represented  the  labor  frontier  of  an 
earlier  period.  Recent  legislative  action  by 
all  segments  of  organized  labor  indicates 
they  recognize  the  need  to  unite  on  this 
issue  of  the  right  of  men  and  women  to 
work  in  safe  and  healthy  surroundings. 
Labor  unions  also  recognize  the  need  to 
join  forces  with  other  organizations  dedi- 
cated to  the  cause  of  occupational  health 
and  safety.  An  amalgam  of  all  interested 
groups  could  effectively  focus  national  at- 
tention on  the  need  to  stop  the  economic 
losses  and  waste  of  human  life  caused  by 


occupational  illness  and  injury.  As  noted 
recently  by  a labor  leader,  this  can  be 
achieved  by  the  formation  of  a permanent, 
well-financed  organization — The  National 
Committee  for  Occupational  Health  and 
Safety20. 

This  challenge  to  move  forward  on  a 
broad  front  to  rid  the  work  place  of  its 
contamination  is  in  the  best  tradition  of 
organized  labor.  It  is  also  in  the  best  tradi- 
tion of  medicine  as  a social  science. 

1437  K Street,  N.W. 
Washington,  D.C. 
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just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


Vlice  Place  to  §et  Well 


Medicenter  of  America  / Jackson  • Nashville  • Memphis,  Tennessee 


RESUME  OF  TMA  BOARD  ACTIONS 


TRUSTEES  MAKE  POLICY  DECISIONS  IN  MEETING  ON  OCTOBER  11  . . .The  TMA 
Board  of  Trustees,  at  its  Fourth  Quarter  Meeting  in  Nashville  on 
October  11,  acted  upon  a record  amount  of  business  . • • One  principal 
matter  included  TMA's  liability  and  malpractice  insurance  plan  and  the 
Chairman  of  the  committee  reported  that  it  was  working  satisfactorily 
• . • It  was  stated  that  two-thirds  of  TMA's  members  are  insured  under 
the  plan  and  premiums  were  among  the  lowest  in  the  U.S.  The  Board  gave 
its  formal  support  to  the  Committee  on  Group  Insurance  for  the  programs 
that  they  are  undertaking  to  develop  and  improve. 

* # # * # 

GUIDELINES  FOR  PEER  REVIEW  COMMITTEES  ...  The  Board  was  presented  with 
guidelines  for  Peer  Review  Committees  on  the  state  and  county  level,  as 
recommended  by  the  TMA  Committee  on  Peer  Review.  Peer  Review  is  one  of 
the  most  important  issues  in  the  federal  government  health  legislation 
today  and  laws  are  now  being  studied  and  enacted  that  include  peer 
review  mechanisms  on  the  national  level.  The  guidelines  proposed  are  in 
keeping  with  the  resolution  introduced  last  April  in  the  House  of 
Delegates  to  establish  peer  review  committees  in  the  state  . • . The 
Board  took  two  major  actions,  (1)  approved  the  proposed  guidelines  for 
TMA  and  component  county  medical  societies,  and  (2)  adopted  a motion 
that  if  and  when  peer  review  organizations,  either  PRO  or  PSRO  become 
law,  that  TMA  move  immediately  to  become  a peer  review  organization. 

Both  actions  were  adopted  and  the  pter  review  guidelines  have  been 
distributed  to  county  medical  societie?  throughout  the  state. 

J(C  i'fi  :jC 

REPORT  OF  COMMISSION  ON  HIGHER  EDUCATION  ...  The  Board  heard  a 
lengthy  presentation  by  two  representatives  of  the  Tennessee  Higher 
Education  Commission  staff.  Also,  a member  of  the  Commission,  Dr. 

Roland  H.  Myers,  Memphis,  participated  in  the  presentation.  The  respon- 
sibility of  the  study  commission  was  outlined.  It  was  reported  that  60% 
of  physicians  practicing  in  Tennessee  received  their  medical  education 
in  Tennessee  . . . That  only  nine  states  educate  more  physicians  than 
does  Tennessee  . • • That  Tennessee  is  the  leading  state  in  the 
southeastern  area  of  the  nation  in  the  number  of  medical  graduates  . . • 
It  was  also  stated  that  Tennessee  is  able  to  keep  only  30%  of  the 
number  graduated  from  Tennessee  medical  schools,  and  70%  leave  Tennessee 
to  practice  elsewhere.  It  was  stressed  that  Tennessee  needs  to  retain 
more  of  the  graduates  that  it  educates  to  practice  in  the  state,  and  a 
better  distribution  of  physicians  is  badly  needed.  The  Commission 
representatives  reported  on  the  financing  mechanism  for  the  proposed 
program  ...  The  Board  unanimously  endorsed  the  Commission's  approach 
to  the  study,  and  the  recommendations  and  conclusions,  and  approves  the 
Commission's  continued  efforts  in  this  endeavor. 


JOURNAL  EDITOR  ANNOUNCES  RESIGNATION  ...  The  Board  accepted  a letter 
from  Dr,  R.  H.  Kampmeier,  Editor  of  the  TMA  Journal,  who  has  occupied 
this  position  since  1950.  Dr.  Kampmeier ' s resignation  will  be  effective 
at  the  close  of  1971,  He  urged  the  Board  to  select  an  Editor  so  that  a 
smooth  transition  of  the  Editorship  could  be  realized  prior  to  his 
retirement.  The  Board  of  Trustees  referred  the  matter  to  the  Committee 
on  Publications  for  the  purpose  of  studying  and  considering  the  recom- 
mendations made  by  Dr.  Kampmeier,  and  report  to  the  Board  in  January, 
1971. 

. . . • . 

* * * * * 

STUDENT  EDUCATION  FUND  • . , The  Board  heard  an  appeal  from  the  Chair- 
man of  the  Board  of  Directors  of  the  TMA  Student  Education  Fund  for 
sufficient  funds  to  continue  making  loans  to  approved  medical  students. 
The  Chairman  was  accompanied  by  the  Secretary-Treasurer  of  TMA-SEF  . . . 
The  TMA  Board  was  asked  to  (1)  give  thought  to  how  best  succeed  in 
raising  additional  funds,  (2)  re-evaluate  and  reconsider  previous  re- 
quests for  funds,  (3)  determine  steps  to  try  and  obtain  part  of  the 
annual  contribution  from  Tennessee  to  the  AMA  Education  and  Research 
Foundation,  and  to  see  if  some  funds  could  be  channeled  in  to  the 
Student  Education  Fund  in  Tennessee,  Spokesmen  for  TMA-SEF  appealed  for 
a $10,000  a year  ongoing  budget.  • . The  Board  considered  these  matters 
in  detail  and  agreed  to  consider  on  a year-to-year  basis  what  funds 
could  be  allocated  to  the  Student  Education  Fund.  $10,000  was  approved 
to  be  included  in  the  1971  budget  for  student  loans. 

>$C  >}c  *§* 

HIGHLIGHTS  OF  OTHER  ACTIONS  . . . Other  items  of  business  transacted 
included:  A lengthy  report  from  Dr,  Nesbitt,  TMA  President,  concerning 
the  continuing  education  program.  It  was  the  Trustee’s  action  that  TMA 
should  exert  every  effort  to  make  the  continuing  education  program 
planned  for  operation  by  TMA  to  work  at  its  highest  efficiency  and 
exert  the  leadership  necessary  to  reach  this  end  . • • Approved  a 
report  from  the  TMA  President  concerning  a health  care  conference  to  be 
held  early  in  1971  for  the  purpose  of  additional  input  into  the  General 
Assembly  regarding  health  matters  . • . Selected  dates  of  August  5-20, 
1971  as  the  schedule  for  TMA's  first  sponsored  charter  flight  to  the 
Orient.  Complete  information  will  be  forwarded  to  all  members  . • . 
Approved  action  requesting  TMA  Legislative  Committee  to  conduct  a study 
on  formation  of  State  Eugenics  Board  • . . Heard  a report  on  the 
program  and  format  of  the  1971  Annual  Meeting  . • . Appearing  on  the 
Annual  Meeting  program  will  be  AMA's  President-Elect,  Dr.  Wes  Hall  of 
Reno,  Nevada,  and  Dr,  Max  Rafferty,  Superintendent  of  Public  Education 
in  the  State  of  California  . . . Considered  location  for  the  1974 
Annual  Meeting  with  the  hope  that  it  could  be  held  in  Nashville  • . . 

$ $ * $ * 

Recommended  that  Tennessee  Council  on  Aging  be  discontinued  • . . 
Approved  recommendation  to  request  all  county  medical  societies  to 
invite  Officers  or  Board  members  to  visit  a society  meeting  for  the 
purpose  of  closer  and  more  effective  communication  . • . Appointed  Dr, 
William  0.  Murray,  Dyersburg,  as  Vice-President  from  West  Tennessee 
to  serve  unexpired  term  of  Dr,  Kelley  Avery  • . . Appointed  Dr.  Richard 
Ownbey,  Nashville,  to  serve  as  the  Fifth  District  Representative  on  the 
IMPACT  Board  of  Directors  . . • Set  the  amount  of  rental  to  be  paid  by 
the  Nashville  Academy  of  Medicine  for  space  occupied  in  TMA’s  building 
• . , Heard  a progress  report  from  the  Executive  Director  on  the  TMA 
building  construction  • . • Approved  the  Third  Quarter  Financial 
Statement,  and  adopted  budget  as  revised  by  the  Board  for  1971, 


Communications 

Legislation 


Hadley  Williams,  Assisfanf  Execufive  Direcfor 

IMPACT  REPORTS  ELECTION  RESULTS  . . . Independent  Medicine's  Political 
Action  Committee— Tennessee  reports  that  the  committee  was  involved  in 
more  political  campaigns  last  month  than  at  any  time  since  the  committee 
was  formed  in  1962.  Of  major  significance  is  the  fact  that  76  percent 
of  the  candidates  supported  by  IMPACT  were  elected,  IMPACT  support  was 
extended  to  candidates  in  Statewide  races.  District  Congressional  races 
and  campaigns  for  Senate  and  House  seats  in  the  Tennessee  General  As- 
sembly. Nineteen  Republicans  and  thirteen  Democrats  were  given 
assistance  in  their  successful  bids  for  public  office,  reflecting  the 
bi-partisan  policy  of  the  committee.  The  united  efforts  by  IMPACT  to 
elect  concerned,  capable  and  responsive  individuals  to  public  office 
in  1970  was  due  to  the  dedication  of  the  committee's  Board  of 
Directors.  With  the  1971  dues  campaign  getting  underway  next  month, 

TMA  members  should  be  familiar  with  their  own  district  IMPACT  Board 
member  as  well  as  responsive  to  their  call  for  the  voluntary  annual 
dues  contribution.  Board  members  are:  Alvin  S.  Crawford,  M.D.,  Bristol 
(1st  District);  Harold  L.  Neuenschwander , M.D.,  Knoxville  (2nd 
District);  David  H.  Turner,  M.D.,  Chattanooga  (3rd  District);  Stephen 
T.  Farr,  M.D.,  Cookeville  (4th  District);  I.  A.  Nelson,  M.D., 

Nashville,  Chairman  (5th  District);  George  R.  Mayfield,  M.D.,  Columbia 
(6th  District)  ; 0.  M.  McCallum,  M.D.,  Henderson  (7th  District)  ; Edward 
H.  Welles,  Jr.,  M.D.,  Dresden  (-8th  District);  John  B.  Dorian,  M.D., 
Memphis  (9th  District)  and  Mrs.  Richard  C.  Sexton  of  Knoxville 
representing  the  Woman's  Auxiliary. 

DENTISTS  FORM  POLITICAL  ACTION  COMMITTEE  ...  The  American  Dental 
Association  has  formed  a political  action  committee  with  Dr.  John  B. 
Wilson  of  San  Marino,  California  as  chairman.  Organized  two  years  ago, 
ADPAC  has  moved  slowly  trying  to  avoid  duplicating  mistakes  of  other 
political  action  committees  representing  professional  groups  but  plans 
to  become  a vital  force  in  the  1972  elections.  BIPAC  (Business  and 
Industry  Political  Action  Committee),  AMPAC  (American  Medicine's 
Political  Action  Committee),  and  labor's  COPE  (Committee  on  Political 
Education)  are  similar  organizations. 

* * $ * # 

LEGISLATION  WOULD  ENABLE  STATE  TO  SET  HOSPITAL  RATES  ...  The 

California  Hospital  Association  will  ask  that  a state  agency  be 
established  to  prescribe  accounting  methods  for  that  state's  560 
hospitals  and  require  public  reporting  of  finances.  The  agency  would 
in  turn  establish  each  hospital's  rate  by  regulation.  Even  though  many 
California  hospitals  are  opposed,  CHA  says  they've  been  forced  into  it 
by  climate  of  public  opinion  over  rising  hospital  costs  and  by 
threatening  legislation.  CHA's  outgoing  president  stated  that  a clear 
and  unmistakable  public  disenchantment  with  hospital  costs  and  the 
industry's  inability  to  do  anything  about  their  inflationary  accelera- 
tion. Legislation  to  set  up  the  public  agency  will  be  introduced  in  the 


1971  California  legislature.  New  York  recently  adopted  legislation 
giving  the  Commissioner  of  Health  rate-making  authority  over  hospitals. 
The  California  proposal  would  give  the  state's  Health  Planning  Council 
the  authority. 

TENNESSEE  HOSPITAL  ASSOCIATION  ELECTS  NEW  OFFICERS  . . . Frank  J. 

Meisamer,  Administrator  of  Blount  Memorial  Hospital  in  Maryville,  v.as 
elected  President  of  the  Tennessee  Hospital  Association  during  the 
association's  October  annual  meeting  in  Chattanooga.  Robert  Morris, 
Administrator  of  Madison  Hospital  in  Nashville,  was  named  President- 
Elect.  Named  to  the  THA  Board  of  Directors  were  Jack  Blackman, 
Administrator  of  Giles  County  Hospital,  John  Miles,  Assistant  Adminis- 
trator of  Vanderbilt  Hospital  and  Fred  Winsor,  Administrator  of  Fort 
Sanders  Presbyterian  Hospital  in  Knoxville. 

$ $ $ & $ 

EACH  MEMBER  OF  CONGRESS  COSTS  $335,000  . . . The  U.S.  Chamber  of 
Commerce  reports  that  taxpayers  pay  an  average  of  $335,000  a year  for 
every  member  of  Congress.  This  is  20%  more  than  we  paid  in  1968.  Even 
though  legislators'  salaries  were  raised  to  $42,500  in  1969,  they  account 
for  only  15%  of  the  $179  million  needed  to  run  Congress.  Most  of  the 
cost  goes  for  items  such  as  high  staff  pay  and  office  expenses. 

PROBLEMS  INCREASE  FOR  BRITAIN'S  NATIONAL  HEALTH  SERVICE  ...  As  pressure 
mounts  in  the  United  States  for  some  form  of  national  health  insurance, 
problems  keep  increasing  for  Britain's  23-year-old  National  Health 
Service  with  the  principal  concern  being  rising  costs.  Financed  mainly 
by  direct  taxation,  NHS  is  expected  to  cost  $4.2  billion  this  year,  up 
from  $1.1  billion  in  1950.  NHS  accounts  for  more  than  10%  of  all  of 
Britain's  public  expenditure.  Some  23,000  GPs  practice  under  the  plan 
and  they  average  2,300  patients  each.  A pretax  income  of  $11,500  can 
be  earned  by  a GP  with  2,800  patients  with  taking  on  more  patients,  the 
only  way  to  improve  the  total.  The  current  average  visit  to  a GP  under 
NHS  lasts  6%  minutes  while  in  U.S.  the  average  is  15  to  18  minutes  per 
visit.  The  hurried,  uninspired  health  care  with  poor  working  conditions 
reduces  the  doctor-patient  relationship  to  its  lowest  common  denominator 
and  many  leave  to  practice  elsewhere.  It  is  expected  that  450  MDs  will 
leave  Britain  this  year. 

# * # if  * 

HEALTH  PROPOSALS  BEING  SUGGESTED  IN  WASHINGTON  ...  In  an  effort  to 
counter  the  controversial  and  expensive  national  health  insurance 
proposals  now  flooding  Congress,  the  Administration  is  working  on  some 
plans  of  their  own.  Being  considered  are  loans  to  MD  groups  to  build 
group  practice  medical  centers;  government  sponsored  catastrophic 
medical  insurance  ; increased  grants  to  medical  schools  ; using  Public 
Health  Service  commissioned  MDs  to  provide  medical  care  in  slum  and 
isolated  rural  areas  ; and  increasing  government  preventive  medicine 
programs.  Some  of  the  suggestions  are  before  Congress  now  and  more  can 
be  expected  when  the  new  Congress  convenes  in  1971. 

# * * * $ 

HEALTH  CAREERS  FIESTA  BIG  SUCCESS  . . . The  2nd  Middle  Tennessee  Health 
Careers  Fiesta  was  held  at  100  Oaks  Shopping  Center  in  Nashville, 
November  6-7,  with  an  estimated  13,000  young  people  attending.  Exhibits 
on  some  forty  distinct  professional  areas  and  more  than  200  separate  job 
classifications  were  covered.  Television  star  Ray  Stevens  served  as 
honorary  chairman  of  the  event  which  served  to  give  students  a chance 
to  discover  first  hand  information  about  the  world  of  health.  More  than 
100,000  promotion  kits  were  distributed  to  schools  in  33  Middle 
Tennessee  counties.  The  Nashville  Academy  of  Medicine  was  a co-sponsor. 
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Continuing  Medical  Education 

Medicine  is  an  imperfect  science  at  best.  Although  we  receive 
as  students  the  finest  medical  training  available  in  the  world,  ten 
years  after  our  departure  from  medical  school  the  educational 
material  we  have  learned  is  obsolete.  The  rapid  advances  in 
medical  technology  today  make  it  virtually  impossible  for  those  of 
us  in  practice  to  keep  abreast  of  medical  advances  on  all  fronts. 

Paradoxically,  however,  a brief  period  of  time  in  the  practice  of 
medicine  teaches  the  neophyte  rather  rapidly  that  90%  of  the 
people  who  seek  a physician’s  services  are  in  greater  need  of  com- 
passion, reassurance,  understanding  and  friendship  than  specific 
medical  treatment  for  organic  disease.  One’s  medical  education, 
therefore,  becomes  applicable  as  an  applied  science  to  only  about  10%  of  one’s  patients 
— after  ruling  out  physical  illness.  Despite  the  accusations  of  our  many  critics  among 
the  social-reformers,  government  planners,  labor,  and  the  news  media,  the  allopathic 
school  of  medicine  (M.D.)  is  basically  a disease-oriented  science  and  not  one  primarily 
directed  toward  prevention  of  illness  or  public  health  or  solving  the  social  ills  of  a na- 
tion. Yet  many  of  our  critics  expect  us  to  be  all  things  to  all  people. 

As  this  attitude  has  been  promoted  by  our  adversaries,  they  have  simultaneously 
sought  to  tarnish  our  image  by  charging  incompetence  and  citing  meaningless  statistics 
that  have  no  basis  for  comparison.  Such  tactics,  however,  have  found  friendly  ears 
among  government  officials  who  righteously  proclaim  their  obligation  to  see  that  tax 
funds  are  properly  spent,  and  that  the  government  is  receiving  quality  medicine  for  its 
money.  As  distasteful  as  this  fact  becomes  in  its  various  applications,  it  will  nonethe- 
less require  us  as  an  honorable  profession  to  accept  such  a challenge  to  our  ethics  and 
morals,  and  prove  to  the  public  and  our  critics  that  we  are  capable  of  keeping  our  “house 
in  order”.  In  so  doing,  we  will  be  providing  the  proof  of  our  claims  that  American  Med- 
icine is  today  the  finest  available  in  the  world. 

For  this  to  occur  we  must  each  assume  a personal  obligation  to  do  two  things.  First, 
regardless  of  our  field  of  interest  and  assumed  degree  of  proficiency,  it  is  imperative 
to  invlove  ourselves  individually  in  a long-term  program  of  continuing  our  own  medical 
education.  The  most  practical  such  method  at  this  moment  is  the  AMA’s  Recognition 
Award  program.  To  help  every  Tennessee  physician  initiate  such  an  activity,  TMA  is 
planning  to  embark  on  an  ambitious  program  of  CME  (Continuing  Medical  Education) 
for  its  members,  in  a leadership  role  of  coordination  and  stimulation  in  the  medical 
schools  of  our  state,  and  the  Regional  Medical  Programs  operating  in  Tennessee.  I would 
urge  each  of  you  to  begin  your  own  personal  involvement  in  this  field. 

Secondly,  we  must  be  willing  to  subject  our  own  medical  decisions  and  care  (and 
those  of  our  colleagues)  to  ever  closer  scrutiny  than  we  have  been  doing  through  our 
hospital  and  medical  society  committee  structure — which  will  now  become  known  as 
Peer  Review.  As  we  cooperatively  bend  our  energies  in  these  directions,  we  will  find 
1971  a better  year  for  all  of  medicine. 

Merry  Christmas  and  a Happy  New  Year  to  each  of  you! 


Tom  E.  Nesbitt 


Sincerely, 


M.D. 


President 
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EDITORIAL 


ACTIONS  OF  TMA  IN  CONTINUING 
EDUCATION 

Two  years  ago  this  month,  this  page  car- 
ried the  announcement  of  a renewed  in- 
terest within  organized  medicine  in  the 
field  of  continuing  education.  This  came 
about  following  recognition  by  the  AMA 
that  recertification  for  the  continued  prac- 
tice of  medicine  would  become  a reality 
some  day.  The  National  Advisory  Commis- 
sion on  Health  Manpower  had  directed  at- 
tention to  the  need  for  continuing  education 
in  the  maintenance  of  quality  health  care 
for  the  people  of  this  country.  This  Com- 
mission had  suggested  that  recertification 
might  be  attained  by  action  of  one’s  peers 
rather  than  relicensure  by  a governmental 
agency.  Preceding  the  Editorial,  a Confer- 
ence had  been  held  by  AMA  for  representa- 
tives of  the  state  medical  associations  to 
stimulate  action  in  state  associations,  to 


hear  from  a few  which  had  already  been 
committed  for  a time  to  such  an  endeavor, 
and  to  explore  means  and  techniques  in 
continuing  education. 

The  TMA  Committee  on  Continuing  Edu- 
cation became  active  thereafter  in  organiz- 
ing and  initiating  a program  for  Tennessee, 
gaining  approval  by  the  TMA  House  of 
Delegates  in  1969  for  its  implementation. 
Since  then  the  TMA  Committee  has  di- 
rected its  attention  to  the  development  of 
programs  of  continuing  education  involving 
the  participation  of  doctors  in  a variety  of 
activities  based  upon  certain  of  the  com- 
munity hospitals  within  the  state.  The  phi- 
losophy of  this  program  has  been  the  well 
established  principle  that  the  best  form  of 
continuing  education  is  through  self  educa- 
tion by  participation  in  activities  designed 
to  extend  knowledge  and  skills. 

An  Editorial  in  February  1969,  explored 
motivation  for  continuing  education  and 
touched  upon  the  potential  of  coercion  by 
government,  but  pointed  to  the  preference 
of  recertification  by  peer  action.  By  this 
time  California  and  Oregon  already  had 
embarked  upon  exploratory  moves  where- 
by membership  in  their  state  associations 
might  depend  upon  evidence  of  continuing 
education,  an  adaptation  of  the  policies  in 
this  regard  of  the  American  Academy  of 
General  Practice. 

The  AMA  took  a definitive  stand  in  this 
whole  area  by  the  establishment  of  a Rec- 
ognition Award  for  Continuing  Education 
during  1969  and  issued  over  five  thousand 
such  among  the  more  than  nine  thousand 
applicants,  most  of  them  hospital  residents 
in  one  of  the  several  disciplines.  All  mem- 
bers of  the  profession  received  application 
forms  for  such  in  the  early  fall  of  last  year. 
An  Editional  in  September  1969,  recognized 
this  step  hoping  to  stimulate  members  of 
TMA  to  enroll  for  this  Award. 

The  TMA  Committee  on  Continuing  Edu- 
cation, recognizing  that  credit  for  the  AMA 
Award  did  not  by  definition  include  time 
devoted  to  continuing  education  in  the 
“home”  community  hospital,  approached 
the  Council  on  Medical  Education  and  Hos- 
pitals of  the  AMA  to  resolve  this  impasse. 
In  answer,  it  was  suggested  that  community 
hospitals  apply  for  accreditation  on  an  ex- 
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ploratory  basis  to  learn  what  might  be  ac- 
complished. Thereupon,  the  TMA  urged  cer- 
tain non-urban  hospitals  to  become  involved 
in  this  exploration  (See  Editorial  in  TMAJ, 
March  1970) . Since  credit  toward  the  AMA 
Award  will  be  acceptable  from  any  hos- 
pital listed  by  the  AMA  Department  of 
Continuing  Medical  Education,  the  profes- 
sion should  be  proud  that  Tennessee  is  one 
of  few  states  having  smaller  community 
hospitals  accredited  by  the  publication  of 
their  courses  in  the  JAMA  of  August  3, 
1970.  Here  the  reader  will  find  listed  courses 
for  the  Bristol  Memorial  Hospital,  the 
Montgomery  County  Medical  Society,  and 
the  Clarksville  Memorial  Hospital,  the 
Bradley  County  Hospital  (Cleveland) , the 
Rhea  County  Hospital  (Dayton) , the 
Woods  Memorial  Hospital  (Etowah) , Jack- 
son-Madison  County  General  Hospital, 
Holston  Valley  Community  Hospital 
(Kingsport),  Blount  Memorial  Hospital 
and  Blount  County  Medical  Society,  (Mary- 
ville) Warren  County  General  Hospital 
and  Warren  County  Medical  Society  (Mc- 
Minnville) , and  the  South  Pittsburgh  Hos- 
pital. (The  RMP  has  had  a hand  in  the  de- 
velopment of  programs  of  continuing  edu- 
cation in  some  of  the  urban  hospitals  as  in 
Chattanooga  and  Knoxville  especially.) 

The  TMA  Committee  first  approached  the 
Regional  Medical  Program  in  January  1969 
to  explore  in  what  fashion  it  could  cooper- 
ate with  TMA  in  its  program  of  continuing 
education.  The  Committee’s  Resolution  as 
passed  by  the  House  of  Delegates  in  April 
1969  then  read: 

“RESOLVED,  that  the  development  of  such  a 
program  this  Committee  will  have  as  its  func- 
tion to  act  as  a liaison  and  catalyst  to  local 
medical  societies  and  the  medical  staffs  of  com- 
munity hospitals.  The  Committee  will  seek  the 
cooperation  of  the  Regional  Medical  Programs 
to  assist  it  in  the  promotion  of  the  continuing 
education  program.” 

The  new  Chairman  of  the  TMA  Commit- 
tee, Dr.  John  B.  Thomison,  of  Nashville, 
and  your  President,  Dr.  Tom  E.  Nesbitt,  are 
in  active  communication  with  the  Mid- 
South  Regional  Medical  Program  at  Nash- 
ville and  the  Regional  Medical  Program, 
Memphis,  in  seeking  ways  and  means  of 
integrating  and  correlating  the  interests  of 
organized  medicine  and  of  the  Regional 


Medical  Programs.  The  readers  will  be  kept 
informed  of  the  progress  of  these  activities. 

This  Editorial  has  as  one  of  its  purposes, 
that  of  informing  Tennessee’s  profession  of 
the  ongoing  history  and  progress  of  that 
most  important  facet  of  its  professional  life 
— continuing  education.  In  addition,  it  has 
the  purpose  of  stimulating  the  members  to 
take  advantage  of  documenting  their  con- 
tinuing education.  All  of  us  have  received 
within  recent  weeks  application  for  the 
1970  AMA  Physicians  Recognition  Award. 
(To  date  17,000  applications  have  been  re- 
ceived; of  these  14,000  applicants  were 
found  to  have  met  the  requirements  and 
have  received  the  Award.) 

It  remains  the  hope  of  the  medical  pro- 
fession that  recertification  for  continuing 
education  will  remain  in  its  hands  as  pro- 
posed to  date.  Thus,  the  state  associations 
of  Oregon  and  Pennsylvania  have  taken 
action  which  may  lead  to  evidence  of  con- 
tinuing education  for  membership.  Spe- 
cialty societies  have  or  are  developing  self 
assessment  examinations.  (The  American 
College  of  Physicians  which  initiated  this 
approach  3 years  ago  is  currently  offering 
its  second  periodic  examination.)  Specialty 
Boards  of  Certification  are  exploring  peri- 
odic recertification  and  some  undoubtedly 
will  offer  such  to  those  who  have  been 
certified.  The  American  Board  of  Family 
Practice  has  written  into  its  policy,  re- 
certification at  a future  date.  The  documen- 
tation of  continuing  education  should  re- 
main in  the  hands  of  one’s  peers.  The  Fed- 
eral Government  has  to  date  given  the  pro- 
fession free  rein  to  develop  what  it  may  in 
the  area  of  recertification.  When  a national 
health  insurance  plan  has  evolved,  which  it 
will  within  5 years  or  so,  the  means  will  be 
at  hand  to  police  quality  of  medical  care. 
If  the  medical  profession  were  to  develop 
an  effective  method  of  self  policing,  it  might 
keep  government  out  of  the  “doctor’s  hair” 
in  this  regard  at  least.  It  is  reassuring  that 
here  bureaucrats  sometimes  have  the  sense 
to  stay  outside  the  field  of  purely  profes- 
sional matters.  For  example,  insofar  as  the 
Editor  knows,  the  prerogatives  of  licensure 
and  certification  of  specialized  competence 
has  been  left  untouched  in  England  in  the 
hands  of  the  several  Royal  Colleges  even 
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though  in  the  two  decades  of  the  National 
Health  Service  it  has  controlled  hospitals 
and  the  delivery  of  medical  care. 

It  behooves  all  physicians  to  join  hands 
in  keeping  recertification  within  the  medi- 
cal profession  and  for  policing  its  own 
competence.  Have  you  applied  for  the 
AMA  Award?  Have  you  found  that  you 
can  get  credit  for  taking  part  in  the  pro- 
grams of  hospitals  30  or  40  miles  distant 
from  your  office?  Have  you  searched  the 
JAMA  of  August  3,  for  what  is  available 
to  you  in  Tennessee? 

R.H.K. 


IN  MEMORIAM 


McCleave,  Benjamin  F.,  Memphis.  Died  Oc- 
tober 14,  1970,  Age  82.  Graduate  of  the  Univer- 
sity of  West  Tennessee  School  of  Medicine,  1914. 
Member  of  the  Shelby  County  Medical  Society. 

Kimbrough,  Robert  Cook,  Madisonville.  Died 
October  18,  1970.  Age  85.  Graduate  of  the  Uni- 
versity of  Nashville  School  of  Medicine,  1908. 
Member  of  the  Monroe  County  Medical  Society. 

Tilley,  W.  Kenneth,  Lebanon.  Died  October  21, 
1970,  Age  61.  Graduate  of  The  University  of 
Tennessee  School  of  Medicine,  1935.  Member  of 
the  Wilson  County  Medical  Society. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


New  Members 

The  Journal  takes  the  opportunity  to  welcome 
these  new  Tennessee  Medical  Association  mem- 
bers. 

CHATTANOOGA-HAMILTON  COUNTY  MEDI- 
CAL SOCIETY 

Peggy  J.  Howard,  M.D.,  Chattanooga 

CONSOLIDATED  COUNTY  MEDICAL 
SOCIETY 

James  T.  Craig,  Jr.,  M.D.,  Jackson 
John  A.  Kendall,  M.D.,  Jackson 


DAVIDSON  COUNTY  MEDICAL  SOCIETY 

W.  Barton  Campbell,  M.D.,  Nashville 
Joseph  H.  Fishbein,  M.D.,  Nashville 
Daniel  C.  Geddie,  M.D.,  Nashville 
Aubrey  F.  Haynes,  M.D.,  Madison 
Charles  E.  McGruder,  M.D.,  Nashville 
Pedro  J.  Perales,  M.D.,  Nashville 
John  T.  Wilson,  M.D.,  Nashville 

SULLIVAN- JOHNSON  COUNTY  MEDICAL 

SOCIETY 

Jan  Dewitt,  M.D.,  Bristol 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  of  Medicine  fea- 
tured outstanding  speakers  for  its  depart- 
mentalized Continuing  Education  Program 
in  November.  This  program,  held  monthly 
following  the  Academy’s  business  meeting, 
has  been  an  eminent  success  since  it  was 
initiated  recently. 

Dr.  Robert  M.  Allman,  from  the  American 
Registry  of  Pathology  in  Washington,  D.C., 
spoke  on  “The  Role  of  the  Radiologist  in 
the  Evaluation  of  Bone  Diseases”  before  the 
section  of  Radiology,  Pediatrics  and  Ortho- 
pedics. On  the  medicine  and  surgery  pro- 
gram, Drs.  Dan  Copeland  and  A.  L. 
Cummins,  both  from  the  University  of  Ten- 
nessee Medical  School  in  Memphis,  dis- 
cussed “Surgery  and  Cardiacs.”  Drs. 
George  Gee,  Robert  Gentry,  and  Ken 
Carpenter  spoke  on  the  subject  of  “Con- 
fidentiality” at  the  psychiatry  section. 

Roane-Anderson  County 
Medical  Society 

Dr.  Edward  P.  Woodward,  professor  and 
head  of  the  Department  of  Surgery  at  the 
University  of  Florida  School  of  Medicine  in 
Gainesville,  delivered  the  Dwight  Clark 
Memorial  Lecture  before  the  Roane-Ander- 
son County  Medical  Society  in  October.  The 
meeting  included  a social  hour  and  dinner 
preceding  the  lecture  and  was  held  at  the 
Holiday  Inn  in  Oak  Ridge. 


NATIONAL  NEWS 


The  Month  In  Washington 
(From  Washington  Office,  AMA) 

The  American  Medical  Association  chal- 
lenged charges  of  widespread  tax  cheating 
by  physicians  and  renewed  its  offer  to  co- 
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operate  with  the  government  in  cracking 
down  on  dishonest  doctors. 

In  letters  to  Sen.  Russell  B.  Long  (D., 
La.) , chairman  of  the  Senate  Finance  Com- 
mittee, Walter  C.  Bornemeier,  M.D.,  presi- 
dent of  the  AMA,  answered  the  tax- 
cheating charges  and  Ernest  B.  Howard, 
M.D.,  executive  vice  president  of  the  AMA, 
renewed  the  offer  of  cooperation.  But 
Howard  also  said  that  mandatory  reporting 
of  unassigned  fees  by  insurance  agencies 
would  be  an  ineffective  and  unfair  way  to 
try  to  uncover  doctors  cheating  on  their 
income  taxes  on  payments  for  their  services 
under  medicare  and  medicaid. 

The  tax-cheating  charges  grew  out  of 
testimony  given  by  Meade  Whitaker,  who 
then  was  tax  legislative  counsel  for  the 
Treasury  Department,  at  a hearing  of  the 
Senate  Finance  Committee  during  its  con- 
sideration of  changes  in  the  medicare  and 
medicaid  programs.  He  said  that  many  pro- 
viders of  services  under  the  two  health 
care  programs  might  have  “substantial 
deficiencies”  in  their  income  tax  returns. 

In  a letter  to  Long  and  Sen.  Wallace  F. 
Bennett  (R.,Utah),  a ranking  minority 
member  of  the  fianance  committee,  Dr. 
Bornemeier  said  that  the  charges  had  been 
widely  distorted  in  the  press  and  these  re- 
ports do  the  medical  profession  a serious 
injustice. 

Whitaker  testified  that  from  an  original 
list  of  11,000  who  received  payments  of 
$25,000  or  more  for  services  rendered  under 
medicare  and  medicaid  in  1968,  4,000  re- 
turns warranted  a detailed  audit  by  the 
IRS. 

With  preliminary  audits  completed  on 
3,000  of  the  4,000  returns,  there  were  indi- 
cations that  1,500  of  these  showed  “sub- 
stantial deficiencies,”  the  Treasury  reported. 
“Substantial  deficiencies”  later  were  de- 
fined as  being  underpayments  of  more  than 
$100. 

Dr.  Bornemeier  said  that  this  testimony 
was  being  widely  interpreted  to  mean 
either  that  one-third  of  the  medical  profes- 
sion was  cheating  (4,000  of  11,000  cases  to 
be  audited)  or  that  one-half  of  the  profes- 
sion was  cheating  (1,500  alleged  offenders 
from  3,000  actual  audits). 

“Assuming  the  worst — that  1,500  doctors 


out  of  11,000  are  guilty  of  income  tax  ir- 
regularities— the  correct  proportion  would 
be  between  13  and  14  percent  rather  than 
33  or  50  percent,”  Dr.  Bornemeier  said. 

The  AMA  president  called  on  the  Trea- 
sury Department  to  be  specific  in  their 
charges  since  the  interpretation  by  the 
press,  growing  out  of  their  testimony,  re- 
flected on  the  profession  as  a whole. 

“As  of  now,”  he  continued,  “there  seem  to 
be  1,500  cases  where  substantial  deficiencies 
may  exist.  I think  we  should  know  what 
proportion  of  these  cases  represents  cause 
simply  for  further  examination  and  what 
proportion  represents  cases  that  may  real- 
istically be  expected  to  end  up  with  the 
fraud  division  of  the  IRS. 

“I  think  we  should  know  what  propor- 
tion of  the  serious  cases  involve  physicians. 
I suspect  the  figures  given  include  osteo- 
paths, dentists,  pharmacists,  and  optome- 
trists and  others  eligible  to  receive  medi- 
care-medicaid payments.” 

Dr.  Bornemeier  told  Long  that  his  re- 
quest for  documentation  of  these  cases  was 
not  a defense  for  the  dishonest  physician  or 
anyone  else  who  attempts  to  falsify  an  in- 
come tax  return. 

“We  are  on  record,”  the  Chicago  physi- 
cian said,  “as  requesting  examples  of  wrong- 
doing by  doctors  receiving  payments  under 
government  health  programs  so  that  we 
may  take  action  of  our  own.” 

Dr.  Howard  said  that  “the  dishonest  or 
incompetent  physician  hurts  us  just  as  much 
as  he  harms  his  government.” 

Dr.  Howard  said  that  in  a recent  state- 
ment by  Long  that  the  AMA  had  been 
“completely  forthright  and  honorable,  and 
sought  to  shield  no  one”  is  “exactly  our 
position.” 

The  AMA  official  also  noted  that  Long 
at  a recent  hearing  of  the  finance  commit- 
tee had  referred  correctly  to  previous  re- 
quests by  the  AMA  that  it  be  given 
examples  of  suspected  chicanery  by  phy- 
sicians in  government  health  programs  “so 
that  we  might  take  our  own  action.” 

As  for  mandatory  reporting  of  unassigned 
medical  payments — those  given  to  the 
patient  rather  than  to  the  physician — Dr. 
Howard  said  such  a requirement  “would 
not  provide  the  Internal  Revenue  Service 
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with  helpful  and  meaningful  data.”  He 
urged  rejection  of  such  an  amendment  pro- 
posed by  the  Treasury  Department.  A joint 
House-Senate  conference  committee  re- 
jected it  last  year  in  considering  tax  reform 
legislation. 

The  Treasury  Department  proposed  that 
Blue  Cross-Blue  Shield  organizations,  medi- 
care and  medicaid  agencies,  and  other 
health  insurance  carriers  be  required  to 
report  unassigned  payments  for  medical 
services. 

Dr.  Howard  pointed  out  that  millions  of 
patients  have  more  than  one  health  insur- 
ance policy  and  may  collect  total  benefits 
exceeding  the  physician’s  charge,  and  that 
some  patients  even  may  not  use  the  in- 
surance payment  to  compensate  the  phy- 
sician. Physicians  also  would  have  to  set 
up  costly  additional  bookkeeping  record 
procedures  to  list  separately  and  in  detail 
each  charge  to  a patient  in  excess  of  $25, 
the  AMA  official  said. 

“The  proposal  of  the  Treasury  Depart- 
ment would  place  physicians  in  a unique 
category  under  our  tax  laws,”  Dr.  Howard 
said.  “We  know  of  no  other  provision  in 
the  tax  laws  which  singles  out  one  class  of 
individual  taxpayers,  requiring  payers  to 
report  to  the  IRS  individual  payments 
made  to  taxpayers  as  well  as  the  annual 
aggregate  amount  of  such  payments. 

“We  believe  . . . that  the  proposed  . . . 
amendment  is  unfair  and  discriminatory 
and  would  do  little  to  accomplish  any  goal 
for  an  improved  system.  Instead,  as  an 
additional  cost  burden,  it  would  place 
further  pressure  on  the  cost  of  medical 
care.” 

^ ^ ^ 

President  Nixon,  at  a bill-signing  cere- 
mony, praised  the  new  Drug  Abuse  Act  for 
providing  “a  forward  looking  program” 
for  treatment  of  drug  addiction  as  well  as 
strengthening  the  government’s  law  en- 
forcement powers  in  the  field. 

The  new  law  provides  for  the  Depart- 
ment of  Health,  Education  and  Welfare 
running  extensive  programs  for  the  treat- 
ment and  rehabilitation  of  drug  users  and 
for  anti-drug  education.  It  authorizes 
HEW’s  National  Institute  of  Mental  Health 
to  spend  $189  million  over  three  years  to 


build  and  staff  treatment  facilities,  to  sup- 
port rehabilitation  programs  and  to  in- 
crease anti-drug  education  programs.  An- 
other $1  million  is  authorized  for  creation 
of  a presidential  commission  on  marijuana. 

State  comprehensive  health  plans  getting 
Federal  aid  must  now  include  drug  abuse 
programs,  and  an  Administration  spokes- 
man suggested  that  all  states  model  their 
drug  control  laws  on  the  Federal  statute. 

Before  final  passage,  Congress  modified 
the  original  legislation  to  meet  many  of  the 
objections  of  the  medical  profession  against 
a proposal  that  would  have  allotted  most 
classification  powers  and  research  control 
to  the  Justice  Department.  The  attorney 
general  can  declare  drugs  as  dangerous  but 
he  is  bound  by  HEW’s  medical  and  scientific 
evaluations. 

The  strengthened  enforcement  provisions 
are  aimed  at  the  drug  pusher  with  lighter 
penalties  for  drug  possession,  particularly 
by  minors.  Federal  first  offense  cases  for 
drug  users  are  lowered  from  felonies  to 
misdemeanors.  Under  this  provision,  a per- 
son found  guilty  of  possessing  marijuana 
for  the  first  time  will  not  necessarily  be 
subjected  to  an  automatic  stiff  jail  sentence. 
But  to  facilitate  arrest  of  pushers,  the  con- 
troversial “no-knock”  clause  was  retained. 

Requirements  as  to  records  kept  by  phy- 
sicians remain  as  under  the  old  narcotics 
law  except  where  he  regularly  dispenses  a 
non-narcotic  drug  and  charges  for  it. 

The  new  law  broadens  the  former  nar- 
cotics statute  to  include,  with  varying  re- 
strictions and  controls,  amphetamines,  bar- 
biturates and  other  drugs  ruled  dangerous. 
At  the  start,  controls  will  be  drastically 
tightened  over  marketing  the  liquid  form  of 
amphetamines  which  can  be  taken  by  in- 
jection. 

Companies  producing  or  distributing  a 
long  list  of  commonly  prescribed  stimu- 
lants, depressants  and  tranquilizers  will  be 
subject  for  the  first  time  to  Federal  registra- 
tion requirements.  The  Narcotic  Bureau 
also  now  has  a new  power  to  set  production 
quotas  for  such  non-narcotic  drugs. 

C.  Joseph  Stetler,  president  of  the  Phar- 
maceutical Manufacturers  Association, 
praised  Congress  and  the  Administration 
for  enactment  of  the  law: 
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“Drug  abuse  has  become  a frightening 
problem  for  millions  of  Americans.  It  is 
absolutely  proper  for  the  Federal  Govern- 
ment to  exercise  this  type  of  aggressive 
leadership  to  stem  the  use  of  physically 
and  psychologically  damaging  illicit  sub- 
stances, to  control  the  misuse  of  legitimate 
medicines  produced  for  the  health  and  wel- 
fare of  citizens,  and  to  support  rehabilita- 
tive needs  for  victims  of  the  drug  problem.” 

Other  health  legislation  recently  enacted 
into  law  included: 

— The  Communicable  Disease  Control  Act 
of  1970  which  authorizes  expenditure  of  $210 
million  over  the  next  three  years  for  vacci- 
nation and  other  control  programs  against 
tuberculosis,  venereal  disease,  German 
measles,  measles,  polio,  diphtheria,  tetanus, 
whooping  cough,  RH  disease,  and  other 
diseases  judged  by  the  Secretary  of  Health, 
Education  and  Welfare  to  be  major  prob- 
lems. 

— The  Regional  Medical  Programs  and 
Comprehensive  Planning  and  Services  Act 
of  1970  extending  the  programs  for  three 
years  with  authorized  spending  of  $545 
million  for  RMP  and  $52  million  for  CHP. 
Further  appropriations  totalling  $961.5  mil- 
lion for  project  grants  for  areawide  health 
planning;  training,  studies  and  demonstra- 
tions; comprehensive  public  health  services, 
and  health  services  development.  RMP  is 
expanded  to  include  kidney  disease.  The 
new  law  provides  for  a systems  analysis  of 
national  health  care  plans  and  for  a cost 
and  coverage  report  on  such  legislation.  A 
National  Advisory  Council  on  Comprehen- 
sive Health  Planning  Programs  is  created. 

— The  Health  Training  Improvement  Act 
of  1970  which  extends  the  allied  health  edu- 
cational program  for  three  years  with  aid 
to  schools  and  students.  Authorized  ap- 
propriations total  $308.5  million.  The  maxi- 
mum yearly  loan  will  be  $1,500  and  the 
maximum  aggregate  loan,  $6,000,  for  any 
student.  A forgiveness  of  up  to  50  percent 
will  be  allowed  if  the  student  practices  in 
a shortage  area  or  for  a nonprofit  organiza- 
tion after  graduation. 

— The  Developmental  Disabilities  Ser- 
vices and  Facilities  Construction  Amend- 
ments of  1970  extending  the  mental 
retardation  facilities  construction  program 


for  three  years  and  expanding  it  to  include 
grants  for  planning,  provision  of  services, 
and  construction  and  operation  of  facilities 
for  persons  with  developmental  disabilities. 
Authorized  appropriations  total  $295  mil- 
lion. 


MEDICAL  NEWS 
IN  TENNESSEE 


University  of  Tennessee 
Medical  Units 

Roland  H.  Alden,  A.B.,  Ph.D.,  has  been 
named  acting  chancellor  at  the  University 
of  Tennessee  Medical  Units,  succeeding 
Jack  K.  Williams,  who  will  become  presi- 
dent of  Texas  A & M University  on  Novem- 
ber 1,  the  appointment  being  made  by  Dr. 
Edward  J.  Boling,  president  of  the  Uni- 
versity of  Tennessee  system. 

Dr.  Alden’s  appointment  represents  yet 
another  step  in  the  Medical  Unit’s  search 
for  a permanent  chancellor.  Dr.  Williams 
had  held  the  position  on  a temporary  basis 
since  the  resignation  earlier  this  year  of 
Homer  F.  Marsh,  Medical  Units  chancellor 
since  1961. 

Dr.  Alden,  who  serves  permanently  as 
dean  of  UT’s  College  of  Basic  Medical  Sci- 
ences and  its  Graduate  School-Medical 
Sciences,  also  holds  a professorship  in  the 
Department  of  Anatomy.  He  earned  the 
A.B.  degree  (cum  laude)  from  Stanford 
University  and  the  Ph.D.  from  Yale  Uni- 
versity, where  he  taught  briefly  before  join- 
ing the  UT  faculty  in  1942. 

He  is  immediate  past  president  of  the 
American  Association  of  Anatomists  and 
has  served  on  the  Association’s  executive 
committee  and  its  committee  on  educational 
affairs.  Presently  a member  of  the  com- 
mission on  graduate  education  of  the  Na- 
tional Association  of  State  Universities  and 
Land-Grant  Colleges,  he  has  just  completed 
six  years’  service  as  chairman  of  the 
USPHS  Anatomical  Sciences  Training 
Committee.  * * * 

Dedication  ceremonies  were  held  October 
31,  1970,  for  the  recently  completed  Child 
Development  Center  at  the  University  of 
Tennessee  Medical  Units.  The  seven-story, 
$5.5  million  structure,  under  construction 
since  1967,  will  serve  as  a regional  training 
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base  for  personnel  working  with  mentally 
retarded  and  other  developmentally  handi- 
capped children;  it  also  will  provide  evalua- 
tion and  treatment  facilities  for  numerous 
children  in  the  Mid-South.  Financing  was 
through  a combination  of  federal  and  local 
funds. 

About  2,000  students  each  year  undergo 
instruction  and  clinical  training  in  pedi- 
atrics, psychiatry,  neurology,  ophthalmol- 
ogy, otolaryngology,  genetics,  nursing, 
nutrition,  social  work,  special  education, 
physical  therapy  and  occupational  therapy. 
Students  come  not  only  from  the  Medical 
Units  and  other  University  of  Tennessee 
campuses  across  the  state,  but  from  Mem- 
phis State  University,  Meharry  Medical 
College,  University  of  Arkansas,  University 
of  Mississippi  and  Florida  State  University, 
receiving  course  credit  at  their  respective 
schools  for  study  or  training  completed  at 
the  Center. 

Facilities  of  the  Center  include  class- 
rooms, testing  and  evaluation  rooms, 
laboratories,  observation  rooms,  residential 
units,  kitchens  and  an  extensive  audio- 
visual system. 

Vanderbilt  University  School 
of  Medicine 

Dr.  Norman  E.  Shumway,  the  famous 
cardiovascular  surgeon  from  Stanford  Uni- 
versity and  a Vanderbilt  alumnus,  deliv- 
ered the  combined  Alpha  Omega  Alpha  and 
Pauline  King  Lecture  on  October  23,  1970 
at  Vanderbilt  University.  Dr.  Shumway 
spoke  on  the  subject  “Cardiac  Transplanta- 
tion: Experimental  and  Clinical  Aspects.” 

Dr.  Shumway  received  the  1970  Modern 
Medicine  Award  for  Distinguished  Achieve- 
ment “for  painstaking  development  of 
cardiac  surgery  techniques  in  animals,  thus 
influencing  the  advent  of  heart  surgery 
transplantation.”  He  performed  the  first 
adult  heart  transplant  in  the  United  States. 
He  is  now  professor  and  head  of  the  di- 
vision of  cardiovascular  surgery  at  Stan- 
ford. * * * 

Dr.  Alan  Soloman,  associate  professor  of 
Research  at  the  University  of  Tennessee 
Memorial  Hospital  in  Knoxville,  was  the 
speaker  for  the  first  in  a series  of  eight 
Hematology  Lectures  scheduled  at  Vander- 


bilt. These  lectures  are  coordinated  by  stu- 
dents from  Vanderbilt  University  School  of 
Medicine  and  Meharry  Medical  College  and 
comprise  a senior  year  elective  course  inte- 
grated with  post-graduate  education.  The 
lectures  are  supported  by  a grant  from  the 
Mid-South  Regional  Medical  Program  and 
will  feature  eight  leading  hematologists 
from  other  institutions  in  Tennessee  who 
will  spend  one  day  visiting  Meharry  and 
Vanderbilt  giving  a clinical  and  general 
lecture  open  to  the  entire  medical  com- 
munity. Three  were  scheduled  for  this  Fall 
and  five  will  be  given  in  the  Spring  of  1971. 

Dr.  Rudolph  Jackson,  Department  of 
Hematology  and  Pediatrics,  St.  Jude’s  Chil- 
dren’s Research  Hospital,  delivered  the 
second  lecture  and  Dr.  Don  Pinkel,  pro- 
fessor of  Pediatrics  and  Medical  Director  at 
St.  Jude’s,  delivered  the  third  lecture.  Dr. 
Jackson  spoke  on  “Sickle  Cell  Disease,”  and 
Dr.  Pinkel’s  subject  was  “Leukemia.” 

^ H* 

Dr.  Randolph  Batson,  Dean  and  Director 
of  Medical  Affairs,  was  elected  president  of 
the  Directors  of  University  Medical  Centers. 
This  organization  serves  as  a forum  for 
counsel  and  exchange  of  ideas  and  informa- 
tion reflecting  total  university  health  edu- 
cation. It  is  also  concerned,  as  a group, 
with  the  evaluation  of  federal  legislation 
regarding  funding  and  other  programs  re- 
lated to  health  education. 

TAGP  22nd  Scientific  Assembly 

The  22nd  Scientific  Assembly  of  the  Ten- 
nessee Academy  of  General  Practice  was 
held  on  November  5-6  at  the  Civic  Audi- 
torium in  Gatlinburg.  The  total  registration 
was  566  which  included  238  physicians,  153 
exhibitors,  155  wives  of  physicians  and  10 
staff  representatives. 

The  featured  speaker  for  the  assembly 
was  William  G.  Lotterhos,  M.D.,  President 
of  the  American  Academy  of  General  Prac- 
tice, who  addressed  the  Congress  of  Dele- 
gates and  the  Annual  Banquet.  Dr.  James 
A.  Burdette,  Knoxville,  was  presented  the 
General  Practitioner-of-the-Year  Award  at 
the  banquet  and  the  following  officers  were 
installed  for  1971: 

President:  Irving  R.  Hillard,  M.D.,  Nash- 
ville 
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President-Elect:  Nat  E.  Hyder,  Jr.,  M.D., 
Erwin 

Vice-President:  Eugene  W.  Gadberry,  M.D., 
Memphis 

Secretary-Treasurer:  John  S.  Derryberry, 
M.D.,  Shelbyville 

Delegate  to  AAGP:  James  A.  Burdette, 
M.D.,  Knoxville 

Alternate  Delegate — AAGP:  Tinnin  Martin, 
M.D.,  Memphis 


PERSONAL  NEWS 


Dr.  Earl  Ginn,  Nashville,  has  been  elected 
President  of  the  Tennessee  Kidney  Foundation. 
Dr.  Ginn  was  named  to  the  position  at  the  an- 
nual meeting  of  the  Foundation  which  was  held 
recently  in  Jackson. 

Dr.  John  D.  Pigott,  Memphis,  was  named 
President-Elect  of  the  Tennessee  Division  of  the 
American  Cancer  Society.  Dr.  Thomas  C.  Mon- 
roe, Chattanooga,  has  assumed  the  office  of 
President  for  the  coming  year. 

Dr.  H.  A.  Morgan,  Jr.,  Lewisburg,  will  head 
the  newly  formed  South  Central  Regional  Office 
of  the  Tennessee  Department  of  Public  Health. 
The  new  State  Office  will  be  located  in  the 
County  Health  Department  Building  in  Lewis- 
burg and  will  assist  County  Health  Departments 
in  Marshall,  Bedford,  Coffee,  Franklin,  Lincoln, 
Moore,  Giles,  Maury,  Lawrence,  Wayne,  Lewis, 
Hickman  and  Perry  counties. 

Dr.  Paul  Spray,  Oak  Ridge,  was  the  featured 
speaker  at  a dinner  meeting  of  the  Chattanooga 
Chapter  of  the  Tennessee  Society  of  Professional 
Engineers  which  met  recently  in  Chattanooga. 
Dr.  Spray  discussed  his  experiences  under  the 
Medico-Care  Program  in  Biafra  and  Vietnam. 

Dr.  C.  N.  Hickman,  Bells,  has  been  named 
County  Health  Officer  for  Gibson  and  Crockett 
counties,  succeeding  the  late  Dr.  M.  D.  Ingram. 

Dr.  Ralph  H.  Shilling,  Gatlinburg,  recently  re- 
ceived the  Legion  of  Merit  Medal,  the  highest 
peacetime  U.S.  Army  Award  given  a reserve 
officer,  at  a ceremony  which  took  place  at  the 
University  of  Tennessee  Armory  in  Knoxville. 
Dr.  Shilling,  who  holds  the  rank  of  Colonel,  was 
commended  for  his  excellent  performance  as 
Commandant  of  the  U.S.  Army  Reserve  School 
at  Knoxville. 

Drs.  George  D.  Dodson,  Jr.  and  Edward  F. 
Crocker  have  announced  the  association  of  Dr. 
A.  Barnett  Scott  in  the  practice  of  general, 
vascular  and  thoracic  surgery  in  Jackson. 

Twenty-four  members  of  the  Tennessee  Medi- 
cal Association  were  inducted  into  the  American 
College  of  Surgeons  at  the  56th  Annual  Con- 


vention in  Chicago.  The  following  inductees 
were  from  Memphis:  Drs.  George  H.  Burkle,  III, 
Virgil  G.  Crosby,  Charles  E.  Frankum,  James  B. 
Green,  Jr.,  E.  Jeff  Justis,  Jr.,  Phillip  A.  Pedigo, 
John  E.  Robinson,  Jr.,  and  Winfred  L.  Wiser. 
Others  included:  Woodruff  A.  Banks,  Jr.,  William 

K.  Dwyer,  Paul  E.  Hawkins,  Thomas  E.  Hayes, 
Roger  G.  Vieth  and  Julian  M.  Yood,  all  of  Chat- 
tanooga; Walter  L.  Mason  and  David  O.  Patter- 
son, both  of  Greeneville;  Horace  B.  Cupp,  Jr. 
and  R.  Page  Powell,  both  of  Johnson  City;  Roy 

L.  Seals  and  William  T.  Youmans,  both  of  Knox- 
ville; Joseph  C.  Bailey  of  Murfreesboro;  William 

M.  Cocke,  Jr.  and  E.  Dewey  Thomas,  both  of 
Nashville;  and  Charles  G.  Stockard,  Jr.,  of 
Sweetwater. 

Drs.  Robert  Hardin,  Nashville,  Billy  Green 
Lyle,  Clarksville,  and  Robert  Lee,  Dover,  were 
participants  in  a Heart  Forum  which  was  held 
recently  in  Dover. 

Dr.  Lynn  F.  Blake,  Knoxville,  has  been  named 
Chief  Pathologist  and  Director  of  Laboratories 
at  Baptist  Hospital  in  Knoxville. 

Dr.  Donald  LaFont,  Jackson,  was  guest  speaker 
at  the  October  meeting  of  the  Jackson  Unit  of 
the  Tennessee  Diabetes  Association.  Dr.  LaFont’s 
topic  was  “Juvenile  Diabetes.” 

Dr.  Dan  J.  Riddick,  has  been  elected  Chief  of 
Staff  of  the  Carroll  County  General  Hospital  in 
Huntingdon. 

Dr.  Roger  L.  Hiatt,  Memphis,  professor  and 
chairman  of  the  Department  of  Ophthalmology 
of  the  University  of  Tennessee  College  of  Medi- 
cine was  named  3rd  vice-president  of  the 
American  Association  of  Ophthalmology  at  its 
annual  meeting  in  Las  Vegas,  Nevada  on  October 
5-9,  1970. 

Drs.  Randolph  Turner  and  Louis  G.  Britt,  both 
of  Memphis,  authored  an  article  entitled  “Peri- 
anal Condyloma”  which  appeared  in  the  Novem- 
ber issue  of  the  Southern  Medical  Journal. 

Dr.  B.  C.  Smoot,  Jr.,  has  announced  the  asso- 
ciation of  Dr.  J.  R.  Troop,  Jr.,  for  the  practice  of 
medicine  in  surgery  in  McMinnville. 


ANNOUNCEMENTS 


Calendar  of  Meetings  1971 

State 

April  15-17  Tennessee  Medical  Association, 

136th  Annual  Meeting,  The 
Read  House,  Chattanooga 

National 

January  2-21  American  College  of  Surgeons, 

Scientific  Winter  Cruise,  com- 
bined with  sectional  meetings, 
Panama  City,  Caracas,  and 
San  Juan 
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January  29-31 

Southern  Radiological  Confer- 
ence, Grand  Hotel,  Point 
Clear,  Ala. 

February  3-7 

American  College  of  Cardi- 
ology, Sheraton  Park  Hotel, 
Washington,  D.C. 

February  8-10 

American  Academy  of  Occu- 
pational Medicine,  Park 
Sheraton  Hotel,  New  York 

February  14-15 

AMA  Congress  of  Medical 
Education,  67th  Annual,  Palm- 
er House,  Chicago 

February  20-24 

American  Academy  of  Aller- 
gy, Palmer  House,  Chicago 

March  6-11 

American  Academy  of  Ortho- 
pedic Surgeons,  Civic  Center, 
San  Francisco 

March  8-11 

New  Orleans  Graduate  Medi- 
cal Assembly,  Roosevelt  Hotel, 
New  Orleans 

March  15-17 

American  College  of  Surgeons, 
joint  meeting  for  Doctors  and 
Nurses,  Roosevelt  Hotel,  New 
Orleans 

March  25-26 

24th  National  Conference  on 
Rural  Health,  Atlanta  Marriott 
Motor  Hotel,  Atlanta 

March  26-28 

American  Society  of  Internal 
Medicine,  Brown  Palace,  Den- 

ver 

March  28-Apr.  2 

American  College  of  Physi- 
cians, Hilton  Hotel,  Denver 

March  29-Apr.  3 

American  College  of  Radi- 
ology, Chase  Park  Plaza,  St. 
Louis 

UT  Continuing  Education  Courses 
for  1971 

The  following  is  a list  of  Continuing  Educa- 
tion Courses  to  be  offered  by  the  University  of 
Tennessee  Medical  Units  from  February  8 to 
June  4,  1971: 

February  8-12 

“Review  Course  for  General 
Practitioners,”  the  University 
of  Tennessee  College  of  Medi- 
cine, Memphis 

March  1-5 

“Fundamentals  of  Otolaryn- 
gology,” the  University  of  Ten- 
nessee College  of  Medicine, 
Memphis 

April  7-9 

“Obstetrics  and  Gynecology,” 
the  University  of  Tennessee 
College  of  Medicine,  Memphis 

April  26-28 

“Psychiatric  Interview:  ‘Short 
Term’  Active  Psychotherapy,” 
the  University  of  Tennessee 
College  of  Medicine,  Memphis 

May  5-8  “Clinical  Electrocardiog- 

raphy,” Henry  Horton  State 
Park,  Lewisburg 

May  24-28  “Intensive  Review  of  the  Sci- 

ence of  Anesthesiology,”  the 
University  of  Tennessee  Col- 
lege of  Medicine,  Memphis 

June  3-4  “Medical  Aspects  of  Sports,” 

the  University  of  Tennessee 
College  of  Medicine,  Memphis 

AMA  Rural  Health  Conference 
Scheduled 

The  American  Medical  Association’s  Council 
on  Rural  Health  is  sponsoring  its  24th  National 
Conference  on  Rural  Health  on  March  25-26, 
1971  at  the  Marriott  Motor  Hotel  in  Atlanta, 
Georgia. 

The  purpose  of  this  conference  will  be  to  ex- 
plore new  needs  and  report  on  new  develop- 
ments in  rural  health  care  systems,  the  role  of 
the  health  team,  the  medical  school  and  com- 
munity medicine,  promoting  community  health 
action,  organization  for  emergency  medical 
services,  development  of  group  practice,  youth 
concerns,  community  involvement  and  com- 
munity planning,  health  care  for  all  people, 
Regional  Medical  Programs — impact  on  rural 
America,  and  the  new  physician  in  rural 
America. 

The  conference  will  convene  at  9:00  a.m., 
Thursday,  March  25,  and  conclude  at  3:00  p.m., 
Friday,  Registration  opens  at  8:00  a.m.,  Thursday 
and  there  is  no  registration  fee  involved. 

For  additional  information,  please  write  Bond 
L.  Bible,  Ph.D.,  Council  on  Rural  Health,  Ameri- 
can Medical  Association,  535  North  Dearborn, 
Chicago,  Illinois  60610. 

University  of  Kentucky  Symposium 
Scheduled  in  February 

The  first  symposium  on  Modern  Methods  for 
the  Medical  Work-up  was  held  at  the  University 
of  Kentucky  in  January,  1970.  It  explored  ways 
to  improve  the  efficiency  of  the  hard-pressed 
practitioner.  This  included  the  collecting, 
analyzing,  and  evaluating  of  medical  histories, 
physicals,  and  laboratory  data  on  patients.  Dur- 
ing the  year  since  that  first  symposium  there 
have  been  rapid  advances  in  this  field.  This 
year’s  symposium  has  for  its  objective  the  dis- 
cussion, presentation,  and  demonstration  of  the 
applications  that  are  now  available  for  use  in 
any  physician’s  office. 

Modern  Methods  for  the  Medical  Work-up, 
1971  will  be  held  at  the  University  of  Kentucky 
Medical  Center  on  February  25-27,  1971.  The 
program  chairman  is  Irving  Kanner,  M.D.  and 
the  registration  fee  is  $125. 

For  further  information,  please  contact  Frank 
R.  Lemon,  M.D.,  Associate  Dean,  Continuing 
Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506. 
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Universal  Health  Insurance 

Presented  by  Robert  J . Myers,  F.S.A.,  Chief  Actuary, 
Social  Security  Administration* , to  the  Annual  Meeting  of  the 
Oklahoma  State  Medical  Association,  May  16,  1970 


THE  MOTTO  of  the  actuarial  profession 
is,  in  brief,  “To  substitute  facts  for  impres- 
sions.” In  appearing  before  this  conven- 
tion on  such  an  important  and  complex  sub- 
ject as  national  health  insurance  and  Medi- 
care, I would  certainly  want  to  stay  with 
the  facts  of  the  matter  and  not  to  bring  in 
impressions  and  emotions,  as  do  so  many 
persons  when  they  get  into  these  areas. 

To  start  off  with,  I would  disavow  any 
claim  to  being  a complete  expert  on  all  as- 
pects of  this  subject.  Rather,  my  experience 
has  only  been  in  the  financing  aspects.  And 
most  certainly,  financing,  although  impor- 
tant, is  by  no  means  of  primary  importance, 
but  rather  the  actual  provision  of  medical 
care  is  paramount,  and  in  that  area  you,  my 
audience,  have  far  more  expertise.  In  fact, 
I believe  that  this  is  the  great  weakness  of 
many  of  the  advocates  of  national  health 
insurance — namely,  that  they  do  not  have  a 
real  knowledge  of  many  of  the  complex  ele- 
ments that  go  into  providing  high-quality 
medical  care,  much  as  they  might  claim 
that  they  do. 

Before  going  any  further,  let  me  define 
what  I believe  the  term  “national  health  in- 

*The views  expressed  here  are  those  of  the 
speaker  and  not  necessarily  those  of  the  Social 
Security  Administration. 

Robert  J.  Myers,  F.S.A.,  has  been  Chief  Actu- 
ary with  the  U.S.  Social  Security  Administration 
since  1947.  Mr.  Myers  has  held  various  actuarial 
positions  with  the  Social  Security  Administration 
and  has  made  many  missions  of  technical  assis- 
tance in  connection  with  social  security  to  many 
foreign  countries.  He  is  a member  of  the  Com- 
mittee of  Social  Security  Experts,  International 
Labor  Office  and  Vice-Chairman  of  the  Com- 
mittee of  Social  Security  Actuaries,  International 
Social  Security  Association.  He  is  a Fellow  of 
the  Society  of  Actuaries,  the  Casualty  Actuarial 
Society,  the  Conference  of  Actuaries  in  Public 
Practice  and  the  American  Statistical  Associa- 
tion. 

Mr.  Myers  is  the  author  of  two  books,  “Social 
Insurance  and  Allied  Government”  and  “Medi- 
care.” 


surance”  means,  since  nowadays  many  peo- 
ple are  using  it  with  quite  different  mean- 
ings. In  my  opinion,  national  health  insur- 
ance means  a program  under  which  the  en- 
tire population  of  the  country,  or  virtually 
the  entire  population,  would  be  provided  all 
their  medical  care  needs  either  directly  by 
the  Government  through  salaried  physicians 
and  other  staff  and  through  government- 
owned  hospitals  (socialized  medicine) , or 
else  through  private  providers  of  service 
most  of  whose  remuneration  would  come 
from  government  insurance  programs  (the 
Medicare  or  social  insurance  approach) . 

Other  types  of  proposals  are  currently  be- 
ing made  that  are  called  national  health  in- 
surance plans,  but,  in  my  opinion,  they 
should  be  categorized  differently.  Some  pro- 
posals would  completely  change — or  it 
might  be  said,  scrap — present  methods  of 
providing  medical  care.  It  would  seem  to 
many  people  that  these  would  be  cata- 
strophic in  effect  if  put  into  operation  in  the 
near  future,  and  I think  that  many  of  the 
advocates  realize  this  but  are  merely  using 
the  proposals  for  talking  purposes.  Other 
proposals  would  instead  be  harmonious 
with  the  present  medical-care  system, 
which,  despite  strident  charges  from  some 
quarters,  has  not  been  remaining  static  but 
rather,  in  the  desirable  pattern  of  Ameri- 
can democracy,  has  been  gradually  and 
steadily  developing  better  and  more  ef- 
ficient procedures  as  experience  has  indi- 
cated feasible. 

The  social  insurance  approach  is  taken  in 
bills  introduced  by  Senator  Javits  and  Con- 
gresswoman Griffiths.  Both  bills  are  truly 
national  health  insurance,  since  they  would 
apply  to  virtually  the  entire  population  and 
would  provide  virtually  complete  medical 
care,  with  the  financing  being  through  pay- 
roll taxes  on  workers  and  employers,  plus 
a substantial  matching  government  subsidy. 
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The  latter,  of  course,  merely  tends  to  hide 
some  of  the  huge  costs  involved,  since  who 
else  but  workers  and  employers  will  provide 
the  money  for  the  general-revenues  financ- 
ing? 

Within  a few  years,  after  the  full  range 
of  comprehensive  benefits  are  provided,  the 
cost  of  these  plans  will  be  at  least  ten  per- 
cent of  payroll,  regardless  of  how  it  is  di- 
vided up,  and  could  well  be  as  high  as  15 
percent.  Actually,  no  precise  cost  estimates 
are  possible — as  they  can  be  made  for  a 
cash-benefits  program — because  there  are 
so  many  intangibles  involved.  For  instance, 
there  could  be  no  certainty  in  the  cost  esti- 
mating process  as  to  how  the  remuneration 
of  physicians  will  be  determined  once  there 
is  a monopolistic,  monolithic  health  insur- 
ance program.  Nor  is  there  any  way  to 
know  how  much  services  will  be  provided 
in  such  areas  as  hospitalization  and  drugs 
once  the  financial  restrictions  on  patients 
have  been  largely  removed. 

At  the  one  extreme,  a national  health  in- 
surance system  can  have  a low  cost  by  fiat 
of  the  Government  if  it  merely  allots  a cer- 
tain amount  of  money  for  health  services 
and  provides  only  what  results  therefrom 
— which  has  been  very  much  the  case  under 
the  British  National  Health  Service.  On  the 
other  hand,  the  financial  sky  would  be  the 
limit  if  a national  health  insurance  plan 
provides  all  the  services  that  people  de- 
mand as  readily  and  quickly  available  as 
possibly  can  be,  without  regard  to  whether 
this  is  medically  necessary  or  desirable. 

A quite  different  approach  has  been  taken 
by  Governor  Rockefeller.  He  advocates,  in 
essence,  that  employers  must  have  insur- 
ance or  other  programs  covering  certain 
basic  health  needs  of  their  employees  and 
their  families,  with  a separate  governmen- 
tally-financed  program  of  similar  nature  for 
non-employed  persons.  In  many  ways,  this 
would  change  the  existing  system  very 
little,  since  the  vast  majority  of  employees 
in  the  country  already  have  reasonably 
adequate  private  health  insurance. 

Another  type  of  proposal  is  to  grant  tax 
credits  for  those  who  purchase,  on  a volun- 
tary basis,  comprehensive  health  insurance 
coverage  from  private  insurers.  The  amount 
of  the  tax  credit  would  be  inversely  related 


to  family  income,  so  that  the  very  low  in- 
come groups  would  receive  their  insurance 
policies  without  cost  to  them.  Then,  there 
would  be  a gradual  tapering  off  for  higher 
incomes,  until,  after  a certain  point,  there 
would  be  no  government  subsidy  involved. 
Such  proposals  would,  of  course,  be  financed 
from  general  revenues  and  would  therefore 
mean  higher  taxes  from  one  source  or  an- 
other for  the  general  taxpayer.  Proposals 
along  these  lines  have  been  made  by  the 
AMA  and  by  Congressman  Fulton  and  Sen- 
ator Fannin. 

A quite  different  approach  has  been  sug- 
gested by  Congressman  Durward  Hall.  One 
part  of  his  proposal  would  be  to  provide 
private  health  insurance  policies  for  the 
medically  indigent  and  thus  would  replace 
the  Medicaid  program.  The  second  part  of 
his  proposal  would  cover  truly  catastrophic 
illness  for  the  entire  population,  defining 
“catastrophic”  in  relation  to  the  family’s 
income.  Through  the  latter  procedure,  fam- 
ilies would  obtain  the  very  necessary  eco- 
nomic protection  in  those  rare  instances 
where  medical  costs  run  far  in  excess  of  the 
maximum  limits  in  most  health  insurance 
policies.  The  cost  for  this  “catastrophic  ex- 
pense” plan  would  be  met  from  general 
revenues,  which  seems  a most  desirable 
approach  because  of  the  relatively  few  cases 
involved — so  that  establishing  any  insur- 
ance system  involving  premium  payments 
would  be  administratively  inefficient. 

One  might  well  wonder  why  there  is  cur- 
rently such  a clamor  for  national  health  in- 
surance or  similar  programs  at  this  moment. 
Medical  science  has  been  making  giant 
steps  of  progress,  and  the  health  and 
longevity  of  the  American  public  is  at  an 
all-time  high.  Many  different  types  of  pro- 
grams are  being  developed  and  put  into 
effect  to  provide  adequate  health  care  for 
the  very  small  minority  of  our  population 
who  are  truly  in  poverty.  And  yet  the  ad- 
vocates of  socialized  medicine  are  raising 
their  voices  even  louder  to  denigrate  the 
existing  medical  situation.  In  turn,  this 
causes  more  moderate  groups  to  examine 
the  situation  and  to  come  up  with  alterna- 
tive proposals  of  their  own.  Undoubtedly, 
this  debate  in  our  democratic  society  has 
certain  advantages,  but  it  does  seem  some- 
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what  strange  that  it  is  now  occurring. 

I think  that  there  is  a rather  simple  ex- 
planation of  this  occurrence — namely,  the 
general  inflation  that  we  have  been  having 
for  the  last  five  years.  As  you  well  know, 
the  price  level  has  been  rising  at  an  annual 
rate  of  about  five  percent,  while  at  the  same 
time  the  general  level  of  earnings  has  been 
rising  about  seven  percent  to  eight  percent 
per  year.  At  the  same  time,  physician  fees 
have  also  been  rising  at  about  seven  percent 
to  eight  percent  per  year,  while  hospital 
costs  have  been  increasing  about  15  percent 
annually.  The  much  sharper  rise  in  medical 
costs  than  in  the  general  price  level  has 
been  brought  home  strongly  to  the  Ameri- 
can public.  For  one  thing,  there  is  the 
natural  tendency  that  people  object  most 
strongly  to  rising  prices  for  things  that  do 
not  give  them  immediate  personal  pleasure 
— and  most  medical  costs  hardly  fall  in  that 
category,  even  though  over  the  long  run 
they  are  primary  in  achieving  personal  en- 
joyment and  satisfaction  of  living. 

The  advocates  of  socialized  medicine  have 
seized  this  particular  opportunity  to  achieve 
their  goals  or  advance  toward  them,  since 
they  believe  that  the  public  can  be  aroused 
by  the  sizable  increases  in  medical-care 
costs.  These  advocates  made  a strong  drive 
for  national  health  insurance — preferably 
of  the  socialized  medicine  type — in  the 
1940’s,  but  they  failed  to  achieve  their  goal 
because  of  the  general  growth  of  private 
health  insurance  then  (which  they  said 
would  never  achieve  the  success  it  actually 
has) . 

After  laying  low  for  two  decades,  during 
which  they  sought  to  get  the  camel’s  nose 
in  the  tent  through  the  enactment  of  Medi- 
care, these  advocates  of  socialized  medicine 
are  again  out  in  the  open  in  full  force,  using 
as  their  appealing  argument  the  recent  large 
increases  in  medical-care  costs.  As  propa- 
gandists, they  are  quite  willing  to  ignore 
and  leave  unmentioned  several  significant 
and  crucial  facts. 

First,  the  largest  increases  in  medical 
care  costs  have  been  for  hospitalization — an 
area  that  is  considered  sacrosanct,  because 
95  percent  of  the  short-stay  hospital  beds 
are  in  “non-profit”  institutions.  Second,  the 
relative  trend  of  physician  fees  in  the  past 


five  years  has  been  almost  exactly  the  same 
as  it  was  in  the  preceding  two  decades — 
namely,  increasing  at  about  the  same  rate 
as  the  general  earnings  level. 

Third,  the  illusion  is  fostered  that,  some- 
how or  other,  insurance  is  magic  and  has 
the  inevitable  effect  of  reducing  costs.  Ac- 
tually, insurance  does  not  reduce  costs  in 
the  aggregate,  but  rather  merely,  although 
desirably,  it  spreads  the  costs  among  the 
insured  group.  Thus,  none  have  extremely 
high  costs,  while  others  have  little  or  no 
cost  at  all,  but  rather  all  persons  have  a 
uniform  low  or  moderate  cost  (i.e.  the 
premium  rate) . 

In  summary,  on  this  point,  it  seems  to  me 
that  the  advocates  of  socialized  medicine  are 
trying  to  deceive  the  general  public  and  sell 
them  their  old  line  of  goods  under  a new 
guise — sharply  rising  medical  costs  which 
are  unfairly  blamed  on  physicians,  when 
instead  they  are  much  more  due  to  the 
rising  general  price  and  wage  level  and  to 
the  trend  of  hospital  costs. 

Now,  let  me  turn  to  a subject  on  which 
I believe  that  I have  considerably  more  ex- 
pertise— namely,  the  financial  status  of  the 
Medicare  program,  about  which  there  has 
been  much  public  misunderstanding.  As  you 
know,  the  Hospital  Insurance  program  is 
financed  predominantly  by  payroll  taxes 
paid  by  and  with  respect  to  employed  per- 
sons, whereas  the  Supplementary  Medical 
Insurance  program  is  financed  by  premiums 
from  the  enrollees  and  matching  govern- 
ment payments. 

The  cost-estimating  problems  have  been 
much  greater  for  the  HI  program  than  for 
SMI.  Under  HI,  the  attempt  is  made  to 
provide  adequate  financing  over  a 25-year 
period  by  establishing  a proper  schedule  of 
contribution  rates.  On  the  other  hand,  un- 
der SMI,  the  premium  rate  is  determined 
for  only  a short  advance  period,  now  an- 
nually. 

The  cost  of  the  HI  program  over  the  next 
25  years  as  now  estimated  is  somewhat  more 
than  twice  as  high  as  the  original  estimate 
made  in  1965,  when  the  legislation  was  en- 
acted. To  say  the  least,  this  is  a very  pro- 
fessionally embarrassing  situation.  My  ac- 
tuarial colleagues  in  the  private  insurance 
sector  in  1965  believed  that  my  estimates 
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were  too  low,  but  even  their  higher  esti- 
mates are  now  only  about  half  of  what  the 
cost  apparently  will  be  over  the  next  25 
years. 

What  are  the  reasons  that  this  very  sig- 
nificant discrepancy  occurred?  The  primary 
reason  is  the  rapid  and  completely  unex- 
pected escalation  of  hospitalization  costs 
that  occurred  in  the  past  and  that  is  quite 
likely  to  continue  for  at  least  a few  more 
years  in  the  future.  Before  1965,  hospitali- 
zation costs  had  been  increasing  about 
seven  percent  annually,  and  there  seemed 
some  indication  that  this  rate  would  soon 
taper  off.  Instead,  with  the  war  in  Viet 
Nam  and  the  accompanying  economic  ef- 
fects and,  to  some  extent,  with  the  intro- 
duction of  the  Medicare  and  Medicaid 
programs,  hospitalization  costs  since  1965 
have  jumped  by  15  percent  annually.  To 
the  best  of  my  knowledge,  nobody  in  1965 
made  any  prediction  that  this  could  pos- 
sibly happen. 

The  other  factor — and  a much  less  sig- 
nificant one — is  the  extent  of  hospital  utili- 
zation. I had  initially  estimated  utilization 
of  about  3.2  days  per  person  per  year.  And 
my  insurance  colleagues  had  estimated 
somewhat  higher.  But  both  of  us  were  well 
below  the  current  experience  of  about  4.0 
days  per  person  per  year.  My  current  cost 
estimates  not  only  use  this  figure  as  a start- 
ing point,  but  they  also  allow  for  a small 
increase  in  hospital  utilization  each  year  for 
about  the  next  decade. 

Now  turning  to  the  SMI  program,  my 
actuarial  cost  estimates  have  been  much 
closer  to  the  mark.  Once  again,  this  is  a 
point  of  evidence  that  contradicts  the  claim 
that  physicians  are  largely,  or  even  entire- 
ly, responsible  for  the  costs  of  the  Medicare 
program  being  much  higher  than  antici- 
pated! Specifically,  the  SMI  premium  rate 
is,  by  law,  supposed  to  be  determined  so  as 
to  finance  adequately  the  benefits  and  ad- 
ministrative expenses  on  an  accrual  basis. 
By  the  latter  term  is  meant  that  the  costs 
incurred  in  a certain  period,  even  though 
payment  therefor  is  made  subsequently  in 
some  cases,  is  to  be  matched  up  against  the 
income  from  premiums  and  government 
contributions  for  that  period. 

As  the  actual  experience  developed,  the 


initial  premium  rate  of  $3.00  was  too  low, 
but  only  by  about  seven  percent.  Although 
technically  speaking,  it  might  be  said  that 
this  made  the  program  financially  insolvent, 
nonetheless  it  could  continue  to  operate  on 
a cash  basis  because  of  the  inherent  lag  be- 
tween the  time  when  medical  services  are 
rendered  and  when  the  program  makes  pay- 
ments therefor. 

The  premium  rate  was  then  changed  to 
$4.00,  in  part  because  some  new  benefits 
were  provided,  in  part  to  recognize  that  the 
initial  rate  had  been  too  low,  and  in  part  to 
make  allowance  for  likely  future  increases 
in  physician  fees  and  other  costs  covered  by 
the  program  and  in  utilization  of  services  by 
the  enrollees.  Once  again,  after  the  experi- 
ence had  developed  and  had  been  analyzed, 
it  was  found  that  the  premium  rate  had 
been  promulgated  at  too  low  a level — again 
by  about  seven  percent.  Part  of  this  small 
discrepancy  was  due  to  an  influenza  epi- 
demic and  part  was  due  to  somewhat  higher 
increases  in  fees  than  had  been  estimated. 
Still,  the  system  was  able  to  function  on  a 
cash  basis  for  the  reasons  indicated  previ- 
ously, and  there  was  a trust  fund  balance 
of  several  hundred  million  dollars. 

Then,  it  became  necessary  in  December 
1968  to  promulgate  yet  another  premium 
rate,  this  time  for  the  year  beginning  July 
1969.  Secretary  Wilbur  J.  Cohen,  who  was 
to  go  out  of  office  in  a few  weeks  as  a result 
of  the  election  of  President  Nixon,  had  the 
legal  authority  to  promulgate  the  premium 
rate  at  any  amount  which  he  determined, 
but  the  Congressional  intent  was  that  such 
rate  should  be  based  on  actuarial  analysis 
and  computations.  Nonetheless,  Secretary 
Cohen  ignored  the  actuarial  recommenda- 
tion of  a rate  of  at  least  $4.40  and  instead 
continued  it  at  $4.00. 

He  took  this  action  on  the  grounds  that 
he  would,  in  essence,  freeze  physician  fees 
(but  not  other  costs  under  the  program)  at 
the  existing  level — even  though  he  would 
not  be  around  to  see  that  this  was  done! 
Moreover,  he  had  the  temerity  to  say  that 
he  was  taking  this  action  to  help  President 
Nixon,  since  this  would  mean  less  cost  to 
the  General  Treasury  for  the  matching  con- 
tributions! Of  course,  what  he  did  not  say 
was  that  his  action  would  virtually  bank- 
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Branch  Offices:  New  York  • Chicago  • Atlanta  • Los  Angeles 
Dealers  in  all  principal  cities 
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rupt  the  SMI  Trust  Fund — as  it  has  actually 
done — and  would  therefore  cause  his  suc- 
cessor greater  embarrassment  by  forcing 
him  to  promulgate  a much  higher  premium 
rate  the  next  time. 

And  all  this  has  actually  occurred.  The 
balance  in  the  SMI  Trust  Fund  at  the  end 
of  next  month  will  probably  be  only  about 
$50  million,  or  the  equivalent  of  only  about 
one  week’s  outgo.  Secretary  Finch  found  it 
necessary  last  December  to  promulgate  the 
new  premium  rate,  beginning  in  July,  at 
$5.30  per  month,  and  he  forthrightly  fol- 
lowed the  actuarial  recommendation  despite 
the  widespread  political  criticism  it  evoked. 

Now  let  me  turn  briefly  to  the  matter  of 
the  freezing  of  physician  fees  in  the  past. 
Let  us  also  consider  current  proposals  for 
the  future,  as  the  Nixon  Administration  has 
recommended  and  as  the  House  Ways  and 
Means  Committee  has  adopted  in  a bill  that 
it  has  recently  reported  out. 

I do  not  claim  to  have  the  answer  as  to 
whether  physician  remuneration  is  too  high 
or  too  low,  but  I am  convinced  that  the  re- 
cent trend  in  physician  fees  is  entirely  jus- 
tifiable in  relation  to  other  prices  and  to 
salary  levels  in  general.  The  justifications 
made  by  former  Secretary  Cohen  for  freez- 
ing physician  fees  for  Medicare  purposes 
do  not  seem  to  me  to  be  in  accordance  with 
the  intent  of  the  law. 

When  Medicare  was  enacted,  the  principle 
was  that  reimbursement  would  be  made  on 
a reasonable-charges  basis,  as  determined 
by  the  physicians’  customary  charges  to  all 
his  patients  and  by  the  prevailing  level  of 
physician  charges  in  the  locality.  With  re- 
spect to  the  latter  element,  I believe  that 
there  was  the  misconception  that,  in  a given 
area,  the  vast  majority  of  the  physicians 
had  about  the  same  general  charge  structure 
and  that  only  a few  “society”  physicians 
had  much  higher  fees.  Assuming  this  to  be 
the  case — and  I believe  that,  in  actual  prac- 
tice, it  is  really  not  so — then  the  intent  of 
considering  prevailing  charges  was  to  re- 
duce only  the  few  instances  of  much-higher- 
than-average  charges.  In  fact,  the  underly- 
ing intent  of  the  legislation  in  this  respect 
was  that  the  SMI  program  should  consider 
physician  charges  in  the  same  manner  as 
was,  and  still  is  done  by  the  large  group 


insurance  companies,  who  take  a very  flexi- 
ble view  of  the  situation  and  only  reduce 
charges  for  reimbursement  purposes  when 
there  are  obviously  excessive  charges  or 
fraudulent  ones. 

Instead,  the  administrative  operation  of 
the  SMI  program  was  established  on  a quite 
different  basis,  with  painstaking  and  costly 
procedures  devised  so  as  to  examine  closely 
all  charges.  In  my  opinion,  this  advance 
planning  was  done  solely  for  the  eventual 
control  of  physician  fees  on  a very  stringent 
and  different  basis  than  was  originally  en- 
visioned in  the  law.  Some  of  this  rigid  con- 
trol has  already  come  to  light,  and  some 
people  would  like  to  have  much  more  of  it 
in  the  future.  And  the  apparatus  has  been 
constructed  to  do  exactly  this!  Underlying 
all  of  this  is  a belief  on  the  part  of  many  of 
my  colleagues  that  physicians  now  (and  in 
the  past  as  well)  have  exorbitantly  large 
incomes  and  that  their  incomes  should  be 
reduced — or  at  least  held  down  in  the  future 
as  prices  and  other  salaries  rise.  Some  of 
these  colleagues  are  civil-service  employees, 
but  incredibly,  a few  are  political  ap- 
pointees of  the  Johnson  Administration  who 
have  not  been  replaced  by  the  Nixon  Ad- 
ministration, despite  their  strong  philo- 
sophical views  favoring  the  former. 

Some  very  stringent  procedures,  as  well 
as  the  supporting  “logic,”  were  developed 
to  justify  the  freeze  of  physician  fees  that 
former  Secretary  Cohen  imposed  and  that 
Secretary  Finch  has  been  virtually  com- 
pelled to  continue.  Actually,  I am  not  cer- 
tain that  this  freeze  had  any  real  effect. 
Like  many  other  economic  controls,  it  may 
have  pushed  in  the  inflationary  balloon  at 
one  point,  only  to  have  it  push  out  in  a 
counteracting  manner  in  another  place 
(such  as  more  utilization  or  such  as  charg- 
ing for  some  items  previously  furnished 
without  charge) . 

One  might  reasonably  think  that  the  term 
“customary  charge”  means  what  the  phy- 
sician is  currently  charging  his  patients, 
just  as  though  he  had  a sign  listing  his  fees 
posted  in  his  office.  Instead,  the  peculiar  in- 
terpretation has  been  evolved  which  says,  in 
essence,  that  a fee  is  not  customary  until  it 
has  been  in  effect  for  about  six  months,  and 
then  “custom”  cannot  change  for  another 
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year.  No  such  illogical  limits  prevail  in 
other  economic  areas — as,  for  example,  utili- 
ties being  granted  an  increase  in  their  rates 
on  a certain  date  because  they  are  economi- 
cally justified,  but  then  not  being  allowed  to 
put  them  into  effect  for  18  months  because 
of  a “customary”  provision.  In  the  same 
way,  such  artificiality  has  been  introduced 
in  the  “prevailing  charges”  concept,  so  that 
there  too  an  18-month  lag  is  present. 

A proposal  has  currently  been  made  by 
Secretary  Finch  that,  in  the  future,  the  pre- 
vailing-charge limits  on  whatever  are  de- 
termined to  be  the  customary  charges  of  a 
particular  physician  shall  be  the  present  al- 
lowable prevailing  charges  increased  by  an 
index  made  up  partially  of  changes  in  the 
general  level  of  physician  fees  and  partially 
of  the  changes  in  the  general  cost  level  of 
living.  Since  the  latter  usually  rises  at  a 
lower  rate  than  the  former,  this  would  mean 
that,  over  the  course  of  time,  the  prevailing- 
charges  limit  would  gradually  apply  com- 
pletely to  each  physician,  rather  than  his 
customary  charges.  So,  there  would  eventu- 
ally be  a flat  fee  schedule  under  SMI  for  all 
physicians  in  a particular  locality,  deter- 
mined by  the  Government.  This  is  quite 
different  from  the  original  approach  in  the 
Medicare  legislation  of  paying  reasonable 
charges  of  physicians! 

The  physicians  of  this  country  have  been 
neatly  trapped  by  the  social  planners,  who 
secretly  envy  their  high  incomes,  whether 
real  or  only  apparent,  and  thus  criticize 
them  on  any  possible  grounds.  The  intent 
of  the  Medicare  program  was  that  persons 
aged  65  and  over  should  pay  the  same  phy- 
sician fees  as  younger  persons,  and  thus 
should  not  be  second-class  citizens  by  being 
given  lower,  “charity”  rates.  Now  that  the 
physicians  have  charged  in  this  manner, 
they  are  severely  criticized!  If  they  had 
artificially  held  down  their  fees  for  Medi- 
care patients,  then  they  would  have  been 
subject  to  the  danger  that  the  social  plan- 
ners would  have  pointed  out  that  Medicare 
was  operating  very  well  and  at  a low  cost 
and  that  therefore  it  should  be  extended  to 
the  entire  population.  You  can’t  win! 

The  only  possible  solution  to  this  appar- 
ent dilemma  would  be  the  development  of  a 


feeling  of  mutual  trust  and  confidence  be- 
tween the  Government  and  the  medical 
profession.  This  certainly  does  not  exist 
now — and  for  good  cause.  It  was  quite  un- 
derstandable why  this  situation  did  not  pre- 
vail under  the  Johnson  Administration.  It 
seems  almost  inexplicable  that  there  has 
been  no  change  in  the  current  Administra- 
tion. Perhaps  the  reason  for  this  is  the  fact 
that  a number  of  high-ranking  political 
appointees  of  the  Johnson  Administration 
in  the  Social  Security  Administration  and 
in  the  Public  Health  Service  who  develop 
policy,  even  though  perhaps  not  finalizing 
it,  have  not  yet  been  replaced. 

I cannot  conclude  without  saying  a few 
words  about  the  cash-benefits  program,  Old- 
Age,  Survivors,  and  Disability  Insurance.  I 
deeply  believe  that  this  is  a very  necessary 
and  desirable  program  and  that  it  is  now, 
and  has  always  been,  soundly  financed.  I 
believe,  as  you  may  know  from  some  of  my 
writings,  that  there  are  grave  potential 
dangers  ahead  because  the  political  liberals, 
or  expansionists,  when  they  get  in  office 
again  will  make  strenuous  efforts  to  change 
the  program  so  that  it  will  no  longer  be  a 
floor  of  protection. 

Instead,  these  proponents  wish  to  see  the 
Government  provide  virtually  complete  fi- 
nancial security  to  non-working  members  of 
our  society  through  governmental  means.  In 
the  process,  they  would  destroy  almost  com- 
pletely all  individual  efforts  through  private 
savings,  private  insurance,  and  private  pen- 
sion plans.  I believe  that  this  would  have 
catastrophic  effects  on  people  as  individuals 
and,  further,  that  it  would  have  the  side  ef- 
fect of  greatly  weakening  or  destroying  our 
private  enterprise  system  because  of  drying 
up  much  private  investment  capital. 

The  thing  to  beware  of  is  the  introduction 
of  government  subsidies  into  our  social  in- 
surance systems  that  are  now  supported 
entirely  by  payroll  taxes.  Such  subsidies 
give  the  appearance  of  being  a painless  way 
to  expand  greatly  the  benefits  of  the  pro- 
gram, since  nobody  appears  to  have  his 
pocketbook  tapped  therefor,  whereas  in- 
creases in  payroll  taxes  are  easily  discern- 
ible and,  accordingly,  subject  to  taxpayer 
resistance. 
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Myers  Resigns  As  SSA  Actuary 

The  author  of  the  preceding  article  submitted 
his  letter  of  resignation  on  April  15th  and  it  was 
accepted  on  May  25th.  Following  is  the  resig- 
nation letter: 

Honorable  Robert  H.  Finch 
Secretary 

Department  of  Health, 

Education,  and  Welfare 
Washington,  D.  C.  20201 

Dear  Mr.  Secretary: 

It  is  with  the  utmost  regret  that  I am  con- 
strained to  submit  my  resignation  as  Chief  Ac- 
tuary of  the  Social  Security  Administration. 

I am  deeply  concerned  about  the  welfare  of 
the  Nation,  and  I wish  to  serve  the  Nixon  Ad- 
ministration and  the  Congress  to  the  best  of  my 
ability.  I believe  that  I can  best  serve  these 
causes  by  remaining  in  my  present  position  until 
the  president  signs  the  Social  Security  bill  which 
will  result  from  the  pending  Congressional  de- 
liberations. Therefore,  I have  not  set  a definite 
date  for  my  resignation.  If  you  believe  that  my 
continued  presence  is  not  in  the  best  interests  of 
the  Department,  I will  be  glad  to  make  my 
resignation  effective  at  any  earlier  date.  I would 
appreciate  your  informing  me  as  to  your  views 
on  this  matter. 

I wish  to  make  it  clear  that  my  resignation  is 
by  no  means  related  to  my  views  on  the  pending 
Social  Security  legislation.  In  fact,  the  situation 
is  quite  the  opposite.  I strongly  believe  that  the 
President’s  proposal  is  an  excellent  one,  includ- 
ing its  sound  financing.  It  is  certainly  the  most 
progressive,  forward  step  taken  in  the  Social 
Security  field  in  many  years. 

I believe  that  the  President’s  proposal  very 
well  conforms  with,  and  implements,  the  mod- 
erate philosophy  of  Social  Security.  It  is  a 
progressive,  forward  step  that  would  prevent 
future  over-expansion  of  the  program,  which 
would  destroy  private  efforts  in  the  economic 
security  field  and  thus  lead  to  serious  conse- 
quences insofar  as  our  national  economy  is  con- 
cerned. 

I should  also  add  that  now — as  at  all  previous 
times  during  my  35  years  of  actuarial  service 
with  the  Social  Security  program — no  one  has 
made  any  attempt  whatsoever  to  influence  or 
sway  the  technical  actuarial  cost  estimates  for 
the  existing  program  or  any  proposed  changes 
therein. 

The  question  might  well  be  raised  as  to  why  I 
believe,  in  all  conscience  and  integrity,  that  I 
must  resign.  I have  previously  talked  with  you 
about  my  strong  personal  beliefs  and  have  given 

(From  the  Oklahoma  State  Medical  Journal, 
June  1970.) 


you  much  supporting  factual  evidence  to  sub- 
stantiate my  views — namely,  that  certain  of  the 
top-policy-making  officials  of  the  Social  Security 
Administration  (who  are  holdovers  from  the 
Johnson  Administration)  have  strong  beliefs 
in  the  desirability — even  the  necessity — of  the 
public  sector  taking  over  virtually  all  economic 
security  provisions  for  the  entire  population  and 
thus  eliminating  private  efforts  in  this  area.  It 
seems  to  me  that  this  viewpoint  is  completely 
alien  to  that  of  the  Nixon  Administration. 

Further,  and  equally  important,  it  is  my 
deeply-held  conviction,  as  I have  expressed  to 
you  a number  of  times  in  the  past,  that  these 
officials  of  the  Social  Security  Administration 
have  not — and  will  not — faithfully  and  vigor- 
ously serve  the  Nixon  Administration.  Rather, 
they  will  exert  their  efforts  to  expand  the  Social 
Security  program  as  much  as  possible  by  aiding 
and  supporting  any  individuals  and  organizations 
that  are  of  this  expansionist  conviction.  Such 
anachronistic  actions  took  place  extensively  dur- 
ing the  Eisenhower  Administration — against  its 
political  views.  Such  working  at  cross  purposes 
with  the  Nixon  Administration  has  occurred  in 
the  past  year,  and  is  still  occurring,  although 
to  a somewhat  limited  extent  so  far.  I have 
brought  to  your  attention,  on  several  occasions, 
the  fact  that  the  Social  Security  Administration 
is  excessively  wasteful  by  spending  far  too 
much  time  and  money  in  performing  research, 
conducting  program  planning,  and  collecting 
statistics  in  a manner  that  is  not  only  nonproduc- 
tive of  sufficient  worthwhile  results,  but  also 
inimical  to  what  I understand  to  be  the  phi- 
losophy and  goals  of  the  Nixon  Administration. 

Undoubtedly,  there  will  be  those  who  will  say 
that  I am  taking  this  action  solely  or  largely  be- 
cause I seek  enhanced  personal  recognition.  This 
is  not  the  case.  There  is  no  position  of  any 
type  that  I would  rather  serve  in  than  my 
present  one,  and  I am  not  happy  to  have  to  leave 
it. 

Evidently,  no  credence  is  placed  in  what  I 
have  related  to  you  personally  or  in  other  evi- 
dence that  I have  furnished  you  on  this  matter, 
which  has  such  an  important  effect  on  the  future 
of  the  Social  Security  program.  Therefore,  I 
must,  in  good  conscience  and  personal  integrity, 
resign.  It  is  especially  dismaying  to  me  to  have 
to  take  this  action,  because  I had  hoped  to  serve 
the  Nixon  Administration  not  only  with  com- 
petence and  integrity — as  I had  tried  to  serve  all 
previous  Administrations — but  also  with  great 
enthusiasm,  since  I strongly  believe  in  its  phi- 
losophy and  goals. 

Sincerely  yours, 

ROBERT  J.  MYERS,  F.S.A. 

Chief  Actuary 
cc:  The  Under  Secretary 
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PHYSICAL  MEDICINE  AND 
REHABILITATION  THREE  YEAR 
APPROVED  RESIDENCY 

Comprehensive  P.M.  & R.  services  include  inpatients 
clinics,  electro-diagnosis;  adult  and  children  services. 
Research  facilities  available.  Residency  programs  in- 
clude regular,  SRS,  V.A.  Career.  Foreign  graduates 
must  be  E.C.F.M.G.  certified.  Salary  $6,300-$  1 5,8  I 2, 
depending  on  experience  and  qualifications.  For  fur- 
ther details  contact: 

JOHN  M.  MILLER,  III,  M.D. 

Professor  and  Chairman 

Dept,  of  Physical  Medicine  and  Rehabilitation 
University  of  Alabama  Medical  Center 
Birmingham,  Alabama  35233 


LOCUM  TENEXS 

Need  a vacation?  Physician  with  busy 
practice  tired  of  working  four  months 
out  of  the  year  for  the  government 
wishes  to  work  four  months  for  self 
and  goof  off  the  other  eight  months. 
Twenty  years  experience  in  general 
medicine  and  emergency  room.  De- 
sires locum  tenens  schedule  from  two 
weeks  up.  Write  Box  B,  Tennessee 
Medical  Association,  112  Louise  Ave., 
Nashville,  Tenn.  37203 


WHITE  SURGICAL  SUPPLY  CO. 

Service  to 

PHYSICIANS  AND  HOSPITALS 

in  East  Tennessee  since 
"1921" 

DISTRIBUTORS 

of  Quality  Products  to 

PHYSICIANS  AND  HOSPITALS 

White  Surgical  Supply  Co. 

127  Bearden  Place 
Knoxville,  Tennessee 
Phone  546-3701 


LEONARD  WRIGHT  SANATORIUM 

BYHALIA,  MISSISSIPPI,  38611  TELEPHONE  A/C  601,  838-2162 
Leonard  D.  Wright,  Sr.,  B.S.,  M.D.,  Psychiatry 

• Established  in  1948 — specializing  in  the  treatment  of  ALCO- 
HOLISM and  DRUG  ADDICTIONS  with  a capacity  limited 
to  insure  individual  treatment.  Only  voluntary  admissions 
accepted. 

• Located  25  miles  S.E.  of  Memphis-Highway  78  on  20  acres 
of  beautifully  landscaped  grounds  sufficiently  removed  to 
provide  restful  surroundings. 

• The  Sanatorium  is  approved  by  the  Commission  on  hospital 
care  in  the  State  of  Mississippi. 
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1970  MEMBERS  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 

An  alphabetical  listing  of  members  of  The  Tennessee  Medical  Association  by  County  Medical  Society 
is  published  as  a service  to  the  membership.  The  various  membership  categories  are  noted  by 
special  symbols.  * denotes  Veteran  Status;  $ denotes  Post-Graduate  Status;  t denotes  Military  Status. 


BEDFORD  COUNTY 
MEDICAL  SOCIETY 

Shelbyville 

“Benjamin  L.  Burdett 
W.  L.  Chambers 
Albert  L.  Cooper 
John  S.  Derry  berry 
Alfred  H.  Farrar 
Taylor  Farrar 
Joseph  H.  Feldhaus 
Sue  W.  Johnson 
Grace  E.  Moulder 
Earl  Bich 

Aubrey  T.  Richards 

B.  Carl  Rogers 

C.  T.  Stubblefield 
Sara  Womack 

Wartrace 

“Maurice  L.  Connell 

BENTON-HUMPHREYS 
MEDICAL  SOCIETY 

Camden 

W.  H.  Blackburn 

R.  I.  Bourne,  Jr. 

Joe  S.  Butterworth 
John  H.  Overall,  Jr. 

New  Johnsonville 
James  J.  Lawson 
Waverlij 
Hiram  C.  Capps 
Autry  C.  Emmert 
Wallace  J.  McClure 
Dorris  A.  Sanders 
Joseph  W.  Stephens 
Arthur  W.  Walker 


BLOUNT  COUNTY 
MEDICAL  SOCIETY 

Alcoa 

J.  S.  Henderson,  Jr. 

D.  L.  LeQuire 

Louisville 
Beulah  ICittrell 

Maryville 
O.  K.  Agee 
R.  S.  Bain 
Billy  H.  Blanks 
John  H.  Bowen 
“Keubel  A.  Bryant 
H.  A.  Callaway,  Jr. 
James  M.  Callaway 
J.  W.  Christofferson 
Mary  D.  Cragan 
Clay  Crowder 
William  C.  Crowder 
W.  W.  Crowder 
Lynn  F.  Curtis 
William  E.  Elliot 
Ted  L.  Flickinger 
R.  N.  Haralson,  Jr. 

C.  N.  Hatfield 
James  T.  Holder 
Cecil  B.  Howard 
Homer  L.  Isbell 
Elgin  P.  Kintner 
Sam  S.  Lambeth 
Roy  W.  Laughmiller 
Julian  C.  Lentz 
Frank  S.  Lovingood 
John  F.  Manning 
Kenneth  Marmon 
Gordon  McCall 
David  L.  McCroskey 

N.  A.  McKinnon,  Jr. 
James  H.  Millard 
Robert  D.  Mynatt 
H.  S.  Nelson 

M.  D.  Peterson 
Jack  Phelan 
James  N.  Proffitt 
Robert  D.  Proffitt 
Bainard  P.  Ramsey 


Robert  W.  Seaton 

O.  L.  Simpson,  Jr. 

H.  T.  Vandergriff 
Lowell  E.  Vinsant 
J.  A.  Yarborough 

Rockford 
Robert  F.  Leyen 

BRADLEY  COUNTY 
MEDICAL  SOCIETY 

Cleveland 
Robert  L.  Allen 
John  M.  Appling 
Marvin  R.  Batchelor 
John  M.  Bryan 
Chalmer  Chastain 
Robert  H.  Cofer 
“William  B.  Foster 
Jack  R.  Free 
William  A.  Garrott 
"C.  S.  Heron 

C.  Richard  Hughes 
Ivan  C.  Humphries 
Frank  K.  Jones 
Cecil  H.  Kimball 

C.  A.  Kyle,  Jr. 

James  C.  Lowe 
Joseph  McCoin 
Hayes  Mitchell 
Joseph  E.  Monger 

E.  Harris  Pierce 
William  Proffitt 
John  A.  Rogness 
William  R.  Smith 
W.  C.  Stanbery 

S.  J.  Sullivan 
Claud  H.  Taylor 
James  R.  Thurman 
Madison  S.  Trewhitt 
James  R.  Van  Arsdall 
Gilbert  A.  Varnell 

Copperhill 
W.  C.  Zachary,  Jr. 

Ducktown 
William  R.  Lee 

CAMPBELL  COUNTY 
MEDICAL  SOCIETY 

Harrogate 
George  L.  Day 
Roy  C.  Ellis 

Jellico 

Charles  A.  Prater 
LaF  ollette 
J.  D.  Crutchfield 
M.  L.  Davis 
Paul  J.  O’Brien 
John  C.  Pryse 
Roscoe  C.  Pryse 
L.  J.  Seargeant 
Burgin  H.  Wood 

CHATTANOOGA- 
HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Chattanooga 
Jerome  H.  Abramson 
Chester  G.  Adams 
J.  E.  Adams,  Jr. 

John  W.  Adams,  Jr. 
William  P.  Aiken 

T.  T.  Albritton 

$Irl  T.  Alexander,  Jr. 
Billy  Jason  Allen 
Charles  H.  Alper 
“E.  R.  Anderson 
Harry  S.  Anderson 
Ira  Lee  Arnold 
Stewart  H.  Auerbach 

A.  Merton  Baker,  Jr. 
Robert  E.  Baldwin 
Fred  B.  Ballard,  Jr. 
W.  A.  Banks 
G.  E.  Beckmann,  Jr. 
E.  F.  Besemann 


Samuel  S.  Binder 
W.  R.  Bishop 
R.  W.  Boatwright 
Lonnie  Roy  Boaz,  Jr. 
Robert  James  Boehm 
Walter  E.  Boehm 
Harry  Vanzandt  Bork 
William  D.  Brackett 
Frank  S.  Brannen 
R.  W.  Breytspraak 
“Louis  P.  Brooks 
Neil  Charles  Brown 
R.  L.  Brown 
E.  F.  Buchner,  III 
Arch  H.  Bullard 
John  Arthur  Burke 
Thomas  L.  Buttram 
W.  R.  Buttram,  Jr. 
Winston  P.  Cain,  Jr. 
E.  R.  Campbell,  Jr. 
Don  Allen  Cannon 
G.  M.  Cannon 
Maurice  A.  Canon 
“Everett  E.  Carrier 
John  Paul  Carter 
Bennett  W.  Caughran 
Douglas  Chamberlain 
James  S.  Cheatham 
Edwin  F.  Chobot,  Jr. 
C.  Robert  Clark 
R.  B.  Clark,  III 
Oscar  H.  Clements 
R.  C.  Coddington 
J.  R.  Collins 
Frank  C.  Combes 
“Tohn  L.  Cooley 
j.  H.  Corey,  Jr. 
Dennis  Murl  Cornett 
George  Edwin  Cox 

M.  Sue  C.  Cox 
Thomas  Ringo  Cox 
James  Lynn  Craig 
John  M.  Crowell 
Tolbert  C.  Crowell 
Doyle  E.  Currey 

“Joe  Tom  Currey 
Thomas  H.  Curtis 
James  Wilson  Davis 
Jimmy  B.  Davis 
Robert  C.  Demos 

O.  M.  Derryberry 

P.  L.  DeRuiter 
Joseph  James  Dodds 
R.  B.  Donaldson 
W.  C.  Dowell 
James  Robert  Drake 
Stanley  J.  Dressier 

P.  M.  DuVoisin 
William  K.  Dwyer 

“Albert  F.  Ebert 
Ronald  Edward  Eith 
Bruce  A.  Elrod 
John  Thomas  Evans 
R.  E.  Eyssen 
James  R.  Fancher 
R.  V.  Fletcher 
J.  M.  Foley 
Augustus  C.  Ford 

N.  G.  Forlidas 
W.  R.  Fowler 

J Daniel  H.  Framm 
Guy  M.  Francis 
“John  E.  Frazier 
John  Marsh  Frere 

A.  H.  Frye,  Jr. 

Orville  Carlos  Gass 
Donald  Baker  Gibson 
George  Clive  Gibson 
Robert  H.  Giles,  Jr. 
Edwin  Wayne  Gilley 

“Dean  W.  Golley 
“Paul  M.  Golley 
A1  W.  Gothard 
Frank  B.  Graham,  III 
Joseph  W.  Graves 
William  R.  Green 
Wallace  D.  Grissom 
“Oscar  Doyle  Groshart 

B.  F.  Grotts 

*T.  A.  Grubbs,  Jr. 
Francis  R.  Hackney 


R.  B.  Hagood,  Jr. 
David  Parks  Hall 
John  C.  Hampton 
Herschel  B.  Harris 
“Elliott  F.  Harrison 
Carl  A.  Hartung 
Harvey  K.  Hathaway 
Charles  W.  Hawkins 
Paul  E.  Hawkins 
Cauley  W.  Hayes,  Jr. 
Thomas  E.  Hayes 
James  Martin  Hays 
James  R.  Headrick 
James  W.  Hedden 
R.  S.  Hellmann 
H.  B.  Henning 
John  William  Henry 
Warren  B.  Henry 

G.  K.  Henshall,  Jr. 

H.  B.  Heywood,  III 
Homer  David  Hickey 
J.  M.  Higgason 

J.  M.  Higginbotham 
R.  G.  Hofmeister 
P.  B.  Holliday,  Jr. 
Benton  B.  Holt,  Jr. 
Charles  M.  Hooper 
R.  A.  Hoppe 
Donald  Ross  Hornsby 
Peggy  J.  Howard 
Noel  C.  Hunt 
W.  P.  Hutcherson 

D.  Isbell 
Dewitt  B.  James 

E.  G.  Johnson 

J.  Paul  Johnson,  Jr. 

J.  W.  Johnson,  Jr. 
Gerald  Isom  Jones 
Harry  E.  Jones 
David  Bernard  Karr 

C.  D.  Kennedy 
J.  J.  Killeffer 

C.  W.  Kimsey 
Warren  H.  Kimsey 
Roy  W.  Kirchberg,  Jr. 
Clyde  Roy  Kirk 
Durwood  L.  Kirk 

G.  H.  Kistler 

D.  K.  Kitchen 
Michael  Kosanovich 

F.  D.  Lansford,  Jr. 
“Chester  L.  Lassiter 

L.  H.  Lassiter 
J.  V.  Lavecchia,  Jr. 

H.  M.  Lawrence,  Jr. 
Stewart  Lawwill,  Jr. 
Jay  F.  Lewis,  II 

E.  C.  Lineberger 
P.  H.  Livingston 
Ira  Morris  Long 

$C.  C.  Ludington,  Jr. 
Robert  E.  Mabe 
W.  B.  MacGuire,  Jr. 

D.  V.  MacNaughton, 

Jr. 

Tim  Joseph  Manson 
*S.  S.  Marchbanks 
C.  B.  Marsh 
Frederick  E.  Marsh 
“W.  H.  Marsh 
“Harold  J.  McAlister 
Cooper  H.  McCall 
David  P.  McCallie 
Augustus  McCravey 
Charles  D.  McDonald 
Martha  W.  McDonald 
Preston  C.  McDow 
George  R.  McElroy 
Edel  F.  McIntosh 
James  E.  McKinney 
Robert  T.  Miller 
George  A.  Mitchell 
Thomas  C.  Monroe 
T.  F.  Mullady,  III 
Fay  B.  Murphey,  Jr. 
Oscar  Beryl  Murray 
R.  Smith  Murray 
R.  W.  Myers 
Fujie  Nakamura 
Marvin  Myer  Nathan 
Merrill  F.,  Nelson 


Cecil  E.  Newell 

E.  T.  Newell,  Jr. 
Robert  L.  Nichols 
Paul  V.  Nolan 

N.  B.  Norris,  Jr. 

Barry  Parker  Norton 
Robert  N.  Osmundsen 
W.  C.  Pallas 

James  P.  Pappas 
“Ashby  M.  Patterson 
Robert  L.  Patterson 
Ernest  White  Patton 
William  C.  Patton 
Stanley  R.  Payne 
Martin  Allen  Perez 
Millard  Foy  Perrin 
W.  A.  Peterson,  Jr. 
Wesley  Petty 
W.  H.  Price 
M.  C.  Pruitt 
Walter  Puckett,  III 
Jesse  O.  Quillian 
Joe  Anne  Quillian 
Millard  W.  Ramsey 
Maurice  S.  Rawlings 
Charles  Jackson  Ray 
C.  W.  Reavis 
W.  D.  L.  Record 

E.  E.  Reisman,  Jr. 

J.  E.  Reynolds 

J.  R.  Reynolds 
Alexander  Rhoton 
C.  E.  Richardson 
Deloris  E.  Rissling 

G.  M.  Roberts,  Jr. 

A.  P.  Rogers 
William  Edward  Rowe 
Esperanza  A.  Rowell 
James  R.  Royal 

Don  Jere  Russell 
Benjamin  G.  Santos 

H.  A.  Schwartz 
Edgar  L.  Scott,  Tr. 
Molly  E.  R.  Seai 
Clarence  Shaw 
George  W.  Shelton 
W.  J.  Sheridan 
Edwin  H.  Shuck,  Jr. 
Vivion  F.  Shull 
Harold  G.  Sibold 
George  Lete  Sivils 

F.  J.  Smiley 
M.  J.  Smith,  Jr. 

S.  P.  Smith 

R.  T.  Spalding 
James  H.  Spaulding 
Eleanor  Stafford 
R.  F.  Stappenbeck 
Harold  Tones  Starr 
W.  H.  Steele,  Jr. 
“Willard  Steele,  Sr. 

W.  A.  Stem 
W.  G.  Stephenson 
Joseph  H.  Stickley 
Harry  Alfred  Stone 
W.  H.  Stoneburner 
J.  E.  Strickland,  Jr. 
Mary  E.  Stroud 

C.  L.  Suggs,  Jr. 

Robert  O.  Summer 
Nat  H.  Swann,  Jr. 
Charles  Ray  Swift 
Myron  J.  Szczukowski 
George  N.  Taylor 
Thomas  E.  Taylor 
Bernard  Tepper 

Jack  Tepper 
M.  O.  Tepper 
Paul  C.  Thompson 
Robert  C.  Thompson 
James  E.  Tinnell 

D.  H.  Turner 
A.  Steven  Ulin 
Louis  Ulin 

M.  R.  Vance 
W.  E.  VanOrder 
Roger  Gordon  Vieth 
Gus  John  Vlasis 
C.  H.  Von  Cannon 
M.  Von  Werssowetz 

O.  F.  Von  Werssowetz 


Harry  Lee  Walton 
R.  A.  Waters 
W.  Weathers,  Jr. 

L.  Spires  Whitaker,  Jr. 
“G.  Victor  Williams 

J.  L.  Williams,  Jr. 

W.  B.  Willingham,  Jr. 
Julian  Macow  Yood 
George  G.  Young 

M.  M.  Young 

Guy  Zimmerman,  Jr. 
Joseph  I.  Zuckerman 

Copperhll 
Herschel  H.  Hyatt 
J.  T.  Layne 

Dayton 

Ernest  A.  Forsten 

L.  F.  Littell,  Jr. 

James  Jacob  Rodgers 

Dunlap 

Leslie  David  Ekvall 
Charles  G.  Graves 
Robert  L.  Jenson 
Arthur  M.  Owens 

Franklin 

“Martin  A.  Meacham 
Hixson 

Robert  J.  Pitner 
Jasper 

James  G.  McMillan 
Lookout  Mountain 
J.  J.  Armstrong 
James  L.  Caldwell 
Rudolph  M.  Landry 
Thomas  Sparrow  Long 

Pikeville 

Thomas  G.  Cranwell 
Rufus  S.  Morgan 

Rossville,  Georgia 
W.  D.  Crawley 
James  C.  Wright 

Signal  Mountain 

M.  F.  Langston 
T.  H.  Rybachok 
A.  Y.  Smith,  III 
Phillipp  C.  Sottong 

Soddy 

A.  Hallett-Sylvester 
South  Pittsburg 
Horace  Levoy  Elmore 
J.  B.  Havron 
William  L.  Headrick 
L.  Gordon  LaPointe 
Hiram  Beene  Moore 

E.  M.  Ryan 
Viston  Taylor,  Jr. 

Whitwell 
Cleo  Chastain 
W.  G.  Shull 
Wildwood,  Ga. 
Raymond  D.  Neufeld 

COCKE  COUNTY 
MEDICAL  SOCIETY 

Newport 

D.  H.  McConnell 
Drew  A.  Mims 
William  B.  Robinson 
Glenn  Shults 

F.  M.  Valentine,  Jr. 

F.  M.  Valentne,  Sr. 

COFFEE  COUNTY 
MEDICAL  SOCIETY 

Manchester 
William  D.  Calhoun 
C.  H.  Farrar 
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Howard  Farrar 
John  A.  Shields 
Coulter  S.  Young 

T ullahoma 
Ralph  Brickell 
Marvin  C.  Fraley 
Bruce  E.  Galbraith 
Edwin  E.  Gray 

C.  B.  Harvey 
James  M.  King 
Charles  W.  Marsh 
Earl  E.  Roles 
Claude  C.  Snoddy 
Charles  H.  Webb 

CONSOLIDATED 
MEDICAL  ASSEMBLY 

Adamsville 
Harold  W.  Vinson 
Alamo 

J.  H.  Donnell 
Bells 

“Elisha  Farrow 
Charles  Hickman 
Russell  W.  Mayfield 

Bemis 

A.  N.  Williams,  Jr. 
Bolivar 

Harvey  H.  Barham 
Douglas  L.  Brint 
C.  L.  Durham 
Charles  L.  Frost 
Bedford  F.  McAnulty 
“James  K.  Tate,  Jr. 
Rodrigo  V.  Tiongson 

Brownsville 
“Thomas  C.  Chapman 
Harold  L.  Gilliand 
David  E.  Stewart 
J.  C.  Thornton,  Jr. 
j.  K.  Welch,  Jr. 

Bruceton 

“Robert  T.  Keeton 
Camden 
Alvin  T.  Hicks 
Robert  L.  Horton 

Grand  Junction 
Nicholas  H.  Edwards 
Henderson 
Darrell  King 
Oscar  M.  McCallum 

H.  M.  Steadman 

R.  L.  Wilson 

Humboldt 
Harold  G.  Barker 
Billy  L.  Couch 
J.  H.  Crenshaw 
T.  M.  Crenshaw 
Albert  H.  Fick 
Robert  C.  Hall 
Danny  J.  Riddick 
William  H.  Roberts 
James  D.  Rozzell 
George  E.  Spangler 

Huntingdon 
Jerry  F.  Atkins 
Robert  B.  Wilson 

Jackson 

C.  V.  Alexander,  Jr. 
Harvey  Anderson 
Roy  Appleton 
Thomas  K.  Ballard 
James  Barker 
Robert  J.  Barnett 
“G.  H.  Berryhill 

S.  L.  Bicknell 
Jack  H.  Booth 
William  F.  Burnett 
Swan  Burris,  Tr. 

“Swan  Burris,  Sr. 

J.  H.  Chandler 
Charles  W.  Cox 
James  T.  Craig,  Jr. 
Edward  F.  Crocker 
William  G.  Crook 
George  D.  Dodson 
Jack  E.  Douglass 

R.  A.  Douglass,  Jr. 
Clarence  Driver 


“Veteran 
t Post-Graduate 
{Military 


E.  W.  Edwards 
Blanche  S.  Emerson 
Blair  D.  Erb 
“William  T.  Fitts 
James  R.  French 
Fred  Friedman 
Oliver  H.  Graves 
Walton  W.  Harrison 
George  Harvey 
G.  E.  Hazelhurst,  Jr. 
Bobby  Higgs 
Robert  S.  Hill 
Ben  F.  House 
G.  B.  Hubbard 
Leland  M.  Johnston 
Chester  Jones 

G.  Frank  Jones 
John  A.  Kendall 
Duval  H.  Koonce 
Donald  S.  LaFont 
James  D.  Lane 

J.  A.  Langdon,  Jr. 
Donald  R.  Lewis 
Fred  Looper 
Robert  B.  Mandle 
William  C.  McAfee 
Harold  T.  Mclver 
A.  L.  Middleton 
Jesse  Miller,  Jr. 

Henry  N.  Moore 
Alfred  J.  Mueller 
Lamb  B.  Myhr 
Roy  M.  Neudecker 
George  Pakis,  Jr. 

L.  G.  Pascal,  jr. 

James  A.  Philips 
“John  E.  Powers 
J.  A.  Price,  Jr. 

John  G.  Riddler 
Barnett  Scott 

E.  C.  Shackleford,  Jr. 
Lee  C.  Sheppard,  Jr. 
Harris  L.  Smith 
Robert  J.  Smith 
Charles  Stauffer 
James  L.  Thomas 

J.  R.  Thompson,  Jr. 

S.  A.  Truex,  Jr. 

R.  T.  Tucker,  Jr. 

James  G.  Warmbrod 

F.  E.  Williamson,  Jr. 
George  Wvatt 

Paul  E.  Wylie 
Harold  R.  Yarbro 

Kenton 
A.  H.  Gray 

Lexington 

Max  Aldon  Crocker 
Wesley  F.  Jones 
Maurice  N.  Lowry 
Warren  C.  Ramer 
Jack  C.  Stripling 
Charles  W.  White 

McKenzie 
James  T.  Holmes 
James  H.  Robertson 

S.  S.  Walker,  Jr. 

Medina 

Robert  H.  Morris 
Milan 

Hubert  P.  Clemmer 
James  O.  Fields 
F.  L.  Keil 
James  H.  Williams 
Phillip  G.  Williams 

Saltillo 

Howard  W.  Thomas 
Savannah 

H.  D.  Blankenship,  Jr. 
A.  G.  Churchwell 
Reece  DeBerry 

Tohn  D.  Lay 
Thomas  V.  Roe 
Howard  Whitaker,  Jr. 
Thomas  R.  Williams 

Selmer 

T.  N.  Humphrey 
Harry  Peeler 
James  H.  Smith 
Monte  E.  Smith,  Jr. 

Somerville 
J.  L.  Armstrong 
John  M.  Bishop 


Frank  S.  McKnight 
“John  W.  Morris 

L.  H.  Plemmons 
Karl  Byington  Rhea 
Lee  Rush,  Jr. 

Trenton 

Edward  C.  Barker 
Eugene  C.  Crafton,  Jr. 
John  Wesley  Ellis 
James  I.  Elliott 
James  W.  Hall 
C.  L.  Holmes 
“Minyard  Dee  Ingram 

B.  G.  Thompson 
J.  L.  Williams 

Whiteville 
Aubrey  Richards 

CUMBERLAND 

COUNTY 

MEDICAL  SOCIETY 

Crossville 
James  T.  Callis 
J.  T.  Campbell,  Jr. 

R.  E.  Cravens 
Carl  T.  Duer 
Paul  A.  Ervin,  Jr. 
William  E.  Evans 
Donathan  R.  Ivey 
H.  F.  Lawson 
Fred  W.  Munson 
“Stuart  P.  Seaton 
Ramon  S.  Vinas 
Joe  K.  Wallace 

Pleasant  Hill 
“Laurence  A.  Chrouch 
“Margaret  K.  Stewart 

Rockwood 
J.  W.  Lindsay 
Sevierville 

M.  B.  McKinney 

DAVIDSON  COUNTY 
MEDICAL  SOCIETY 

Ashland  City 
James  Baldwin 
Brentwood 
Thomas  R.  Duncan 
College  Grove 
“George  A.  Hatcher 
Franklin 

“John  B.  Youmans 
Gallatin 

“R.  K.  Galloway 

Goodlettsville 
Lee  F.  Kramer 
Hendersonville 
Helen  C.  Burks 
Charles  M.  Cowden 
Warren  T.  Hill 
Robert  D.  Pilkinton 

Madison 
Joe  Gary  Allison 
Charles  B.  Beck 
L.  Dale  Beck 
James  E.  Burnes 
Robert  E.  Burr 
William  J.  Card 
Sam  W.  Carney,  Jr. 
Kenneth  L.  Classen 
Frederec  B.  Cothren 
William  C.  Davis 
W.  Gordon  Doss 
Hillis  F.  Evans 
John  R.  Furman 
“Julian  Gant 
George  B.  Hagan 
Robert  L.  Haley,  Jr. 
James  S.  Hastie 
Aubrey  F.  Haynes 
James  M.  High 
William  H.  Hill 
Jerry  Hunt 
Cyrus  E.  Kendall 
Douglas  W.  Kendall 
Edwin  C.  Lanz 
H.  T.  McCall 
Mehmet  H.  Nazli 
J.  C.  Pennington,  Jr. 


R.  L.  Pettus,  Jr. 

Fred  W.  Ryden 
Joseph  W.  Scobey 
Robert  H.  Shipp 
Norman  L.  Sims 
Grover  R.  Smith 
Joe  Sutherland 
Richard  P.  Taber 
Harry  Witztum 

Memphis 

“Harold  M.  Truebger 
Murfreesboro 
Jacob  N.  Fidelholtz 
Nashville 
Harry  S.  Abram 
Maurice  M.  Acree,  Jr. 
Crawford  Adams 
Robert  W.  Adams,  Jr. 
Benton  Adkins 

I.  A.  Alcantara 
Clyde  W.  Alexander 

•Joseph  W.  Alford,  Jr. 
William  C.  Alford 

J.  H.  Allen,  Jr. 

Clyde  Alley,  Jr. 

“William  E.  Allison 
Ben  J.  Alper 
Arthur  R.  Anderson 
Edward  E.  Anderson 

E.  E.  Anderson 
Edwin  B.  Anderson 
H.  R.  Anderson 

J.  E.  Anderson,  Jr. 

J.  S.  Anderson,  Jr. 
Robert  S.  Anderson 
William  C.  Anderson 
Wiliam  H.  Armes,  Jr. 
Larry  T.  Arnold 
Harvey  Asher 
Daniel  Baccus 
Elizabeth  Backus 
Harry  Baer 
“J.  Mansfield  Bailey 
Thurman  Dee  Baker 
James  Baldwin 
“Sidney  W.  Ballard 
Preston  Hite  Bandy 
“Edward  H.  Barksdale 
Paul  Harold  Barnett 
Allan  D.  Bass 
Jack  M.  Batson 
Randolph  Batson 

D.  Scott  Bayer 
Luther  A.  Beazley 
Eric  Bell,  Jr. 

Lynch  D.  Bennett 

J George  N.  Benson 
Edmund  W.  Benz 
Louis  J.  Bernard 
Stanley  Bernard 
Geoffrey  Berry 
John  H.  Beveridge 
Otto  Billig 

F.  T.  Billings,  Jr. 
George  T.  Binkley 
Ben  J.  Birdwell 
R.  T.  Birmingham 

E.  L.  Bishop,  Jr. 
Lindsay  K.  Bishop 
Joseph  M.  Bistowish 
Robert  L.  Bomar,  Jr. 
Arthur  G.  Bond 
John  Benjamin  Bond 
Robert  C.  Bone 

G.  W.  Bounds,  Jr. 
“Anna  M.  Bowie 

Hugh  H.  Boyle 
John  M.  Boylin 
“Henry  B.  Brackin,  Sr. 

H.  B.  Brackin,  Tr. 
Cloyce  F.  Bradley 
David  V.  Bradley 

“G.  Hearn  Bradley 
James  M.  Brakefield 

T.  E.  Brittingham 
Arthur  L.  Brooks 
Tames  H.  Brown 
Robert  A.  Brown,  Jr. 

E.  W.  Browne,  Jr. 
Harry  Gray  Browne 
“Clinton  E.  Brush 
J.  Thomas  Bryan 
Jerry  M.  Bryson 
R.  D.  Buchanan 
R.  N.  Buchanan,  Jr. 
John  C.  Burch 
Joseph  G.  Burd 
Henry  Burko 


JGeorge  R.  Burrus 
Roger  B.  Burrus 
“Benjamin  F.  Byrd 
B.  F.  Byrd,  Jr. 

B.  H.  Caldwell 
William  L.  Caldwell 
James  J.  Callaway 
Calvin  L.  Calhoun 
W.  Barton  Campbell 
Richard  O.  Cannon 
Joe  Melville  Capps 

G.  K.  Carpenter,  Jr. 
“G.  K.  Carpenter,  Sr. 

Charles  M.  Carr 
Oscar  W.  Carter 
Robert  A.  Carter 
Anthony  D.  Casparis 
Norman  M.  Cassell 
“William  R.  Cate,  Sr. 
“John  S.  Cayce 
Lee  F.  Cayce 
Robert  L.  Chalfant 
Eric  M.  Chazen 
William  J.  Cheatham 
Abraham  Pacha  Cheij 
Jerrie  Cherry 
Amos  Christie 
William  M.  Clark 
Jeannine  A.  Classen 
Everett  M.  Clayton 
Cully  A.  Cobb 
Robert  T.  Cochran 
William  M.  Cocke 
John  H.  Coles,  III 
Harold  A.  Collins 
Isabella  S.  Collins 
John  Connolly 
George  Edward  Cooke 
William  E.  Coopwood 
Charles  Corbin,  Jr. 
Orrie  A.  Couch,  Jr. 
Frederic  E.  Cowden 
George  Boyd  Crafton 
Paul  S.  Crane 

H.  James  Crecraft 
William  B.  Crenshaw 
Angus  M.  G.  Crook 
Jerrall  P.  Crook 

®R.  R.  Crowe 
E.  Perry  Crump 
W.  Andrew  Dalo 
Rollin  A.  Daniel,  Jr. 
William  J.  Darby 
Philip  V.  Daugherty 
George  William  Davis 
Michael  David  Davis 
“Theodore  W.  Davis 
Thomas  J.  Davis,  Jr. 
Thos.  C.  Delvaux,  Jr. 
H.  C.  Dennison,  Jr. 
Joseph  C.  Denniston 
Walter  L.  Diveley 
“William  C.  Dixon 
William  M.  Doak 
William  D.  Donald 
Earl  D.  Dorris 
Robert  Thomas  Doster 
“Beverly  Douglas 
“Henry  L.  Douglass 
Fred  M.  Downey,  Jr. 
William  L.  Downey 
L.  Rowe  Driver 
Ray  L.  Dubuisson 
Price  H.  Duff 
George  E.  Duncan 
Herbert  Duncan 
Robert  H.  Edwards 
William  H.  Edwards 
Lloyd  C.  Elam 
Paul  D.  Elcan 
James  H.  Elliott 
James  W.  Ellis 
Charles  W.  Emerson 
Irwin  B.  Eskind 
E.  William  Ewers 
Don  L.  Eyler 
Roy  C.  Ezell 
Aly  Fahmy 
Leslie  Falk 
William  T.  Farrar 
J.  L.  Farringer,  Jr. 
William  B.  Farris 
W.  H.  Faulk,  Tr. 
Gerald  M.  Fenichel 
Harold  A.  Ferguson 
Ray  O.  Fessev 
John  P.  Fields 
Robert  M.  Finks 
Joseph  H.  Fishbein 
Benjamin  Fisher 


Laura  M.  Fisher 
lames  H.  Fleming,  Jr. 
Ross  Fleming,  Jr. 

John  M.  Fxexner 
Howard  R.  Foreman 
Garth  E.  Fort 
John  H.  Foster 
Eugene  W.  Fowinkle 

S.  Benjamin  Fouler 
Richard  France 

R.  J.  Freeman 
Walter  W.  Frey 
Horace  Merion  Frazier 
John  W.  Frazier,  Jr. 
Thomas  Friddell 
Thomas  F.  Frist 
Thomas  F.  Frist,  Jr. 
James  L.  Fuqua 
Don  L.  Gaines 
Charles  K.  Gardner 
James  C.  Gardner 
Sam  Young  Garrett 
Robert  B.  Gaston 
“Horace  C.  Gayden 
Daniel  C.  Geddie 

C.  N.  Gessler 
Charles  M.  Gill 
M.  E.' Glasscock,  III 
John  P.  Glover,  Jr. 
John  R.  Glover 
William  L.  Glover 
W.  G.  Gobbel,  Jr. 

Fred  Goldner,  Jr. 
James  E.  Goldsberry 
Donald  A.  Goss 
David  K.  Gotwald 
Alan  L.  Graber 
Louis  S.  Graham,  Jr. 
Burton  Paine  Grant 
H.  A.  Graves,  Jr. 

Paul  A.  Green,  Jr. 
Ralph  Greenbaum 
Clifton  E.  Greer,  Jr. 
John  W.  Griffith,  Jr. 
Robert  J.  Griffon 
John  H.  Griscom 
Thomas  Grizzard 
Erich  B.  Groos 
Laurence  Grossman 
Milton  Grossman 
W.  E.  Gupton,  Jr. 
Arnold  Haber.  Jr. 
“David  W.  Hailey 
Charles  E.  Haines 
Wallace  H.  Hall,  Jr. 
Thomas  B.  Haltom 
Marcelle  R.  Hamberg 
C.  M.  Hamilton 
J.  R.  Hamilton 
William  M.  Hamilton 
Roy  G.  Hammonds 
Axel  Carl  Hansen 
Robert  A.  Hardin 
Jackson  Harris 
Perry  F.  Harris 
Robert  C.  Hartmann 
Aubrey  B.  Harwell 
Norman  D.  Hasty 
“O.  S.  Hank 
James  T.  Hayes 
James  William  Hays 
J.  H.  L.  Heintzelman 
James  B.  Helme 

T.  L.  Herrington,  Jr. 
John  G.  Herzfeld 

B.  K.  Hibbett,  III 
“J.  B.  Hibbetts,  Jr. 
“William  Higginson 

Elmore  Hill 
Irving  R.  Hillard 
John  William  Hillman 
Charles  S.  Hirshberg 
“J.  Harvill  Hite 
Charlie  Joe  Hobdy 
G.  W.  Holcomb,  Tr. 
Fowler  Hollnbansh 
Marc  H.  Hollender 
{John  D.  Hopkins,  Jr. 
Robert  G.  Horn 
Wilder  W.  Hubbard 

C.  H.  Huddleston 
James  M.  Hudgins 
Jerry  K.  Humphreys 
Joseph  E.  Hurt 
Janet  K.  Hutcheson 
R.  H.  Hutcheson,  Jr. 
Vernon  H"tton,  Jr. 
Maurice  Hyman 

M.  D.  Ingram,  Jr. 

A.  P.  Tsenhour,  Tr. 


December,  1970 


1970  MEMBERS 


1067 


Joseph  M.  I vie 
J.  Kenneth  Jacobs 
“D.  J.  Johns 
Alfonso  P.  Johnson 
°Hollis  E.  Johnson 
Ira  T.  Johnson 
Janies  W.  Johnson 
Marshall  Johnson 

R.  M.  Johnson 
C.  R.  Johnston 
Dan  B.  Jones 

E.  Palmer  Jones 
Frank  E.  Jones 
John  R.  Jones 
Orrin  L.  Jones,  Jr. 
Thomas  M.  Jordan 
Kenneth  J.  Kahn 

“R.  H.  Kampmeier 
Herman  J.  Kaplan 
David  T.  Karzon 
“ Alvin  E.  Keller 
Paul  C.  Kemmerly 
J.  Allen  Kennedy 
W.  G.  Kennon,  Jr. 
Robert  G.  Kiger 
Duncan  A.  Killen 
Jack  P.  Kinnard 
Lowry  Dale  Kirby 
Eugene  Klatte 
Ralph  R.  Kling,  Jr. 

O.  Morse  Kochtitzky 
Leonard  J.  Koenig 
Kent  Kyger 
Charles  T.  Ladd 
Roland  D.  Lamb 

F.  Hayden  Lambert 
Lawrence  P.  Laughlin 
Horace  T.  Lavely,  Jr. 
Samuel  J.  LaVoi 

G.  Allen  Lawrence 
Albert  R.  Lawson 

“John  M.  Lee 
“John  J.  Lentz 
Joseph  F.  Lentz 
Virgil  S.  Le  Quire 
James  P.  Lester 
Malcolm  R.  Lewis 
“Milton  S.  Lewis 
Grant  W.  Liddle 
Richard  C.  Light 
Rudolph  Alvin  Light 
Joanne  Lovell  Linn 
Robert  Joseph  Linn 
A.  B.  Lipscomb 
T.  C.  Littlejohn 
James  P.  Loden 

H.  Newton  Louvom 
Jackson  P.  Lowe 

S.  L.  Lowenstein 
“Frank  H.  Luton 

Philip  L.  Lyle 
Charles  W.  MacMillan 
Robert  D.  MacMillan 
Robert  H.  Magruder 
“Guy  M.  Maness 
“W.  R.  Manlove 
George  V.  Mann 
Edward  H.  Martin 
“Travis  H.  Martin 
Ralph  W.  Massie 
J.  Andrew  Mayer 
Ben  R.  Mayes 

G.  Sydney  McClellan 
Robert  E.  McClellan 
C.  C.  McClure,  Jr. 
Robert  L.  McCracken 
Charles  E.  McGruder 
Alexander  McLeod 
John  W.  McMahan 

M.  Charles  McMurray 
E.  W.  McPherson 
Barton  McSwain 
William  F.  Meacham 
Arnold  M.  Meirowsky 
Cullen  R.  Merritt,  II 
Robert  M.  Metcalfe 
Andrew  H.  Miller 
Cleo  M.  Miller 

Joe  Morris  Miller 
John  Maurice  Miller 
“Lloyd  C.  Miller 
James  Brown  Millis 
Lee  R.  Minton 
Carl  E.  Mitchell 
Edwin  H.  Mitchell 
Thomas  F.  Mogan 
Roy  W.  Money 
Harry  T.  Moore,  Jr. 

N.  B.  Morris 

P.  G.  Morrissey,  Jr. 


Harold  L.  Moses 
James  R.  Moyers 

I.  Armistead  Nelson 
John  R.  Nelson 

“Oscar  G.  Nelson 
Dewey  G.  Nemec 
Tom  E.  Nesbitt 
Elliott  Voss  Newman 
Oscar  F.  Noel 
Margaret  S.  Norris 
Robert  C.  Northcutt 
Charles  G.  Norton 
William  T.  Nunes 
John  R.  Olson 
William  Fred  Orr 
James  C.  Overall 
Ronald  E.  Overfield 
Robert  C.  Owen 
Richard  P.  Ownbey 
Fred  Dillard  Ownby 
Homer  M.  Pace,  Jr. 
Harry  Lee  Page,  Jr. 
XT.  F.  Paine,  Jr. 

Roy  W.  Parker 
T.  F.  Parrish 
Bernard  J.  Pass 
Robert  C.  Patterson 

C.  G.  Peerman,  Jr. 
Edna  S.  Pennington 
T.  G.  Pennington 
Pedro  J.  Perales 
George  Louis  Perler 
Frank  A.  Perry 
Michael  A.  Petrone 
William  A.  Pettit 

J.  M.  Phythyon 

D.  R.  Pickens,  Jr. 
Charles  B.  Pittinger 
Phillip  P.  Porch,  Jr. 
Thomas  E.  Potts 

“David  B.  P’Poole 
David  B.  P’Pool,  Jr. 
Joseph  A.  Pryor 
Robert  William  Quinn 
James  S.  Read 
Robert  M.  Reed 
Eugene  M.  Regen 
Eugene  M.  Regen,  Jr. 
Frank  M.  Rembert 
Roy  J.  Renfro 
Robert  N.  Reynolds 
Vernon  H.  Reynolds 
“Wilton  E.  Reynolds 
Robert  K.  Rhamy 
Lenore  De  Sa  Ribeiro 
John  R.  Rice 
James  P.  Richards 
Greer  Ricketson 
Douglas  H.  Riddell 
Elkin  L.  Rippy 
Samuel  S.  Riven 
L.  B.  Robbins,  II 
Joseph  D.  Robertson 
F.  C.  Robinson 
Edward  A.  Rogers,  Jr. 
Howard  E.  Rosen 
Marvin  J.  Rosenblum 
Sol  A.  Rosenblum 
Louis  Rosenfeld 
Peirce  M.  Ross 
Fred  A.  Rowe,  Jr. 
Robert  Monroe  Roy 
Robert  V.  Russell 
Samuel  B.  Rutledge 
Robert  N.  Sadler 
Howard  L.  Salyer 
Louis  Sampson 
Dan  S.  Sanders 
Paula  F.  Sandidge 
Houston  Sarratt 
John  L.  Sawyers 
Julia  E.  Sawyers 
J.  H.  Sayers,  Jr. 

C.  D.  Scheibert 
Stephen  Schillig 
Jack  Carlyle  Schmitt 
Lawrence  G.  Schull 
Herbert  Shulman 
H.  William  Scott,  Jr. 
Addison  B.  Scoville 
C.  Gordon  R.  Sell 
Sarah  W.  Sell 
S.  A.  Shaffer 
John  L.  Shapiro 
W.  F.  Sheridan,  Jr. 
Abram  C.  Shmerling 
“Brian  T.  Shomey 
“H.  S.  Shoulders 
Harrison  J.  Shull 
Burton  Silbert 


Thomas  E.  Simpkins 
Paul  E.  Slaton,  Jr. 
William  T.  Slonecker 
Bradley  E.  Smith 
Charles  B.  Smith 
iCharlie  R.  Smith 
“Daugh  W.  Smith 
Henry  Carroll  Smith 
John  Randall  Smith 
Luther  E.  Smith 
Marion  L.  Smith 
Murray  W.  Smith 
Harvey  Spark 
W.  A.  Spickard 
Bertram  E.  Sprofkin 
Daphine  Sprouse 
Edward  V.  Staab 
Richard  L.  Steele 
Joseph  Steranka 
Frank  W.  Stevens 
Hugh  L.  C.  Stevens 
Lee  William  Stewart 
W.  R.  C.  Stewart 
William  S.  Stoney 
Joe  M.  Strayhorn 
W.  D.  Strayhorn 
W.  D.  Strayhorn,  III 
Wilborn  D.  Strode 
Paul  R.  Stumb 
W.  D.  Sumpter,  Jr. 

A.  J.  Sutherland,  Jr. 
John  P.  Sutton 
John  M.  Tanner 
G.  J.  Tarleton,  Jr. 
Edward  L.  Tarpley 
“Stanley  R.  Teachout 
“Pauline  Tenzel 
R.  T.  Terry 
A.  B.  Thach,  Jr. 
Clarence  S.  Thomas 
C.  S.  Thomas,  Jr. 

Emil  Dewey  Thomas 
James  N.  Thomasson 
David  D.  Thombs 
John  B.  Thomison 
Charles  B.  Thome 
Spencer  Thornton 
“Willard  O.  Tirrill 
W.  O.  Tirrill,  III 
Kirkland  W.  Todd,  Jr. 
Robert  H.  Tosh 
C.  C.  Trabue,  IV 
William  H.  Tragle 
J.  Douglas  Trapp 

L.  E.  Traughber,  Jr. 
Carr  A.  Treheme 
Cecil  B.  Tucker 

“Harlin  Tucker 
John  M.  Tudor 
Dorothy  J.  Turner 
Shannon  W.  Turney 
Jan  van  Eys 
W.  O.  Vaughan 
Leonard  B.  Victor 
Arthur  J.  Viehman 
Vernon  A.  Vix 
W.  B.  Wadlington 
Ethel  Walker 
Matthew  Walker 
John  M.  Wampler 
James  W.  Ward 
Russell  D.  Ward 
Thomas  F.  Warder 
John  S.  Warner 
“Robert  J.  Warner 
Thomas  S.  Weaver 
Jimmy  F.  Webb 
Ben  H.  Webster 
Joseph  Weinreb 
Charles  E.  Wells 
Arville  V.  Wheeler 
“Frank  E.  Whitacre 
Joe  T.  Whitfield 
E.  E.  Wilkinson 
Henry  A.  Wilkinson 
Edwin  L.  Williams 
W.  C.  Williams,  Jr. 
John  Aaron  Wilson 
John  T.  Wilson 
Nat  T.  Winston 
Frank  G.  Witherspoon 
“Jack  Witherspoon 
Norman  E.  Witthauer 
Lawrence  K.  Wolfe 
Frank  C.  Womack 
Clarence  C.  Woodcock 

M.  C.  Woodfin 
John  R.  Woods 
John  K.  Wright 
Samuel  S.  Wright 


John  Lanier  Wyatt 
John  S.  Zelenik 
“Kate  Savage  Zerfoss 
“Thomas  B.  Zerfoss 
T.  B.  Zerfoss,  Jr. 

Old  Hickory 
“T.  D.  Dailey 
James  K.  Lawrence 
Henry  D.  Murray 
Howard  C.  Pomeroy 
Edward  Bullock  Rhea 
Robert  G.  Wheeler 
Wendell  W.  Wilson 
Smyrna 
Socrates  Pinto 

Rock  Island 
“Will  Camp 

Westmoreland 
“William  P.  Law 

DICKSON  COUNTY 
MEDICAL  SOCIETY 

Charlotte 
Mary  Baxter  Cook 
James  C.  Elliott,  Jr. 

Dickson 

Walter  A.  Bell,  Jr. 
William  A.  Crosby 
Shannon  R.  Curtis 
Daniel  B.  Drinnen 
James  T.  Jackson 
William  M.  Jackson 
Jerry  Qualls 
Bobby  J.  Smith 

Erin 

Jack  S.  Kaley 

FENTRESS  COUNTY 
MEDICAL  SOCIETY 

Jamestown 
B.  Fred  Allred 
Guy  C.  Pinckley 
Jack  Smith 
Shelby  O.  Turner 

FRANKLIN  COUNTY 
MEDICAL  SOCIETY 

Decherd 

Dewey  W.  Hood 
Sewanee 

Ruth  A.  Cameron 
Charles  B.  Keppler 
Henry  Kirby-Smith 
Joe  L.  Parsons,  Jr. 
“Oscar  N.  Torian 

Winchester 
Jo  C.  Anderton 
Reynolds  Fite 
Gerald  E.  Johnson 
George  L.  Smith 
J.  Van  Blaricum 

GILES  COUNTY 
MEDICAL  SOCIETY 

Pulaski 
Robert  B.  Agee 
“Walter  J.  Johnson 
“William  A.  Lewis 
William  H.  Murrey 
William  K.  Owen 
John  U.  Speer 
David  M.  Spotwood 

GREENE  COUNTY 
MEDICAL  SOCIETY 

Greeneville 
Ramon  Azaret 
Robert  G.  Brown 
“Leroy  E.  Coolidge 
Robert  A.  Cooper 
Robert  S.  Cowles,  Jr. 
Luke  L.  Ellenburg 
Haskell  W.  Fox 
Rae  B.  Gibson 
“John  G.  Hawkins 
Hal  H.  Henard 
N.  P.  Homer 
C.  D.  Huffman 
A.  K.  Husband 


Ben  J.  Keebler 
C.  B.  Laughlin 
W.  L.  Mason 
Haskell  B.  McCollum 
James  R.  McKinney 
Michael  J.  O’Dell 
George  W.  Oden 
David  O.  Patterson 
Calvin  R.  Reviere 
John  L.  Shaw 
Kenneth  Susong 

Mosheim 
Dale  Brown 
Graydon  Evans 

HAMBLEN  COUNTY 
MEDICAL  SOCIETY 

Dandridge 

O.  L.  Merritt 

Jefferson  City 
David  C.  Cawood 
John  W.  Ellis,  Jr. 
Samuel  C.  Fain 
Jessie  Eugene  Howard 
Frank  L.  Milligan 
Estle  P.  Muncy 
Morristown 
W.  K.  Alexander 
L.  R.  Barclay 
Mack  L.  Bellaire 

C.  C.  Blake 

H.  T.  Brock 

J.  D.  Caldwell 
Jerry  J.  Crook 
Kemp  Davis 
Donald  Ray  Dees 
Clarence  J.  Duby,  Jr. 

P.  L.  Fuson 
W.  J.  Gutch 
Crampton  H.  Helms 
John  H.  Kinser 
Everette  G.  Lynch 
Robert  L.  Mueller 

0.  C.  Renner,  Jr. 
James  W.  Richardson 
Charles  S.  Scott 
Powell  M.  Trusler 

Rutledge 

Leander  C.  Bryan 
Tenny  J.  Hill 

Whitepine 
Erman  Dale  Allen 
Eugene  R.  Baker 

HAWKINS  COUNTY 
MEDICAL  SOCIETY 

Rogersville 
Ralph  Gambrel 
William  E.  Gibbons 
Walter  L.  Goforth 
William  H.  Lyons 
“John  M.  Pearson 
“Ottie  M.  Swanay 

HENRY  COUNTY 
MEDICAL  SOCIETY 

Buchanan 
W.  P.  Griffey,  Sr. 
Paris 

Robert  D.  Adams 
A.  C.  Dunlap 
W.  P.  Griffey,  Jr. 

I.  W.  Howell 

1.  H.  Jones 
Barry  P.  McIntosh 
Thos.  McSwain  Minor 
E.  P.  Mobley,  Jr. 

J.  D.  Mobley 

John  E.  Neumann,  Sr. 

D.  M.  Norman 
William  Rhea,  Sr. 
William  G.  Rhea,  Jr. 
Kenneth  G.  Ross 
Frank  B.  Sleadd 

J.  Ray  Smith 

T.  C.  Wood 

HICKMAN-PERRY 
MEDICAL  SOCIETY 

Centerville 
Parker  D.  Elrod 
JT.  James  Humphreys 


Concord 
|Edgar  D.  Akin 
Germantown 
JPaul  F.  Teague 
Linden 

Bertie  L.  Holladay 
Gordon  H.  Turner,  Jr. 

Nunnelly 

“Luther  F.  Prichard 
Parsons 

Robert  M.  Fisher 


JACKSON  COUNTY 
MEDICAL  SOCIETY 

Gainesboro 
Elijah  M.  Dudney 
Jack  S.  Johnson 


KNOX  COUNTY 
MEDICAL  SOCIETY 

Concord 

Malcolm  F.  Cobb 
R.  H.  Duncan,  Jr. 

Carl  E.  Gibson 
Robert  W.  Meadows 

Corryton 

“Marion  L.  Jenkins 
A.  D.  Simmons 

Jefferson  City 
“Turner  A.  Caldwell 
Knoxville 

Eugene  Abercrombi 
L.  Alton  Absher 
James  J.  Acker 
Joseph  E.  Acker,  Jr. 
Tea  Edward  Acuff 
William  J.  Acuff 
John  C.  Adler 
Robert  L.  Akin 
“Eben  Alexander 
Edmund  B.  Andrews 
Charles  M.  Armstrong 
John  W.  Avera 
Anne  B.  Avery 
William  R.  Bailey 
Martin  R.  Baker 
Gordon  S.  Ballou 
O.  E.  Ballou 
Floyd  N.  Bankston 
Walter  C.  Beahm 
Daniel  F.  Beals 
Joe  D.  Beals 
Alfred  D.  Beasley 
John  H.  Bell 
Spencer  York  Bell 
Bruce  Bellomy 
Walter  Benedict 
James  C.  Benton 
Charles  W.  Black 
Joe  W.  Black,  Jr. 

H.  A.  Blake 
Lynn  F.  Blake 
Wade  H.  Boswell 
Jacob  T.  Bradsher 
Richard  F.  Brailey 
Aubra  D.  Branson 
Robert  G.  Brashear 
Robert  J.  Brimi 
“Clayton  M.  Brodine 
Robert  T.  Brooks 
Fred  F.  Brown 
“Horace  E.  Brown 
Raymond  C.  Bunn 
Edward  Buonocore 
James  A.  Burdett 
John  H.  Burkhart 
J.  M.  Burkhart 
William  G.  Byrd 
J.  Ed.  Campbell,  Jr. 
John  W.  Campbell 
Clyde  L.  Capps 
“P.  H.  Cardwell 
C.  Sanford  Carlson 
Kenneth  B.  Carpenter 
Donald  G.  Catron 
Madison  Cawein 
Lloyd  G.  Caylor 
Amoz  Chemoff 
Jack  Chesney 
L.  Warren  Chesney 
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H.  E.  Christenberry, 

Jr. 

K.  W.  Christenberry 
Henry  Christian 
“C.  L.  Chumley 
William  E.  Clark 
“Edward  S.  Clayton 

I.  Reid  Collmann 
Edward  D.  Conner 
David  A.  Corey 
Dennis  Coughlin,  Jr. 
M.  L.  Courtney 
James  B.  Cox 

John  J.  Craven 
“William  R.  Cross 
“Miles  S.  Crowder 
Joe  C.  Crumley 
“H.  K.  Cunningham 

J.  P.  Cullum 

C.  Harwell  Dabbs 
Morris  N.  Dalton 
Elvyn  V.  Davidson 
Daniel  Davis 
Lloyd  C.  Davis 
Martin  Davis 
Oliver  Delozier 
“Ray  V.  DePue 
W.  A.  DeSautelle 
Albert  W.  Diddle 
Sheldon  E.  Domm 
Larry  Dorsey 
“Wesley  F.  Dorsey 
John  H.  Dougherty 
Robert  E.  Dougherty 
Margaret  Dowell 
James  E.  Downs 
Mary  Brock  Duffy 
James  B.  Dukes 
C.  R.  Earnest,  Jr. 

“E.  M.  Edington 
James  B.  Ely 
Jerry  J.  Embry 
Richard  J.  Erickson 
Frank  A.  Faulkner 
Mark  P.  Fecher 
George  Fillmore 
Thomas  Findley 
George  H.  Finer 

J.  Marsh  Frere 
Fred  M.  Furr 
William  F.  Gallivan 
Frank  B.  Galyon 
Joseph  I.  Garcia 
William  H.  Gardner 
George  L.  Gee,  Jr. 
Garrison  Geller 
Robert  H.  Gentry 
C.  F.  George 
J.  Vivian  Gibbs 
Robert  B.  Gilbertson 
Richard  A.  Gillespie 
Abner  M.  Glover,  Jr. 
Carl  E.  Godfrey 
B.  D.  Goodge 
Conrad  L.  Grabeel 
James  R.  Guyton,  Jr. 
T.  F.  Haase,  Jr. 
Robert  E.  Hall 
“J.  Ralph  Hamilton 
Joseph  W.  Harb 
Walter  S.  E.  Hardy 
Robert  W.  Harris 
J.  C.  Hathaway,  Jr. 
David  N.  Hawkins 
T.  J.  T.  Hayes,  Jr. 

M.  Lou  Hefley 
George  G.  Henson 
Zelma  L.  Herndon 
Howard  K.  Hicks 
Hubert  C.  Hill 
Oliver  W.  Hill 
“Victor  Hill 
R.  L.  Hobart,  Jr. 
Fred  W.  Hodge 
David  F.  Hoey 
Robert  P.  Hornsby 
Leon  C.  Hoskins 

G.  Turner  Howard 
John  W.  Howe 
Fred  E.  Hufstedler 
Perry  M.  Huggin 
Charles  C.  Hutson 

E.  C.  Idol 
“George  L.  Inge 
Clifton  E.  Irwin 

A.  L.  Jenkins 
Harry  H.  Jenkins 
J.  R.  Johnson 
Joe  Breese  Johnson 
Francis  S.  Jones 


“Veteran 
t Post-Graduate 
f Military 


Richard  R.  Jost 
Paul  L.  Jourdan 
Margaret  E.  Joyce 
Anthony  A.  Kattine 
William  M.  Keeling 
A.  Pat  Kelly 

A.  Glenn  Kennedy 
John  O.  Kennedy 
John  E.  Kesterson 
Stacy  H.  Kinlaw 
Victor  H.  Klein,  Jr. 
Lamar  L.  Knight 
Robert  E.  Knowling 
William  G.  Laing 

“A.  H.  Lancaster 
Robert  D.  Lange 
Robert  F.  Lash 
William  M.  Law 

F.  K.  Lawson 
Robert  P.  Layman 
Walter  J.  Lee 
R.  J.  Leffler 
John  H.  Lesher 
Thomas  E.  Lester 
Robert  A.  Lewis 
Felix  G.  Line 
Thomas  L.  Lomasney 
Frank  London 
Henry  H.  Long 
Joe  L.  Luna 
John  R.  Maddox,  Jr. 
Gershom  Mailman 
Margaret  Maynard 
Perry  B.  McCallen 
Curtis  P.  McCammon 
Bruce  R.  McCampbell 
William  J.  McCoy 
William  E.  McGhee 
Carroll  W.  McGinnis 
J.  S.  McMurry 
Carter  Miller 
Edwin  E.  Miller 
William  O.  Miller 
Foy  B.  Mitchell 
Jack  Murphy  Mobley 

“Ralph  Horace  Monger 
J.  L.  Montgomery,  Jr. 
Joseph  B.  Moon 
John  D.  Moore 
John  D.  Moore,  Jr. 
Robert  S.  Moore 
Travis  E.  Morgan 
Robert  W.  Morris,  Jr. 

“Julius  Floyd  Morrow 
James  E.  Moseley 
William  S.  Muse 
James  D.  Myers 
Cecil  F.  Mynatt 

“J.  B.  Naive 
Carl  A.  Nelson,  Jr. 
John  R.  Nelson,  Jr. 
William  A.  Nelson 

H.  L.  Neuenschwander 
Robert  W.  Newman 
Park  Niceley 
Hazel  Marie  Nichols 

“Ralph  G.  Nichols 
Elvin  B.  Noxon 
Richard  A.  Obenour 
Kenneth  A.  O’Connor 
Harry  K.  Ogden 
Homer  C.  Ogle 
Bergein  F.  Overholt 

B.  M.  Overholt 
Turan  Ozdil 

{Landon  L.  Palmer 
R.  W.  Patterson,  Jr. 

R.  F.  Patterson,  Jr. 
William  L.  Patterson 

F.  H.  Payne 

C.  G.  Peagler 

“Jarrell  Penn 

Ronald  Perry 

“H.  Dewey  Peters 
Ira  S.  Pierce 
Cecil  E.  Pitard 

“Samuel  Joseph  Platt 

“Wm.  Walter  Potter 
William  F.  Powell 
Bruce  R.  Powers 
Wilson  W.  Powers 
H.  Hammond  Pride 
T.  C.  Prince,  Jr. 

James  C.  Prose 
John  T.  Purvis 
John  A.  Range 
Joe  L.  Raulston 
Freeman  L.  Rawson 
Thomas  L.  Ray 
W.  Gilmer  Reed 


Rolland  F.  Regester 
Paul  D.  Richards 
Billy  N.  Riggins 
John  C.  Rochester 
Frank  T.  Rogers 
William  K.  Rogers 
f James  Mitchell  Rouse 
Cecil  D.  Rowe 
Burton  M.  Rudolph 
Jack  Rule 
Kenneth  B.  Rule 
Kyle  O.  Rutherford 
John  H.  Saffold 
Karl  T.  Sammons 
Roy  L.  Seals 
Richard  C.  Sexton 
Digby  G.  Seymour 
Samir  B.  Shamiyeh 
Alex  B.  Shipley 

K.  E.  Shoemaker 

E.  Charles  Sienknecht 
Frank  J.  Slemons 
Charles  C.  Smeltzer 

E.  B.  Smith 
“Vernon  I.  Smith 
W.  Eidson  Smith 
“John  Raymond  Smoot 
Alan  Solomon 
James  L.  Southworth 
Terresa  Stallworth 
William  P.  Stallworth 
Thomas  F.  Stevens 
J.  Hooper  Stiles 
J.  M.  Stockman 
William  K.  Swann 
Edward  L.  Tauxe 
Dale  A.  Teague 
“Dan  Rees  Thomas 
William  M.  Tipton 
Elsie  V.  Tomkinson 
Lucian  W.  Trent 
George  M.  Trotter 
James  E.  Turner 
M.  Frank  Turney 
{Thomas  D.  Vance 
{Howard  Vesser 
Bruce  Walker 
Norma  B.  Walker 
James  W.  Wall 
Calvin  R.  Wallace 
Sidney  L.  Wallace 
Donald  E.  Wallis 
Clifford  L.  Walton 
“R.  G.  Waterhouse 
David  H.  Waterman 
James  H.  Waters 
David  T.  Watson 
Glenn  F.  Watts 
Alvin  J.  Weber 
Roy  A.  Wedekind 
Arthur  W.  Welling 
Charles  M.  Wender 
Fred  West 
Herbert  N.  Whanger 
Herbert  F.  White 
Richard  L.  Whittaker 
John  W.  Whittington 
Robert  B.  Whittle 
Richter  H.  Wiggall 
James  R.  Williams 
John  H.  Williams 
Lee  L.  Williams 
M.  L.  Williams 

G.  A.  Williamson,  Jr. 
Perry  J.  Williamson 
Leon  J.  Willien 
Richard  B.  Willingham 
Stephen  G.  Wilson,  Jr. 
John  B.  Wofford 
John  H.  Wolaver 
George  H.  Wood 
“R.  B.  Wood 
Paul  T.  Wooten 
James  P.  Worden 
O.  H.  Yarberry,  Jr. 
William  T.  Youmans 
Vernon  H.  Young 
Vincent  T.  Young 
Eugene  G.  Zachary 
Charles  R.  Zirkle 
George  A.  Zirkle,  Jr. 

Lake  City 
John  S.  Burrell 
Curtis  C.  Sexton 

Lenoir  City 
Harold  D.  Freedman 
Walter  C.  Shea,  Jr. 


Loudon 
Corrie  Blair 
Samuel  A.  Harrison 
W.  B.  Harrison 
William  T.  McPeake 
J.  R.  Watkins 

Maynardville 
John  A.  Marsee 
New  Tazewell 
William  N.  Smith 
Jean  C.  Tarwater 

Oak  Ridge 
Frederick  W.  Carr 
Seaton  Garrett 
David  H.  Sexton 

Philadelphia 
Margaret  H.  Brooks 
Powell 

Cecil  E.  Russell,  Jr. 

Seymour 
James  B.  Bell 
Sevierville 
Catherine  Gilreath 
Strawberry  Plains 
Robert  W.  Creech 
Ronald  M.  Webster 

Vonore 
’Troy  Bagwell 

LAWRENCE  COUNTY 
MEDICAL  SOCIETY 

Lawrenceburg 
Virgil  H.  Crowder 
Virgil  H.  Crowder,  Jr. 
W.  O.  Crowder,  Jr. 
Boyd  P.  Davidson 
Norman  L.  Henderson 
James  C.  Hudgins,  Jr. 
Laurence  B.  Molloy 
Villard  Parrish 
Walter  S.  Southerland 
Carson  E.  Taylor 

Loretto 
Ray  E.  Methvin 
M.  H.  Weathers,  Jr. 

Waynesboro 
A.  K.  Ghosh 
Jaime  V.  Mangubat 
’Dexter  Woods,  Sr. 

LINCOLN  COUNTY 
MEDICAL  SOCIETY 

Ardmore 

Clyde  B.  Marshall 
Elora 
’A.  L.  Griffith 

Fayetteville 
Edwin  E.  Blalack 
Ann  U.  Bolner 
Paris  Bransford 

L.  M.  Donalson 
Wm.  D.  Jones 
’Robert  E.  McCown 
’J.  V.  McRady 
Bobby  G.  Norwood 
T.  A.  Patrick,  Jr. 

’John  E.  Sloan 

C.  Doyne  Toone 
Paul  E.  Whittemore 
William  Young 

Lynchburg 

F.  Harlan  Booher 

MACON  COUNTY 
MEDICAL  SOCIETY 

Lafayette 

Charles  Chitwood,  Jr. 
Jack  Clark 
E.  M.  Froedge 
Max  E.  Painter 

MARSHALL  COUNTY 
MEDICAL  SOCIETY 

Lewisburg 

Kenneth  P.  Brown,  Jr. 
Ronald  R.  Dinella 
Hoyt  C.  Harris 


J.  C.  Leonard 

H.  A.  Morgan,  Jr. 

K.  J.  Phelps 

Wm.  Saxon  Poarch 
Jones  F.  Rutledge 

H.  H.  Shoulders,  Jr. 
Linda  C.  Staley 
William  L.  Taylor 
J.  F.  VonAlmen,  Jr. 

W.  A.  Walker 

MAURY  COUNTY 
MEDICAL  SOCIETY 

Columbia 

David  Boyd  Andrews 
Charles  R.  Brite 
R.  R.  Clifford,  Jr. 
Eldon  S.  Dummit,  Jr. 

I.  Edward  Ewton 
William  G.  Fuqua 
Daniel  R.  Gray,  Jr. 
Joel  T.  Hargrove 
Roy  F.  Harmon,  Jr. 
John  W.  Harris 
Valton  C.  Harwell 
Harry  C.  Helm 
Wm.  N.  Jernigan 
Ralph  Kustoff 
Ambrose  M.  Langa 
Robin  Lylei 

G.  R.  Mayfield,  Jr. 
Clay  R.  Miller 
Lawrence  R.  Nickell 
Edwin  K.  Provost 
David  R.  W.  Shupe 
Billy  J.  Vinson 
Leon  S.  Ward 

J.  Wallace  Wilkes,  Jr. 

Jamestown 

L.  L.  McCormack 

Hohenwald 
William  C.  Keeton 
Lawrenceburg 
W.  M.  Cook 
Memphis 

JM.  T.  Rayburn,  Jr. 

Mt.  Pleasant 
“Gover  C.  English 
Allyn  M.  Lay 
J.  O.  Williams,  Jr. 

McMINN  COUNTY 
MEDICAL  SOCIETY 

Athens 

Lewis  D.  Curtner 
Roy  W.  Epperson 
“Carey  O.  Foree 
Wm.  Edwin  Foree,  Sr. 
Wm.  E.  Foree,  Jr. 
Robert  Daniel  Hays 
Robert  G.  Hewgley 
Milnor  Jones 
John  H.  Lillard 
John  C.  McKenzie 
J.  L.  Montgomery,  Sr. 
Jess  A.  Powell,  Jr. 
Helen  M.  Richards 
Lester  H.  Shields 
Robert  W.  Trotter 

Big  Springs 
“Charles  F.  Warren 
Decatur 
“W.  L.  Wilhelm 
Englewood 
James  F.  Cleveland 
Etowah 

Charles  T.  Carroll 
William  Kenneth  Frye 

H.  P.  Whittle,  Jr. 
Thomas  W.  Williams 

MEMPHIS-SHELBY 

COUNTY 

MEDICAL  SOCIETY 

Arlington 
Malcolm  A.  Baker 
James  S.  Brown 
Ersel  A.  Crawford 
Edward  N.  Mogan 

Bartlett 

Edgar  Seth  Wilson 


Collierville 
Ernest  F.  Apple 
J.  E.  Outlan 

Cardova 

L.  W.  Diggs 
Irma  S.  Kennedy 

Counce 
H.  D.  Gray 

Germantown 
John  T.  Carter,  Jr. 
Phillip  A.  Pedigo 

Kingsport 
Willard  G.  Glass 
Millington 
“James  F.  Bradley 
Billy  W.  King 

Memphis 
Sara  Abbott 
Robert  F.  Ackerman 
John  Q.  Adams 
Lorenzo  H.  Adams 
Robert  F.  Adams 
tWilliam  M.  Adams,  Jr. 
R.  M.  Addington 
Henry  L.  Adkins 
Justin  H.  Adler 

G.  H.  Aivazian 
Howard  Thomas  Akers 
Albert  M.  Alexander 
James  E.  Alexander 
Chester  G.  Allen 

F.  P.  Allen,  Jr. 

Frank  S.  Allen 
Robert  G.  Allen 

F.  H.  Alley 
Jacob  Alperin 
James  L.  Alston 
J.  P.  Anderson 
L.  D.  Anderson 

“Sam  B.  Anderson 
Sam  B.  Anderson,  Jr. 
William  F.  Andrews 

D.  N.  Anishanslin 
“Daniel  H.  Anthony 

Robert  A.  Anthony 
John  W.  Apperson,  Jr. 
Charles  R.  Arkin 
Malcolm  Asto 

H.  E.  Atherton 
Leland  L.  Atkins 
Edgar  L.  Austin 
John  Andrew  Avgeris 
W.  W.  Aycoek 

J.  C.  Ayers,  Jr. 

John  W.  Baird 
J.  Earl  Baker 
George  F.  Bale 
Reid  L.  Ballinger 
JLeon  T.  Banakas 
Roy  Manning  Barber 

G.  L.  Barker 

Aden  W.  Barlow,  Jr. 
W.  Winston  Barnard 
John  E.  Barnes 
Ray  J.  Barnes 
James  R.  Barr 
Jerome  N.  Barrasso 
Luis  M.  Barreras 
John  Morgan  Barron 
George  H.  Bassett 
Joseph  C.  Battaile 
B.  L.  Beatus,  Jr. 
Emmett  D.  Bell,  Jr. 
James  S.  Bell 
Steven  Hunter  Bell 

A.  L.  Bellott,  Jr. 

H.  E.  Bennett 

B.  F.  Benton 
“James  M.  Bethea 
iRalph  C.  Bethea 

Richard  O.  Bicks 
Albert  William  Biggs 
J.  D.  Biles 

E.  S.  Birdsong,  Jr. 
Calvin  R.  Bishop 
Alan  L.  Bisno 

W.  A.  Bisson 
W.  T.  Black,  Jr. 
Carolyn  F.  Blackwell 
Samuel  J.  Blackwell 
Basil  A.  Bland,  Jr. 
Breen  Bland 
Phil  B.  Bleecker 
Herbert  Blumen 
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H.  B.  Blumenfield 
Joseph  C.  Boals,  III 
R.  F.  Bonner 
Howard  A.  Boone 
James  L.  Booth 

C.  W.  Borg 
James  H.  Boring 
“Mary  S.  Bouldin 
R.  L.  Bourland 

E.  P.  Bowerman 
“Robert  L.  Bowlin 
H.  B.  Boyd 
“Louis  F.  Boyd 
Henry  R.  Bradford 

B.  M.  Brady 
Winston  Braun 
R.  R.  Braund 
Clara  A.  Brawner 
J.  T.  Bridges 
Carey  Bringle 
Louis  Goodno  Britt 
Louis  P.  Britt 
Joseph  H.  Brock 
Daniel  A.  Brody 
Maury  W.  Bronstein 
Brown  Brooks 
Mike  J.  Brown 

W.  R.  Brown 
J Malvern  T.  Bryan 
James  W.  Bryant 
JW.  F.  Buckner 
“Kinsey  M.  Buck 
Madison  H.  Buckley 
G.  H.  Burkle,  III 
I Pat  Ed  Burlison 
W.  B.  Burrow 
William  D.  Burton 

O.  D.  Butterick,  Jr. 
James  S.  Byas 

JJuan  R.  Cabrera 
Shed  Hill  Caffey 
R.  A.  Calandruccio 
Edward  P.  Caldwell 
M.  K.  Callison 
Alvro  M.  Camacho 
“E.  G.  Campbell 
E.  A.  Canada 
Dee  James  Canale 
Bland  W.  Cannon 
Charles  A.  Cape 
Dominic  J.  Cara 
R.  S.  Caradine,  Jr. 
Duane  M.  Carr 
David  S.  Carroll 
Dan  Carruthers,  Jr. 
Harvey  W.  Carter 
L.  L.  Carter 
1 Jose  Luis  Castillo 
Arlie  H.  Chamberlin 
John  M.  Chambers,  Jr. 
Fenwick  W.  Chappell 
Robert  M.  Charm 

C.  P.  Cheatham 
Richard  E.  Ching 
Joseph  M.  Chisolm 
Robert  P.  Christopher 
Colin  C.  D.  Clarendon 
Glenn  Clark 

James  A.  Clark,  Jr. 
Charles  L.  Clarke 
Hugh  Adams  Clarke 
“Edwin  W.  Cocke,  Sr. 
Edwin  E.  Cocke,  Jr. 
Lawrence  L.  Cohen 
Morris  D.  Cohen 
Francis  H.  Cole 
Sidney  A.  Coleman 
Blaine  C.  Collins 
Frank  H.  Collins 
J.  H.  Collins 
John  P.  Conway 
Charlie  W.  Cooper 
George  Cooper,  Jr. 
George  A.  Coors 
“Giles  A.  Coors 
G.  D.  Copeland 
Charles  E.  Couch 
Erwin  M.  Cox 
tjackie  J.  Cox 
“John  E.  Cox 
JCulver  C.  Craddock 
Sterling  R.  Craig 
Lloyd  V.  Crawford 

P.  T.  Crawford 
Rufus  Edgard  Craven 
Andrew  Crenshaw 

T.  K.  Creson,  Jr. 

John  Thomas  Crews 
Herman  A.  Crisler,  Jr. 


“J.  A.  Crisler,  Jr. 

Robert  N.  Crockett,  Jr. 
Virgil  G.  Crosby 
“C.  V.  Crowell 
Joseph  E.  Crupie 
Terry  Park  Cruthirds 
Alvin  J.  Cummins 
David  L.  Cunningham 
Ray  Eugene  Curie 
Thomas  A.  Currey 
Wilburta  Daltroff 
Andrew  J.  Dancy 
C.  O’Hara  Daugherty 
“Raleigh  R.  Davenport 
Orin  L.  Davidson 
Dean  F.  Davies 
Harry  Davis 
“J.  M.  Davis 
Norman  H.  Davis 
W.  J.  Deaton 
Charles  J.  Deere 
Sergio  A.  DeLamerens 
H.  L.  Dellinger,  Jr. 
McCarthy  Demere 
R.  L.  DeSaussure 
Alice  R.  Deutsch 
Melvin  W.  Deweese 
“John  L.  Dies 
F.  S.  Dietrich 
Ruth  Eleanor  Dinkins 
Phillip  Hays  Dirmeyer 
Don  E.  Dismukes 
Robert  P.  Dobbie,  Jr. 

J.  M.  Dobson 
John  B.  Dorain 
Thomas  G.  Dorrity 
Warren  M.  Douglas 
Charles  V.  Dowling 
Arnold  M.  Drake 
Paul  T.  Drenning 
James  H.  Druff 
Horton  G.  DuBard 
John  Kelly  Duckworth 
Danilo  A.  Duenas 
Marion  Dugdale 
Don  DeWindle  Duke 
W.  D.  Dunavant 
Dan  A.  Dunaway 
James  T.  Duncan 
Jerald  M.  Duncan 
William  Lloyd  Duncan 
Hamel  Bowen  Eason 
Leslie  Edmund  Eason 
E.  S.  Eddins 

A.  S.  Edmondson 
Joseph  Allen  Elgart 
Rodney  G.  Elliott 

E.  U.  Epstein 
Cyrus  C.  Erickson 
Patsy  Ruth  Erwin 
Richard  A.  Essman 
J.  N.  Etteldorf 

C.  Barton  Etter 
O.  A.  Eubanks,  Jr. 

J.  D.  Evans 
Milton  L.  Evans 

B.  E.  Everett,  Jr. 

“H.  B.  Everett 

W.  H.  Fancher 

C.  C.  Faquin,  Jr. 
Harold  G.  Farley 
R.  G.  Farmer 
Turley  Farrar 

C.  C.  Farrow,  Jr. 
James  Rodney  Feild 
Harold  Feinstein 
Raymond  J.  Fioranelli 
Stewart  Allison  Fish 

D.  F.  Fisher 
Charles  Walter  Fitch 
James  B.  Flanagan 

“Robinson  B.  Flaniken 
Irvin  Durant  Fleming 
Julian  Glenn  Fleming 
A.  R.  Flowers 
William  P.  Flowers 
Max  Foner 

A.  T.  Fort 

F.  F.  Fountain,  Jr. 
Hugh  Francis,  Jr. 

Jerry  Francisco 
Edgar  R.  Franklin 
C.  E.  Frankum 
Lovely  A.  Free 
Jerre  M.  Freeman 
W.  Edward  French 

B.  I.  Friedman 
Burt  Friedman 
Federico  Jorge  Fuste 
Ricardo  R.  Fuste 


E.  W.  Gadberry 
J.  T.  Galyon 

J.  C.  Garbarini,  Jr. 

H.  C.  Gardner 
L.  C.  Gardner,  Jr. 
Wade  S.  Gamer 
H.  Edward  Garrett 
Richard  H.  Garrett 
Edward  Lester  Gegan 
Elsbeth  Gehorsam 
Lewis  Watson  George 
Barry  E.  Gerald 
C.  E.  Gillespie 
John  Joseph  Gilluly 
Richard  C.  Gilmartin 

B.  H.  Ginn 
Frederick  Gioia 
George  E.  Gish 
James  Robert  Givens 
Thomas  C.  Gladding 

“Clarence  H.  Glover 
Wm.  Cole  Godsey 
Turgut  K.  Gokturk 
Fred  A.  Goldberg 
“David  W.  Goltman 
Michael  Gompertz 
| Fletcher  H.  Goode 
Martha  Ferguson  Goss 
Henry  B.  Gotten 
Nicholas  Gotten 
Marvin  I.  Gottlieb 
Robt  D.  Gourley 
Thomas  E.  Goyer 
Wilford  H.  Gragg,  Jr. 
“Wilford  H.  Gragg,  Sr. 
James  A.  Grant 
William  C.  Grant 
J.  F.  Gratz,  Jr. 

L.  R.  Graves,  Jr. 

A.  W.  Green 

C.  R.  Green 
James  B.  Green 
Jack  Grenfield 
Jerry  Wade  Grise 
H.  T.  Grizzard 

A.  T.  Grobmyer,  Jr. 

A.  J.  Grobmyer,  III 

F.  T.  Grogan,  Jr. 

Jose  C.  Gros 
Charles  W.  Gross 
Morton  Leon  Gubin 
Jose  Guma 

J.  L.  Guyton 
James  A.  Gwaltney 
Lillian  Hadsell 
James  S.  Haimsohn 
H.  H.  Halford,  Jr. 

Jack  R.  Halford 
E.  R.  Hall,  Jr. 
“Emmett  R.  Hall,  Sr. 
Vonnie  A.  Hall 
Margaret  A.  Halle 
James  E.  Hancock 
“J.  F.  Hamilton 
R.  S.  Hamilton 
W.  T.  Hamilton 
John  B.  Hamsher 
“Bedford  F.  Hardin 
Ethel  Ashton  Harrell 
O.  B.  Harrington 
Buford  Terrell  Harris 
Mallory  Harwell 
Howard  B.  Hasen 
Fred  E.  Hatch,  Jr. 

A.  Kenneth  Hawkes 
C.  Douglas  Hawkes 
Jean  M.  Hawkes 
Cyril  L.  Hay 
William  T.  Hayes 
Leigh  K.  Haynes 
Thomas  G.  Head 
Walter  Hodges  Henley 
Louie  C.  Henry 
Bruce  W.  Herndon 
A.  Lynn  Herring 
Roger  Lew  Hiatt 
Cyrus  H.  Higgs,  Jr. 
George  B.  Higley,  Jr. 
George  B.  Higley,  Sr. 

J Fontaine  S.  Hill 
James  M.  Hill 
E.  E.  Hines 
W.  K.  Hoffman,  Jr. 
Thomas  L.  Holliday 
David  Holloway 
J.  E.  Holmes 
J.  P.  Holmes,  Jr. 

Huey  T.  Holt 
Arthur  E.  Home 
Glenn  Edward  Horton 


Hubert  L.  Hotchkiss 
C.  H.  Householder 
John  L.  Houston 
H.  S.  Howard,  Jr. 

W.  T.  Howard 
Robert  J.  Howse 
John  Patton  Howser 
James  G.  Hughes 
John  D.  Hughes 
“Max  Hughes 
Robert  Rule  Hughes 
John  V.  Hummel 
Sam  E.  Hunter 
W.  C.  Hutchins 
J.  H.  Ijams 
C.  W.  Ingle 
A.  J.  Ingram 
John  Marcus  Ivie 

C.  E.  Jabbour 
J.  T.  Jabbour 
Thomas  M.  Jackson 

“Harry  Jacobson 
“Hiram  B.  Jacobson 
“David  H.  James 

D.  H.  James,  Jr. 

Hal  P.  James 

“Jesse  A.  James 
L.  K.  Jarred 
Oliver  C.  Jeffers 

G.  W.  Jenkins,  II 
Jon  C.  Jenkins 

Wm.  Gordon  Jennings 
Anthony  P.  Jerome 
J.  Don  Johnson 
James  G.  Johnson 
Larry  H.  Johnson 
W.  W.  Johnson 
Albert  M.  Jones 
Elise  Jones 
George  P.  Jones,  Jr. 
James  D.  Jones 
Joe  Paul  Jones 

R.  Luby  Jones 
Sara  T.  Jones 
Sidney  D.  Jones,  Jr. 
Robert  G.  Jordan 
A.  Wilson  Julich 

E.  J.  Justis,  Jr. 

Edward  Steven  Kaplan 
Jerry  Kaplan 

S.  B.  Kaplan 
Lyman  A.  Kasselberg 
Gilbert  Katz 
Bobby  J.  Kelley 

“Ernest  G.  Kelly 
R.  T.  Kelly 
Irma  S.  Kennedy 
Jerry  R.  Kennedy 
J Irvin  J.  Kerber 

H.  G.  Kessler 
Charles  M.  King 
J.  Cash  King 
Howard  H.  Kitchens 
Robert  Paul  Kline 
W.  F.  Klotz 

t George  S.  Knapp,  III 
David  H.  Knott 

F.  H.  Knox,  Jr. 

R.  L.  Knox 
Marshall  L.  Koonce 
Shelton  B.  Korones 
Charles  E.  Kossman 
Alfred  P.  Kraus 
Bernard  M.  Kraus 
Melvin  M.  Kraus 

“Arlington  C.  Krause 
Cary  M.  Kuykendall 
N.  W.  Kuykendall,  Jr. 

J.  Warren  Kyle 

L.  M.  Lamar,  Jr. 

H.  Z.  Landis 

C.  G.  Landsee 
Frank  A.  Latham 

M.  W.  Lathram 
A.  E.  Laughlin 
H.  G.  LaVelle,  Jr. 
Robert  E.  Lawson 

| John  P.  Layde 
Ling  Hong  Lee 
Aaron  M.  Lefkovits 
Robert  I.  Lerman 
Melvyn  A.  Levitch 

G.  J.  Levy 
L.  C.  Lewis 
Myron  Lewis 
Phil  M.  Lewis 

H.  F.  Linder 

K.  E.  Lindsay 
Alys  H.  Lipscomb 
Melvin  Litch,  Jr. 


G.  R.  Livermore,  Jr. 

D.  G.  Lockwood 
Charles  E.  Long 
William  E.  Long 

J.  C.  Lougheed 
Vama  Peyton  Love 
George  S.  Love  joy 
| William  M.  Lovejoy 
Martha  A.  Loving 
Edward  H.  Mabry 
W.  F.  Mackey 
Holt  B.  Maddux 
Thomas  A.  Maguda 
J.  K.  Maguire 
Battle  Malone 
T.  P.  Manigan 
John  C.  Mankin 
Howard  W.  Marker 
Philip  Markle 
Carl  D.  Marsh 
“Clement  H.  Marshall 
George  W.  Marten 
Roy  W.  Martin 
Tinnin  Martin,  Jr. 
Alfonse  T.  Masi 
James  D.  Massie 
A.  D.  Mason,  Jr. 
“Charles  R.  Mason 
“Joseph  W.  Mason 
“R.  F.  Mason 
Wm.  Watson  Mason 
Gordon  L.  Mathes 
Oliver  S.  Matthews 
Wm.  P.  Maury,  Jr. 

R.  F.  Mayer 
L.  H.  Mayfield 
John  T.  McAskill 
Robert  P.  McBumey 
John  W.  McCall 
John  G.  McCarter,  Jr. 
“J.  J.  McCaughan 
J.  J.  McCaughan,  Jr. 
“B.  F.  McCleave 
Randolph  M.  McCloy 
James  G.  McClure 

D.  C.  McCool 
L.  K.  McCown 

E.  F.  McDaniel 

H.  P.  McDonald,  Jr. 
John  L.  McGee 

“John  A.  McIntosh 

E.  E.  McKenzie,  Jr. 

J.  Wesley  McKinney 

A.  M.  McLarty 

B.  E.  McLarty 
Richard  P.  McNelis 
George  McPherson 
Elise  McQuiston 

T.  W.  Meriwether,  III 
William  E.  Metzger 
“Alphonse  Meyer 

A.  H.  Meyer,  Jr. 
David  Meyer 
Robert  Miles 

Lee  W.  Milford,  Jr. 

C.  W.  Miller,  Jr. 

Fox  Miller 

G.  L.  Miller,  Tr. 
Harold  R.  Miiler 
Joseph  Hardy  Miller 
Richard  A.  Miller 
Richard  B.  Miller 
R.  D.  Miller 
R.  W.  Miller 
Dan  C.  Mills 
George  T.  Mills 
J.  Pervis  Milnor,  Jr. 
Irving  C.  Minkin 

B.  G.  Mitchell 
“E.  D.  Mitchell,  Jr. 

W.  R.  Mitchum 
JDavid  F.  Mobley 

E.  C.  Mobley 
J.  C.  Mobley 

B.  A.  Moeller,  Jr. 
William  L.  Moffatt 
Edward  M.  Molinski 
R.  H.  Monger,  Jr. 
David  F.  Moore 

F.  B.  Moore,  Jr. 

Hugh  C.  Moore 
James  A.  Moore 
Marion  R.  Moore 
Moore  Moore,  Jr. 
Tandy  G.  Morris 
Larry  B.  Morrison 
Margaret  H.  Morrison 
William  H.  Morse 
William  Hill  Moshier 
Henry  Moshkowitz 


J.  Palmer  Moss 
T.  C.  Moss 
“Lyle  Motley 
Ernest  Eric  Muirhead 
Kenneth  J.  Munden 
Wade  T.  Murdock 
Francis  Murphey 
Walter  Henry  Murphy 
W.  F.  Murrah,  Jr. 
Roland  Myers 
John  Paul  Nash 
Charles  L.  Neely,  Jr. 
John  C.  Newton 
Thomas  W.  Nichols 

G.  C.  Nichopoulos 
Eugene  R.  Nobles,  Jr. 
Robert  Sidney  Norman 
W.  C.  North 
W.  L.  Northern,  Jr. 
Walter  L.  Norton 
Stewart  L.  Nunn 
D.  W.  Oelker 
Evelyn  Bassi  Ogle 
L.  C.  Ogle 
W.  S.  Ogle 
Claude  D.  Oglesby 
Charles  B.  Olim 
Joseph  C.  Orman 
Phil  E.  Orpet,  Jr. 
Frank  J.  Osborn 
William  J.  Oswald 
Henry  Packer 
Alfred  H.  Page 
Gene  R.  Page 
Roy  Calvin  Page 
Joseph  Parker 

C.  W.  Parrott,  Jr. 
Samuel  Paster 
Morris  Pasternack 
James  W.  Pate 
Rushton  E.  Patterson 

R.  H.  Patterson,  Jr. 
Sam  Polk  Patterson 

J Stanley  M.  Patterson 
Raphael  N.  Paul 

G.  E.  Paullus,  Jr. 

John  D.  Peeples,  Jr. 
John  V.  Pender,  Jr. 
William  C.  Phelps 
J.  D.  Phillips 
Jerry  Clyde  Phillips 
Maurice  C.  Pian,  Jr. 
Jorge  Alfredo  Picaza 
John  D.  Pigott 
William  Earl  Phillips 
James  A.  Pitcock 
Samuel  E.  Pitner,  Jr. 
Alan  Bailey  Platkin 
Gerald  I.  Plitman 

“R.  M.  Pool 
“Arthur  R.  Porter,  Jr. 

C.  H.  Porter 
Huey  H.  Porter 
William  A.  Potter 
James  Howard  Price 

S.  A.  Pridgen 
Wm.  Roby  Pridgen 

L.  C.  Prieto 
Boyce  B.  Pryor 
Billie  Harold  Putman 

“John  W.  Ragsdale 
Richard  B.  Raines 
Sam  L.  Raines 
William  T.  Rainey 
Jerry  F.  Randolph 
Paul  D.  Randolph 
Morris  W.  Ray 
R.  Beverley  Ray 
Edward  M.  Reaves 
John  J.  Redmon 
Edward  Wilson  Reed 
Robert  Canada  Reeder 

H.  Eugene  Reese 
Harvey  C.  Reese,  Jr. 

“J.  R.  Reinberger 
John  M.  Reisser,  Jr. 

R.  C.  Rendtorff 
Walter  A.  Rentrop 
W.  E.  Rentrop 
Leslie  B.  Reynolds,  Jr. 
Hal  S.  Rhea 
“Alma  B.  Richards 
Robert  L.  Richards 
John  T.  Riggin,  Jr. 
Charles  R.  Riggs 
W.  W.  Riggs,  Jr. 
Frances  Osbom  Riley 
George  A.  Riley 

M.  J.  Roach 
Jourdan  A.  Roane 
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S.  Gvvin  Robbins 
J.  T.  Robertson 

C.  G.  Robinson 
James  A.  Robinson 
John  E.  Robinson,  Jr. 

"Waiter  W.  Robinson 
L.  B.  Robison,  Jr. 
Gordon  k.  Rogers 
E.  William  Rosenberg 
Joseph  A.  Rothschild 
Joseph  P.  Rowland 
f Frederick  H.  Roy 
Shane  Roy,  III 

R.  M.  Ruch 
Walter  A.  Ruch,  Jr. 

"H.  G.  Rudner 
Henry  G.  Rudner,  Jr. 
John  W.  Runyan,  Jr. 

J.  M.  Russell 
Fred  P.  Sage 
Nathan  Colman  Salley 

L.  C.  Sammons,  Jr. 
"Lucius  C.  Sanders 

S.  H.  Sanders 
Jack  C.  Sanford,  Jr. 
W.  T.  Satterfield 
W.  T.  Satterfield,  Jr. 

A.  F.  Saville,  Jr. 

JVictor  R.  Scarano 
S.  J.  Schaeffer,  Jr. 
Donald  Earl  Schaffer 

D.  E.  Scheinberg 
Betty  J.  Schettler 
William  H.  Schettler 
Glenn  P.  Schoettle 
Phil  C.  Schreier 
Jerome  Schroff 

J.  L.  Scianni 
Benjamin  F.  Scott 

C.  B.  Scott 
Daniel  J.  Scott,  Jr. 
Edwin  L.  Scott 
Joseph  Mason  Scott 
James  L.  Seale 
Jack  Segal 
Maurice  P.  Segal 
Edward  C.  Segerson 

"Milton  B.  Seligstein 
R.  E.  Semmes 
Lawrence  D.  Seymour 
Norman  D.  Shapiro 
John  L.  Shaw 
John  J.  Shea,  Jr. 

M.  C.  Shea,  Jr. 

Wm.  Edward  Sheffield 
James  R.  Shelton 
Roger  Talbot  Sherman 
Leslie  B.  Shumake 
Said  Siegel 

Michael  N.  Silverman 
James  C.  H.  Simmons 
"W.  Likely  Simpson 
Elizabeth  F.  Sinclair 
Thomas  D.  Sisk 
Paul  R.  Sissman 
Boyce  M.  Skinner 
Edward  F.  Skinner 
H.  T.  Slawson,  Jr. 
Avron  Abe  Slutsky 
Alvin  E.  Smith 
Hugh  Smith 
"Omar  E.  Smith 
Vernon  I.  Smith,  Jr. 
Frank  W.  Smythe,  Jr. 
Charles  V.  Snider 
Dowen  E.  Snyder 
Edward  D.  Snyder 
J.  J.  Sohm 
Phineas  J.  Sparer 
"James  Spencer  Speed 
Wm.  O.  Speight,  Jr. 
Eugene  J.  Spiotta 

D.  H.  Sprunt 

C.  Cooper  Stanford 
James  F.  Stanford 
T.  V.  Stanley,  Jr. 

Ray  G.  Stark 
W.  P.  Stepp 
Thomas  N.  Stem 
Cleo  W.  Stevenson 
"E.  M.  Stevenson 

E.  N.  Stevenson 
Marcus  J.  Stewart 

G.  H.  Stollerman 
"S.  Fred  Strain,  Sr. 

H.  T.  Stratton 
R.  J.  Stubblefield 
Joseph  A.  Sullivan 

A.  J.  Summar 


R.  L.  Summitt 
Wheelan  D.  Sutliff 
Orville  W.  Swamer 
E.  W.  Sydnor,  Jr. 
Hall  S.  Tacket 

B.  S.  Talley 

M.  H.  Tanenbaum 
"Norman  Taube 
Herbert  A.  Taylor 
Robert  C.  Taylor 
W.  W.  Taylor 
Morton  J.  Tendler 
Ronald  L.  Terhune 
"Amos  Lee  Thomas 
Paul  A.  Thompson 
William  C.  Threlkeld 
Samuel  Milton  Tickle 
Don  Raymon  Tielens 
Ralph  C.  Tierney 
Robert  Edwin  Tooms 
John  W.  Tosh 
Robert  J.  Trautman 
Alvin  B.  Tripp 
M.  L.  Trumbull 

I.  F.  Tullis,  Jr. 

Hubert  K.  Turley,  Jr. 
John  C.  Turley 
Prentiss  A.  Turman 
R.  B.  Turnbull 
Steve  H.  Turnbull 

"Carrol  C.  Turner 
G.  Randolph  Turner 
Louis  Edward  Tyler 
Austin  R.  Tyrer,  Jr. 
William  T.  Tyson,  Jr. 

J.  D.  Upshaw,  Jr. 
Jeremiah  Upshaw 
Edmund  Utkov 
Robert  A.  Utterback 
Eugene  A.  Vaccaro 

K.  D.  Vanden  Brink 
Helen  Van  Fossen 

C.  F.  Vamer 
Edward  E.  Velayos 
Walter  E.  Vemer 
Leonard  J.  Vernon 
Sidney  D.  Vick 
John  Robert  Vincent 
John  T.  Vookles 
David  Everett  Wade 

"Samuel  L.  Wadley 
Frances  C.  Walker 
James  W.  Walker 
Lillie  C.  Walker 
Parks  W.  Walker,  Jr. 
R.  H.  Walker 
R.  P.  Walker 
"W.  W.  Walker 
W.  W.  Walker,  Jr. 
Fred  C.  Wallace 
James  A.  Wallace 
Peter  B.  Wallace 
Maurice  Waller 
"Cecil  Warde 
T.  L.  Waring 

0.  S.  Warr 

W.  W.  Watkins 
Bill  C.  Weber 
J.  J.  Weems 
Alva  B.  Weir,  Jr. 

Van  H.  Wells 
Samuel  Wener 
J.  M.  Wesberry 
Harold  Maxell  West 
Thomas  H.  West 
Thomas  J.  White,  Jr. 
William  G.  White 
J.  E.  Whiteleather 
Gene  L.  Whitington 
W.  L.  Whittemore 

1.  D.  Wiener 

W.  Wiggins  Wilder 
Joe  L.  Wilhite 
E.  B.  Wilkinson,  Jr. 

H.  Glenn  Williams 
Linkwood  Williams 
Paul  Herbert  Williams 
"Wilson  L.  Williamson 
Gordon  L.  Wills 
John  Ross  Wills 
R.  S.  Wilroy,  Jr. 

Harry  W.  Wilson 
Harwell  Wilson 
J.  E.  Wilson 
John  M.  Wilson 
Winfred  L.  Wiser 
J.  B.  Witherington 
Rodney  Y.  Wolf 
Matthew  W.  Wood 
J.  C.  Woodall,  Jr. 


George  R.  Woodbury 
Linda  P.  Woodbury 
H.  D.  Woodson 
Clifton  W.  Woolley 
Richard  L.  Wooten 
C.  H.  Workman,  Jr. 
Jerry  Lewis  Worrell 
Earle  L.  Wrenn,  Jr. 

J.  Leo  Wright 
L.  D.  Wright,  Jr. 
Lawrence  D.  Wruble 
Henry  Wurzburg 
JJames  A.  Yarrow 
C.  F.  Yates 
J.  G.  Young 
John  D.  Young,  Jr. 
Paulus  Zee 

B.  M.  Zussman 

West  Memphis 
Herbert  G.  Lanford 

MONROE  COUNTY 
MEDICAL  SOCIETY 

Bells 

"William  J.  Cameron 
Madisonville 
Robert  C.  Kimbrough 
Frank  Houston  Lowry 
H.  M.  McGuire 

Sweetwater 
James  H.  Barnes 
Joe  H.  Henshaw 
Douglas  F.  Heuer 
Telford  A.  Lowry 

C.  G.  Stockard,  Jr. 

J.  E.  Young 

MONTGOMERY 

COUNTY 

MEDICAL  SOCIETY 

Clarksville 

E.  R.  Atkinson 
James  F.  Bellenger 

A.  R.  Boyd 
Carlos  Brewer 

D.  W.  Durrett,  Jr. 
Mack  Green 

W.  C.  Greer 

V.  H.  Griffin 

B.  T.  Hall 
James  Hampton 
Thomas  K.  Hepler 

B.  T.  Inglehart 
Howard  R.  Kennedy 
Robert  C.  Koehn,  Jr. 

J.  H.  Ledbetter,  Jr. 

J.  W.  Limbaugh,  Jr. 
William  G.  Lyle 

F.  J.  Malone,  Jr. 

Frank  G.  McCampbell 
James  L.  McKnight 

T.  J.  Montgomery 
Jack  W.  Ross,  Jr. 

A.  F.  Russell 

D.  R.  Shipley 
James  R.  Smith 
Marion  Spurgeon 
Charles  Trahern 
Harold  Vann 
T.  A.  Walker 

W.  H.  Wall,  Jr. 

Frank  Wilson 
Paul  Wilson 

John  F.  Wright,  Jr. 

Dover 
Albert  R.  Lee 
Robert  Henry  Lee 
Erin 

O.  S.  Luton 
Albert  Mitchum 

NORTHWEST 
TENNESSEE 
ACADEMY  OF 
MEDICINE 

Dyersburg 
Jesse  Paul  Baird 
Thomas  V.  Banks 
James  W.  Bonds 
J.  D.  Connell 
William  F.  Craddock 
Walter  E.  David 
Robert  L.  Harrington 
A.  Peter  Inclan 


Robert  T.  Kerr 
Elton  King 
Orren  B.  Landrum 
Jas.  Chalmers  Moore 
Olyn  Fred  Moore,  Jr. 
William  O.  Murray 
James  R.  Noonan 
"Julian  G.  Price 
John  A.  Reaves,  Jr. 
"William  G.  Shelton 
James  H.  Smith 
Richard  David  Taylor 
W.  1.  Thornton,  Jr. 

L.  A.  Warner,  Jr. 
Lydia  V.  Watson 

Halls 

Jack  T.  Elmore 
John  G.  Olds 

Henning 

J.  R.  Drum wright 
Newbern 

William  L.  Phillips 
Ridgely 

William  B.  Acree 
Ripley 

Arden  J.  Butler,  Jr. 
"James  L.  Dunavant 
"James  Rhea  Lewis 
William  H.  Tucker 
Claude  R.  Webb 

Tiptonville 
Jack  R.  Holifield 
Edward  B.  Smythe 

Troy 

Chesley  H.  Hill 
Union  City 
J.  Kelley  Avery 

M.  A.  Blanton,  Jr. 
Harold  Butler 
Joe  Campbell 

Wm.  Neel  Carpenter 
R.  E.  Clendenin,  Jr. 
Byron  O.  Gamer 
Dan  C.  Gary 
R.  L.  Gilliam,  II 
William  V.  Ginn,  Jr. 
Marion  C.  Glasgow 
Laurence  W.  Jones 
E.  P.  Kingsbury,  Jr. 

R.  G.  Latimer,  Jr. 

E.  McCall  Morris 
James  W.  Polk 
James  H.  Ragsdale 
H.  J.  Sparling,  Jr. 
Malcolm  T.  Tipton 
Robert  R.  Young,  Jr. 

Kansas  City,  Mo. 
Thomas  W.  Johnson 

OVERTON  COUNTY 
MEDICAL  SOCIETY 

Byrdstown 
B.  H.  Copeland 
Celina 

Champ  E.  Clark 
Livingston 
Malcolm  E.  Clark 
Herman  B.  Nevans 
Denton  D.  Norris 
Will  G.  Quarles,  Jr. 
Jack  M.  Roe 

PUTNAM  COUNTY 
MEDICAL  SOCIETY 

Algood 

J.  T.  Moore 

Cookeville 
James  L.  Breyer 
Jack  L.  Clark 
John  D.  Crabtree 

K.  G.  Crawford 

S.  U.  Crawford,  Jr. 
James  T.  DeBerry 
Walter  Derryberry 
Stephen  Farr 
William  C.  Francis 
William  A.  Hensley 

"W.  A.  Howard 


C.  L.  Jones,  Ji. 
Robert  V.  Larrick 
Jere  W.  Lowe 
Edward  R.  Seiler 
Thurman  Shipley 
William  S.  Taylor 
J.  Fred  Terry 
Claude  M.  Williams 

Granville 

"Luther  M.  Freeman 
Monterey 

"Claude  A.  Collins 
T.  M.  Crain 


ROANE-ANDERSON 
MEDICAL  SOCIETY 

Clinton 
A.  W.  Bishop 
Parley  M.  Dings 
Henry  Hedden 
John  J.  Smith 

Harriman 
A.  Julian  Ahler 
"Thomas  L.  Bowman 

E.  C.  Cunningham 
Fred  J.  Hooper 
Lewis  Howard 
H.  Stratton  Jones 
Louis  A.  Killeffer 
John  R.  Sisk 

Kingston 

Carolyn  A.  Beard 
Nathan  Sugarman 

Norris 

Samuel  G.  McNeeley 

Oakdale 
"James  H.  Carr 

Oak  Ridge 
Gould  Andrews 
Robert  P.  Ball 
R.  R.  Bigelow 
Marvin  G.  Caldwell 
Charles  L.  Campbell 
Alex  G.  Carabia 
Charles  C.  Congdon 
John  P.  Crews 
Dexter  Davis 
John  D.  DePersio 
Robert  E.  DePersio 
Armando  De  Vega 

C.  Lowell  Edwards 
Earl  Eversole,  Jr. 

T.  Guy  Fortney 
Frank  Genella 
Herbert  B.  Gerstner 
James  T.  Gillespie 
Frances  Goswitz 
Helen  V.  Goswitz 
Thomas  J.  Grause 
James  A.  Greene 
Charles  Gurney 
William  P.  Hardy 
JJack  M.  Hays 
Donald  Hartman 
Ernest  Hendrix 
William  B.  Holden 
R.  W.  Holland 
Raymond  A.  Johnson 
Elliott  E.  Kaebnick 
Avery  P.  King 
Ralph  Kniseley 
Thomas  A.  Lincoln 
Lynn  Lockett 
Joseph  S.  Lyon 
Bill  Nelson 
Charles  P.  Oderr 
Etna  M.  Palmer 
Samuel  J.  Pieper 
Lewis  F.  Preston 
William  W.  Pugh,  Jr. 
C.  Julian  Ragan 
H.  M.  Rossman 
Henry  B.  Ruley 
C.  W.  Sensenback 
L.  L.  Sheely 
Paul  E.  Spray 
David  G.  Stanley 
George  Stevens,  III 
C.  R.  Sullivan,  Jr. 
Marjorie  J.  Swint 
Daniel  M.  Thomas 
Joe  E.  Tittle 
Andrew  S.  Wachtel 


Joan  Woods 
Gino  Zanolli 

Oliver  Springs 
S.  J.  Van  Hook 
Rockwood 
James  E.  DeFoe 
Tom  W.  Evans 
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LIABILITY 

importance  of  medical  records  (*)  838 
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surgical  hazards  (*)  843 
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see  industrial  productivity 
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medical  schools,  problems  in  (pp)  143 
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541,  629,  713,  805,  889,  983,  1059 
PLACENTA,  localization  with 
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ry  1 Q r»  pri  fa 

RECTUM:  see  injuries 

SARCOIDOSIS,  sialopathies  in  (*)  568 
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SHOFNER,  NATHANIEL,  past 
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When  irritable  colon  feels  like  this 


The  blowfish,  a small  spe< 
of  fish,  reacts  to  stress  or 
fright  by  puffing  itself  up 
air.  After  about  a dozen 
noisy  gulps  the  belly  is  ball 
shaped  and  hard.  When 
replaced  in  the  water  the 
quickly  expelled,  and 
the  fish  sinks  to  the  bottor 
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